Abercrombie Physical Therapy, P C
Diabetic Shoes and Related Equipment
Date: ____________

Name (first, middle/maiden, last) _______________________________________Birthday___________

Complete Address_______________________________________________________________________ 

City, State, Zip_____________________________________________________Telephone____________

Social Security#____________________________

Employer___________________________________________________Fulltime______Parttime_______  

Name of referring physician_______________________________________________________________

Diabetes:  Insulin__________    Non-insulin________

Equipment Description___________________________________________________________________

_______________________________________________________________________________________

Insurance:
Insured by 1._________________________________ 2._________________________________________

Address       __________________________________2._________________________________________

Phone#      1.__________________________________2._________________________________________

ID#            1.__________________________________2._________________________________________

Group #    1.__________________________________2._________________________________________

Assignment of Insurance Benefits:  The undersigned hereby authorizes the release of any information relating to all claims for benefits submitted on behalf of myself and/or dependents.  I further expressly agree and acknowledge that my signature on this document authorizes Abercrombie Physical Therapy to submit claims for benefits for any durable medical equipment to be rendered, without obtaining my signature on each and every claim to be submitted for myself and /or dependents, and that I will be bound by this signature as though the undersigned has personally signed the particular claim.


I hereby authorize my insurance carrier(s) to pay and herby assign directly to Abercrombie Physical Therapy all benefits, if any, otherwise payable to me for his/her services as described on submitted forms.  I understand I am financially responsible for all charges incurred.  I further acknowledge that any insurance benefits, when received by and paid to Abercrombie Physical Therapy will be credited to my account, in accordance with the above said agreement.

______________________________________________                Date_______________

Authorized Signature of Subscriber

I acknowledge that I have received a copy of the Notice of Privacy Practices.

Signature_______________________________________            
