Laura M. Stevens, P.T., P.C.
583 Rte 32/PO Box 729
Highland Mills, NY 10930
Phone (845) 928-2426
FAX (845) 928-8182

BILLING PROCEDURES
In the past few years the number of different health insurance plans has increased at an amazing
rate. Even within one company there may be several plans with varying benefits and
requirements. There is no way that we can possibly know or keep up to date with each plans
provision. Some plans require referrals or pre-authorization.
It is your responsibility to know:
1. Whether this office is participating with your plan
2. Whether you have a valid referral or authorization for today and future visits
3. To ad ise this office of our plan s requirements in ad ance. We do our er best to compl
with any reasonable requirements that your plan may have.
Please understand if e ha e not been ad ised in ad ance of our plan s requirements or
conditions, and we provide service that is outside the plan you will be responsible for the
appropriate fees. These are not our regulations, and unless you follow them carefully the
insurance may deny all or part of your claim. Your insurance carrier should have provided you
with a phone number for you to use if you have any questions about your coverage.
WE DO NOT BILL SECONDARY INSURANCE PLANS. THERE IS AN EXCEPTION IF
YOUR PRIMARY INSURANCE IS MEDICARE AND YOU ARE SET UP FOR DIRECT
CROSS OVER TO YOUR SECONDARY INSURANCE. IF MEDICARE DOES NOT
DIRECTLY CROSS OVER YOU ARE RESPONSIBLE FOR ALL COPAYS,
COINSURANCE AND DEDUCTIBLE PAYMENTS. IF YOU HAVE SCHOOL
INSURANCE PLEASE SEE BILLING.
All patients are required to make all co-payments, deductible or co-insurance payments at the
time of visit. Upon receipt of payment made from the insurance company, the patient or
authorizing person will be billed for any unpaid balance of the bill. If we have not received
payment from the insurance carrier within 45 days you will be billed the balance due plus a $20
service fee per month. If we do not receive your payment within 30 days, we will turn the
account over to a collection agency. When your account is placed in collections you will be
responsible for additional costs such as collection agency fees (up to but not exceeding 50% of
your total balance).
AUTHORIZATION:
I hereby authorize release of the information necessary to file a claim with my insurance
company and assign benefits otherwise payable to: Laura Stevens, P.T., P.C.
Timber Ridge Professional Building
583 Rte 32/Po Box 729
Highland Mills, NY 10930

PATIENT MISSED APPOINTMENT POLICY
We strive to provide our patients with the utmost professionalism and excellence of service.
Our commitment to your well-being and the gain of your physical abilities is something that
everyone in our clinic takes quite seriously.
Because we care so much about you, we realize that it would be a disservice to you if we did
not emphasize the importance of your own commitment to the care you need to receive and to
the actions we ask you to do.
Your adherence to the recommended number of treatments is a vital component of your
progress with our services; therefore we have certain rules that need to be followed in order to
ensure the most optimum results.
We expect you to keep all your appointments. Write down the time of your visits so that you do
not forget.
With the exception of serious emergencies it is expected that you keep all your appointments. If
you need to re-schedule an appointment we require a 24 hour notice. In such a case, please call
our office and arrange for a make-up appointment with our Front Desk Receptionist. The makeup appointment needs to be in the same week, preferably the very next day.
In an instance of a cancellation without 24 hour notice or no-show to a scheduled appointment,
we reserve the right to charge you a $35 fee.
In instances of repeated non-compliance with your scheduled visits, we also reserve the right to
discontinue care and will inform your physician of the fact that your service has been
discontinued due to non-compliance with the prescribed rehabilitation order.
We appreciate you greatly as our patient and strive to accomplish wonderful results and success
for you.
Laura Stevens
Laura Stevens Physical Therapy

NOTICE OF PRIVACY PRACTICE ACKNOWLEDGMENT
I understand that, under the Health Insurance Portability & Accountability Act of 1998
( HIPAA ), I ha e certain rights to pri ac regarding m protected health information. I
understand that this information can and will be used to:
Conduct, plan and direct my treatment and follow up among the multiple
healthcare providers who may be involved in that treatment directly and
indirectly.
Obtain payment from third-party payers.
Conduct normal healthcare operations such as quality assessments and physician certifications.
I acknowledge that I have received your Notice of Privacy Practices containing a more complete description of
the uses and disclosures of my health information. I understand that this organization has the right to change its
Notice of Privacy Practices from time to time and that I may contact this organization at any time at the address
above to obtain a current copy of the Notice of Privacy Practices.
I understand that I may request in writing that you restrict how my private information is
used or disclosed to carry out treatment, payment r health care operations. I also
understand you are not required to agree to my requested restrictions, but if you do agree then you are bound to
abide by such restrictions.

