
 
 
 
 

 

 Patient Information 

Last Name: _______________________________________ First Name: __________________________________ 

Address: _____________________________________________________________________________________ 

City: ______________________________ State: ____________ Zip Code: ___________________  

Home Phone: __________________________ Work Phone: ________________________  ext. __________ 

Cell Phone: ______________________________ Email Address: ________________________________________ 

Birth Date: ________/__________/_________ Sex:       F    /    M         SSN: ______________________________ 

Approximate Height: __________________ Weight: _______________ Diagnosis: __________________________ 

Prescription:    Yes   /   No        For: _____________________________________________ 

Age of Current Device: ______New   ______Under 2 yrs.   ______2-5 yrs.   ______5-10 yrs.   ______older  

 
Referral Information 
 
Referring Physician: __________________________________________________________________________ 

Company Name: _______________________________________________ Phone: _________________________ 

Family Physician or Pediatrician: ______________________________________________________________ 

Company Name: _______________________________________________ Phone: _________________________ 

Physical/Occupational Therapist: ______________________________________________________________ 

Company Name: _______________________________________________ Phone: _________________________ 

 
Insurance Information
 
Check all that apply:   ______Medicaid     ______Medicare     ______First Steps     ______CSHCS     ______VA  

     ______Private Ins.   ______Supplement     ______Workman’s Comp     ________________Other  
 
Primary Ins. Company: _______________________________________________________________________ 

Policy Holders Name: ________________________________________ Birth Date: _________________________ 

Relationship to Patient: ________________________________ SSN: ____________________________________ 

Policy #: _________________________________________Policy Group #: _______________________________ 

Place of Employment: ___________________________________________________________________________ 

Secondary Ins. Company: _____________________________________________________________________ 

Policy Holders Name: ________________________________________ Birth Date: _________________________ 

Relationship to Patient: ________________________________ SSN: ____________________________________ 

Policy #: _________________________________________Policy Group #: _______________________________ 

Place of Employment: ___________________________________________________________________________ 

PLEASE PROVIDE A COPY OF YOUR INSURANCE CARD(S). 

Allergies:    Yes   /   No        List Allergies: __________________________________________________________ 



Parent or Legal Guardian

Name: __________________________________________________ Home Phone: _________________________

Address: _____________________________________________________________________________________

City: ______________________________________ State: ____________ Zip Code: ________________________ 

Relationship to Patient: ____________________________ Email Address: ________________________________

Cell Phone: ____________________________ Work Phone: ____________________________  ext. ___________

Place of Employment: ___________________________________________________________________________

Please Note:
For insurance purposes, it is very important that we have as much information as 
possible. Incomplete forms can result in the delay of your claim being processed.

Date: ____________________

Midwest Orthotic & Technology Center, LLC

Assignment of Benefits and Release Information
I authorize the release of any medical information necessary to process this claim through Midwest Orthotic Services, LLC / 
Midwest Orthotic & Technology Center, LLC.

Medicare Assignment of Benefits
I certify that the information given by me in applying for payment under Title XVIII of the Social Security Act is correct.  I 
request that the payment of authorized benefits be made on my behalf.  I assign the benefits payable for covered insurance 
services to the organization furnishing the services or authorize such organization to submit a claim to Medicare for payment. 

Private Insurance Assignment of Benefits
I hereby authorize my insurance company, to make payments directly to Midwest Orthotic Services, LLC / Midwest Orthotic 
& Technology Center, LLC for orthotic-prosthetic services and durable medical equipment and supplies.

*****PLEASE READ*****
I understand that Midwest Orthotic Services, LLC / Midwest Orthotic & Technology Center, LLC is acting solely as an agent 
for filing insurance benefits assigned to it; however, Midwest Orthotic Services, LLC / Midwest Orthotic & Technology 
Center, LLC assumes no responsibility for guaranteeing payment of covered charges.  I understand that I am fully responsible 
for all deductibles, coinsurance and disallowables.  I recognize and affirm my obligation to pay Midwest Orthotic Services, 
LLC / Midwest Orthotic & Technology Center, LLC the total of all charges incurred, and this obligation is in no way 
dependent upon reimbursement under any medical insurance plan.  Any arrangement whereby payments are made directly to 
Midwest Orthotic Services, LLC / Midwest Orthotic & Technology Center, LLC through any insurance plan shall not affect 
my obligation to pay the remaining balance.  I understand that I am responsible for all collection costs, including collection 
agency fees, attorney fees, and court costs associated with collection efforts for any amounts past due Midwest Orthotic 
Services, LLC / Midwest Orthotic & Technology Center.

