COWEN CLINIC
Rehabilitation + Physical Medicine
Attorney Patient Information Sheet
Name

Date

Last

Name of Spouse

Soc. Sec. #

.City, State, Zip

Address

Phone Homei

I

Worki
Sex

Date of Birth

I

Cell(

Phnnp(

)

Employer

Phone i

).

Phone(

I

_

I

Nearest Relative

Relationship.

Attorney

Nickname

MI

First

.Type of Accident

Date of Accident

Referring Physician

I hereby authorize The Cowen Clinic for Rehabilitation Medicine to bill my attorney for charges incurred
during the course of treatment and to provide any medical information necessary to process these
claims. I authorize payment to be made directly to Todd Cowen, MD. A copy of this authorization may
be used instead of the original.
I authorize Todd Cowen, MD to release information regarding the diagnosis and records ofany treatment
or examination rendered during the period of my care to my attorney or other health practitioners
involved in such care.

I understand that I am financially responsible for those charges not paid by my insurance carrier(s) or
attorney. I understand that a 1.5% monthly(not to exceed 18% annually)interest charge will be applied
to any balance owed by me past 30 days and thatI am responsible for any additional fees which may be
incurred to collect this account, including, but not limited to, collection agency fees and attorney fees.

Signature

Phone (985) 447-9922

Date

726 N. Acadia Road, Suite 2600

Fax (985) 447-9006

Thibodaux, LA 70301
POS Reorder * 16162S1

EN CLINIC
Rehabilitation + Physical Medicine
MEDICAL HISTORY

Name

Age:

Date

Right / Left handed

Male / Female

Referred by:

Reason for visit:

Date symptoms began:
Work/Accident related? Yes / No

Cause of symptoms:
Attorney Name:

Allergies to medicines, dyes/IV contrast?

Current prescription or over-the-counter meds/herbs/vitamins (including dosages):

Prior Surgeries:

^

Past Medical Problems (circle all that apply);

Back - Neck - Pinched Nerves - Headaches - Fibromyalgia

Depression - Anxiety - Other psychiatric - High blood pressure - Diabetes - Heart - Blood Clots
Head Injury - Stroke - Seizures - Osteoporosis - Arthritis - Liver - Lung - Intestinal disorders - Ulcers

Gastric reflux - Thyroid - Kidney - Bleeding disorders - Cancer - HIV/AIDS/Hepatltis - Cholesterol
Any other medical problems?
Family history of medical problems?

Town where you live
Cigarette use (packs/day)

Single / Married / Divorced / Widow (circle)
Alcohol use (how much/how often)

Any history EVER of alcohol, street drug, or prescription drug abuse? Yes / No
Hobbles

Number of Children
Drug use? Yes / No

If yes, describe

Current job/employer

Are you or have you RECENTLY experienced any of the following symptoms? (circle all that apply)
Shortness of breath - Chest pain - Heart racing - Cough - Fever - Chills - Nausea - Vomiting
Dizziness - Falls - Trouble walking - Seizures - Headaches - Vision problems - Hearing problems - Sores

Rashes - Weight gain - Weightless - Anxiety - Depression - Trouble sleeping - Swelling (where)
Back pain - Neck pain - Leg pain - Arm pain - Muscle weakness (where)

Numbness /tingling (where)
Any other pain (where)

Joint pain or stiffness (where)
Any other symptoms

I certify the above to be a complete and accurate report of my medical and personal history.

Signature

Phone (985) 447-9922

Date

726 N. Acadia Road, Suite 2600

Fax (985) 447-9006

Thibodaux, LA 70301
POS Rtcrse-

COWEN CLINIC
Rehabilitation +Physical Medicine
PATIENT CONSENT AND ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY NOTICES

I understand that, as part of the provision of healthcare services, Cowen Clinic for Rehabilitation Medicine creates
and maintains health records and other information describing, among other things, my health history, symptoms,
examination and test results, diagnoses, treatment, and any plans for future care or treatment.