OFFICE USE ONLY
I attempted to obtain the patient s signature in ackno ledgment on the Notice of Pri ac
Practices Acknowledgment, but was unable to do so as documented below:
Date:
Initials:
Reason:

Laura M. Stevens, P.T., P.C.
583 Rte 32/PO Box 729
Highland Mills, NY 10930
Phone (845) 928-2426
FAX (845) 928-8182

Patient Name: _________________________________________________
Relationship to patient: __________________________________________

Summary of Billing Procedure
I attest that I have read, understand and have received a copy of Laura M. Stevens, P.T., P.C. Billing Procedure.
Signature: ____________________________________________ Date: __________________________

Summary of Missed Appointment Policy
I attest that I have read, understand and have received a copy of Laura M. Stevens, P.T., P.C. Missed Appointment Policy.
Signature: ____________________________________________ Date: __________________________

Summary of HIPAA Compliance
I attest that I have read, understand and have received a copy of Laura M. Stevens, P.T., P.C. HIPAA.
Signature: ____________________________________________ Date: __________________________

E-mail address: ________________________________________

Witnessed by: __________

Back Index
Form BI100
ACN Group, Inc. Use Only rev 3/27/2003

Patient Name

Date

This questionnaire will give your provider information about how your back condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity
The pain comes and goes and is very mild.
The pain is mild and does not vary much.
The pain comes and goes and is moderate.
The pain is moderate and does not vary much.
The pain comes and goes and is very severe.
The pain is very severe and does not vary much.

Sleeping
I get no pain in bed.
I get pain in bed but it does not prevent me from sleeping well.
Because of pain my normal sleep is reduced by less than 25%.
Because of pain my normal sleep is reduced by less than 50%.
Because of pain my normal sleep is reduced by less than 75%.
Pain prevents me from sleeping at all.

Sitting
I can sit in any chair as long as I like.
I can only sit in my favorite chair as long as I like.
Pain prevents me from sitting more than 1 hour.
Pain prevents me from sitting more than 1/2 hour.
Pain prevents me from sitting more than 10 minutes.
I avoid sitting because it increases pain immediately.

Standing
I can stand as long as I want without pain.
I have some pain while standing but it does not increase with time.
I cannot stand for longer than 1 hour without increasing pain.
I cannot stand for longer than 1/2 hour without increasing pain.
I cannot stand for longer than 10 minutes without increasing pain.
I avoid standing because it increases pain immediately.

Walking
I have no pain while walking.
I have some pain while walking but it doesn’t increase with distance.
I cannot walk more than 1 mile without increasing pain.
I cannot walk more than 1/2 mile without increasing pain.
I cannot walk more than 1/4 mile without increasing pain.
I cannot walk at all without increasing pain.

Personal Care
I do not have to change my way of washing or dressing in order to avoid pain.
I do not normally change my way of washing or dressing even though it causes some pain.
Washing and dressing increases the pain but I manage not to change my way of doing it.
Washing and dressing increases the pain and I find it necessary to change my way of doing it.
Because of the pain I am unable to do some washing and dressing without help.
Because of the pain I am unable to do any washing and dressing without help.

Lifting
I can lift heavy weights without extra pain.
I can lift heavy weights but it causes extra pain.
Pain prevents me from lifting heavy weights off the floor.
Pain prevents me from lifting heavy weights off the floor, but I can manage
if they are conveniently positioned (e.g., on a table).
Pain prevents me from lifting heavy weights off the floor, but I can manage
light to medium weights if they are conveniently positioned.
I can only lift very light weights.

Traveling
I get no pain while traveling.
I get some pain while traveling but none of my usual forms of travel make it worse.
I get extra pain while traveling but it does not cause me to seek alternate forms of travel.
I get extra pain while traveling which causes me to seek alternate forms of travel.
Pain restricts all forms of travel except that done while lying down.
Pain restricts all forms of travel.

Social Life
My social life is normal and gives me no extra pain.
My social life is normal but increases the degree of pain.
Pain has no significant affect on my social life apart from limiting my more
energetic interests (e.g., dancing, etc).
Pain has restricted my social life and I do not go out very often.
Pain has restricted my social life to my home.
I have hardly any social life because of the pain.

Changing degree of pain
My pain is rapidly getting better.
My pain fluctuates but overall is definitely getting better.
My pain seems to be getting better but improvement is slow.
My pain is neither getting better or worse.
My pain is gradually worsening.
My pain is rapidly worsening.