Return and Adjustments
I have received and read a copy of the Return and Adjustment Policies of Midwest Orthotic Services, LLC / Midwest Orthotic 
& Technology Center, LLC and I understand and agree to these terms and conditions.

HIPAA Privacy
I certify that I have been offered a copy of Midwest Orthotic & Technology Center, LLC Notice of Privacy Practices.  The Notice 
of Privacy Practices describes the types of uses and disclosures of my protected health information (PHI) that may occur in my 
treatment, payment of my bills or in the performance of Midwest Orthotic & Technology Center, LLC health care operations. The 
Notice of Privacy Practices also describes my rights and Midwest Orthotic & Technology Center, LLC duties with respect to my 
PHI.  The Notice of Privacy Practices is posted in the waiting room at Midwest Orthotic & Technology Center, LLC.  Midwest 
Orthotic & Technology Center, LLC reserves the right to change the privacy practices that are described in the Notice of Privacy 
Practices.  I may obtain a revised Notice of Privacy Practices by calling the office and requesting a revised copy be sent in the 
mail, asking for one at the time of my next appointment or accessing their website. 

______________________________________________________  
            Printed Name of Patient 

______________________________________________________        _________________
          Signature of Patient or Representative    Date



 
 

 
 
 
 
 
 
 
Did you know that the date of service for your insurance claim is the 
date that we deliver orthotics or medical equipment to you or your 
family member? 
 

It’s true!!  
 
 
 
 

This is very important information to consider because it may have a 
serious impact on your financial obligation with your claim, 
particularly if your insurance changes or terminates before the date 
of service.  
 
 
 
 
 
 
 
 
 
If you have questions about this or any other issue with your claim, 
please speak with one of our representatives and rest assured, that 
with your help, your claim will be processed with the utmost care… 
 
 
 
 
 
 
Midwest Orthotic & Technology Center, LLC 



 
 
 RETURN POLICY 

 
We do our best to make sure that you are satisfied with 
every visit. However a device may need to be returned 
sometimes. 
 
It is our policy to accept returns as follows: 
 

• A custom, customized or modified device can only 
be returned if it does not comply with the physician’s 
prescription. 

• NOTE:   If such a device must be worn in a 
particular type of shoe, it is your responsibility to do 
so. A device fabricated for insertion in a depth shoe, 
for example, cannot be returned because you are 
wearing another type of shoe. 

• An unused over-the-counter, non-modified device 
can be returned for credit within 15 days if 
accompanied by a receipt. 

• Refunds will be made as follows: 
1. If the original purchase was paid for by 

check or cash, a refund will be made by 
check and sent by mail. 

2. If the original purchase was paid for by 
charge card, a charge credit will be issued. 

 
Adjustments to orthotic devices: 
 

1. There will be no charge for adjustments to 
orthotic devices or equipment we provide for 60 
days after the delivery of that item. 

2. There will be a charge for time and labor for 
adjustments to orthotic devices or equipment we 
provide after 60 days from the date of delivery. 
Our labor charge is $60.00 per hour and these 
charges are generally filed not accepting 
assignment. 

 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 

A full service provider of 
prefabricated and custom 

fabricated orthotics, bracing 
systems, positioning equipment, 

and assistive devices. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  



 
 
 
 
 
 
 
 
 
 
 
 
OUR LEGAL DUTY  
We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give 
you this Notice about our privacy practices, our legal duties and your rights concerning your health information. We must follow 
the privacy practices that are described in this Notice while it is in effect. This Notice takes effect June 1, 2008 and will remain in 
effect until we replace it.  
 
We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted 
by applicable law. We reserve the right to make changes in our privacy practices and the new terms of our Notice effective for all 
health information that we maintain, including health information we created or received before we made the changes. Before we 
make a significant change in our privacy practices, we will change this Notice and make the new Notice available upon request.  
 
You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of 
this Notice, please contact us using the information listed at the end of this Notice.  
 
 

NOTICE OF PRIVACY PRACTICES 
 

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 

 
PLEASE REVIEW IT CAREFULLY. 

 
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US. 

Midwest Orthotic & Technology Center, LLC

USES AND DISCLOSURES OF HEALTH INFORMATION  
 
We use and disclose health information about you for treatment, payment and healthcare operations. For example:  
 
TREATMENT: We may use and disclose your health information to a physician or other healthcare provider providing treatment 
to you.  
 