If requested, a copy will be provided of the Notice of Privacy Practices that provides a more complete description of
the uses and disclosures of certain health information. I understand that I have the right to review the notice prior

to signing this consent. I understand that the organization reserves the right to change their Notice and Practices,
and prior to implementation, will mail a copy of any revised notice to the address I have provided. I understand
that I have the right to object to the use of my health information for directory purposes. I understand that I have
the right to request restrictions as to how my health information may be used or disclosed to carry out treatment,
payment, or healthcare operations (quality assessment and improvement activities, underwriting, premium rating,
conduction or arranging for medical review, legal services, and auditing functions, etc.), and that the organization
is not required to agree to the restrictions requested.

By signing this form, I consent to the use and disclosure of protected health information about me for the purposes
of treatment, payment, and healthcare operations. I have the right to revoke this consent in writing except where
disclosures have already been made in reliance of my prior consent.

This consent is given freely with the understanding that:

1.

Any and all records, whether written or oral or in electronic format, are confidential and cannot be

2.

disclosed for reasons outside of treatment, payment, or healthcare operations without my prior written
authorization, except as otherwise provided by law.
A photocopy or fax of this consent is as valid as the original.

3.

I have the right to request that the use of my Protected Health Information, which is used or disclosed
for the purposes of treatment, payment or healthcare operations, be restricted. I also understand that
the Practice and I must:

(a) Agree to any restriction in writing that I request on the use and disclosure of my Protected Health
Information; and

(b) Agree to terminate any restrictions in writing on the use and disclosure of my Protected Health
Information which have been previously agreed upon.

Patient's Name Printed

Date

Patient or Guardian's Signature

Social Security # (for ID purposes only)

Witness (optional)

Date

Phone (985)447-9922

726 N. Acadia Road, Suite 2600

Fax (985) 447-9006

Thibodaux, LA 70301
POS Reorder# 1616280

COWEN CLINIC

Rehabilitation +Physical Medicine

I understand the office charges are payable at the time of service. This includes any applicable co-pays as well as
deductibles. The amount collected is based upon an estimate given by the insurance company. Once a daim is processed,
the benefits and/or payment may change once processed by your insurance company.

I understand it is my responsibility to notify the Cowen Clinic for Rehabiiitation Medicine, A Medicai Corporation, of any
changes to my insurance, personal contact Information, or any other pertinent information vital to my account.
I understand there will be a $25 fee for all NSF checks returned to the clinic.

I understand if it becomes necessary to turn this account over to an outside collection agency, I will be responsible for

any collection fees, as well as court costs and attorney fees incurred.

I understand after the insurance company processes the claim, I am responsible for any outstanding balance. I agree to
pay the physician all charges in excess of insurance reimbursement.

I hereby authorize direct payment to Cowen Clinic for Rehabilitation Medicine, A Medical Corporation, for any insurance
payments for the medical bills.

I hereby authorize Cowen Clinic for Rehabiiitation Medicine, A Medicai Corporation, to release any information acquired
in the course of my examination and/or treatment to treating physicians or therapists.

I hereby authorize any physician, hospital, or medical facility to provide all information on my medicai history and

treatment to Cowen Clinic for Rehabilitation Medicine, A Medical Corporation.

I hereby authorize photocopies of this form to be valid as the original.

Insurers and managed care companies occasionally review medicai charts to ensure compliance with company procedures.
I understand that my chart may be selected for such review and that confidentiality of the information in my chart will
be preserved, and I hereby consent to such review and release this physician and any such insurer or managed care

company for liability for any reasonable review of my chart.

I hereby authorize Dr. Cowen or his staff to discuss my account and medical care with the following people:

Patient Signature

Date

Thank you for your cooperation.

Please return all completed forms to the receptionist.
We will be with you shortly.

Phone (985)447-9922

726 N. Acadia Road, Suite 2600
Thibodaux, LA 70301

Fax (985) 447-9006
POS Reonler# 1615910