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100
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Neck Index
Form N1-100
ACN Group, Inc. Use Only rev 3/27/2003

Patient Name

Date

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity
I have no pain at the moment.
The pain is very mild at the moment.
The pain comes and goes and is moderate.
The pain is fairly severe at the moment.
The pain is very severe at the moment.
The pain is the worst imaginable at the moment.

Sleeping
I have no trouble sleeping.
My sleep is slightly disturbed (less than 1 hour sleepless).
My sleep is mildly disturbed (1-2 hours sleepless).
My sleep is moderately disturbed (2-3 hours sleepless).
My sleep is greatly disturbed (3-5 hours sleepless).
My sleep is completely disturbed (5-7 hours sleepless).

Personal Care
I can look after myself normally without causing extra pain.
I can look after myself normally but it causes extra pain.
It is painful to look after myself and I am slow and careful.
I need some help but I manage most of my personal care.
I need help every day in most aspects of self care.
I do not get dressed, I wash with difficulty and stay in bed.

Lifting
I can lift heavy weights without extra pain.
I can lift heavy weights but it causes extra pain.
Pain prevents me from lifting heavy weights off the floor, but I can manage
if they are conveniently positioned (e.g., on a table).
Pain prevents me from lifting heavy weights off the floor, but I can manage
light to medium weights if they are conveniently positioned.
I can only lift very light weights.
I cannot lift or carry anything at all.

Reading
I can read as much as I want with no neck pain.
I can read as much as I want with slight neck pain.
I can read as much as I want with moderate neck pain.
I cannot read as much as I want because of moderate neck pain.
I can hardly read at all because of severe neck pain.
I cannot read at all because of neck pain.

Concentration
I can concentrate fully when I want with no difficulty.
I can concentrate fully when I want with slight difficulty.
I have a fair degree of difficulty concentrating when I want.
I have a lot of difficulty concentrating when I want.
I have a great deal of difficulty concentrating when I want.
I cannot concentrate at all.

Work
I can do as much work as I want.
I can only do my usual work but no more.
I can only do most of my usual work but no more.
I cannot do my usual work.
I can hardly do any work at all.
I cannot do any work at all.

Driving
I can drive my car without any neck pain.
I can drive my car as long as I want with slight neck pain.
I can drive my car as long as I want with moderate neck pain.
I cannot drive my car as long as I want because of moderate neck pain.
I can hardly drive at all because of severe neck pain.
I cannot drive my car at all because of neck pain.

Recreation
I am able to engage in all my recreation activities without neck pain.
I am able to engage in all my usual recreation activities with some neck pain.
I am able to engage in most but not all my usual recreation activities because of neck pain.
I am only able to engage in a few of my usual recreation activities because of neck pain.
I can hardly do any recreation activities because of neck pain.
I cannot do any recreation activities at all.

Headaches
I have no headaches at all.
I have slight headaches which come infrequently.
I have moderate headaches which come infrequently.
I have moderate headaches which come frequently.
I have severe headaches which come frequently.
I have headaches almost all the time.

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100
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Minimum Level of Detectable Change (90% Confidence): 9 points

Any of your usual work, housework, or school activities.
Your usual hobbies, re creational or sporting activities.
Getting into or out of the bath.
Walking between rooms.
Putting on your shoes or socks.
Squatting.
Lifting an object, like a bag of groceries from the floor.
Performing light activities around your home.
Performing heavy activities around your home.
Getting into or out of a car.
Walking 2 blocks.
Walking a mile.
Going up or down 10 stairs (about 1 flight of stairs).
Standing for 1 hour.
Sitting for 1 hour.
Running on even ground.
Running on uneven ground.
Making sharp turns while running fast.
Hopping.
Rolling over in bed.
Column Totals:

Extreme
Difficulty or
Unable to
Perform Activity
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

Quite a Bit
of Difficulty
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2

Moderate
Difficulty

4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4

No
Difficulty

SCORE: _____/ 80

A Little Bit
of
Difficulty
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3

Please submit the sum of responses.
Reprinted from Binkley, J., Stratford, P., Lott, S., Riddle, D., & The North American Orthopaedic Rehabilitation Research Network, The Lower Extremity
Functional Scale: Scale development, measurement properties, and clinical application, Physical Therapy, 1999, 79, 4371-383, with permission of the
American Physical Therapy Association.
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Activities

Today, do you or would you have any difficulty at all with:

We are interested in knowing whether you are having any difficulty at all with the activities listed below because of your lower limb
Problem for which you are currently seeking attention. Please provide an answer for each activity.

THE LOWER EXTREMITY FUNCTIONAL SCALE