PAYMENT: We may use and disclose your health information to obtain payment for services we provide to you.  
 
HEALTHCARE OPERATIONS: We may use and disclose your health information in connection with our healthcare operations. 
Healthcare operations include quality assessment and improvement activities, reviewing the competence or qualifications of 
healthcare providers, evaluating practitioner performance, conducting training programs, accreditation, certification, licensing or 
credentialing activities.  
 
YOUR AUTHORIZATION: In addition to our use of your health information for treatment, payment, and healthcare operations, 
you may give us written authorization to use your health information or to disclose it to anyone for any purpose. If you give us an 
authorization, you may revoke it in writing at any time. Your revocation will not affect any use or disclosures permitted by your 
authorization while it is in effect. Unless you give us a written authorization, we cannot use or disclose your health information for 
any reason except those described in this Notice. 
  
TO YOUR FAMILY AND FRIENDS: We must disclose your health information to you, as described in the Patient Rights 
section of this Notice. We may disclose your health information to a family member, friend or other person to the extent necessary 
to help with your healthcare or with payment for your healthcare if we obtain your verbal agreement to do so or if we give you an 
opportunity to object to such a disclosure and you do not raise an objection. We may also disclose health information to your 
family or friends if we can infer from the circumstances, based on our professional judgment that you would not object. In 
situations where you are not capable of giving consent, we may, using our professional judgment, determine that a disclosure to 
your family member or friend is in your best interest.  
 
PERSONS INVOLVED IN YOUR CARE: We may use or disclose health information to notify, or assist in the notification of 
(including identifying or locating) a family member, your personal representative or another person responsible for your care, of 
your location, your general condition or death. If you are present, then prior to use or disclosure of your health information, we will 
provide you with an opportunity to object to such uses or disclosures. In the event of you incapacity or emergency circumstances, 
we will disclose health information based on a determination using our professional judgment disclosing only, health information 
that is directly relevant to the person's involvement in your healthcare. We will also use our professional judgment and our 
experience with common practice to make reasonable inferences of your best interest in allowing a person to pick up your items of 
health information. 
 



MARKETING HEALTH-RELATED SERVICES: We will not disclose your health information for marketing communications 
without your written authorization except to provide you information about our own services.  
 
REOUIRED BY LAW: We may use or disclose your health information when we are required to do so by federal, state or local 
law.  
 
RESEARCH: We may use and disclose health information about you for research projects that are subject to a special approval 
process. We will ask you for your permission if the researcher will have access to your name, address or other information that 
reveals who you are, or will be involved in your care at the office.  
 
WORKER’S COMPENSATION: We may release health information about you for workers' compensation or similar programs. 
These programs provide benefits for work-related injuries or illness. 
  
PUBLIC HEALTH RISKS: We may disclose health information about you for public health reasons in order to prevent or control 
disease, injury or disability; or report births, deaths, non-accidental physical injuries, reactions to medications or problems with 
products.  
 
HEALTH OVERSIGHT ACTIVITIES: We may disclose health information to a health oversight agency for audits, 
investigations, inspections or licensing purposes. These disclosures may be necessary for certain state and federal agencies to 
monitor the health care system, government programs and compliance with civil rights laws.  
 
LAWSUITS AND DISPUTES: If you are involved in a lawsuit or a dispute, we may disclose health information about you in 
response to a court or administrative order. Subject to all applicable legal requirements, we may also disclose health information 
about you in response to a subpoena.  
 
LAW ENFORCEMENT: We may release health information if asked to do so by a law enforcement official in response to a court 
order, subpoena, warrant, summons or similar process, subject to all applicable legal requirements.  
 
CORONERS, MEDICAL EXAMINERS AND FUNERAL DIRECTORS: We may release health information to a coroner or 
medical examiner. This may be necessary, for example, to identify a deceased person or determine the cause of death.  
 
INFORMATION NOT PERSONALLY IDENTIFIABLE: We may use or disclose health information about you in a way that 
does not personally identify you or reveal who you are.  
 
ABUSE OR NEGLECT: We may disclose your health information to appropriate authorities if we reasonably believe that you are 
a possible victim of abuse, neglect or domestic violence or the possible victim of other crimes. We may disclose your health 
information to the extent necessary to avert a serious threat to your health or safety or the health or safety of others.  
 
NATIONAL SECURITY: We may disclose to military authorities the health information of Armed Forces personnel under certain 
circumstances. We may disclose to authorized federal officials health information required for lawful intelligence, 
counterintelligence and other national security activities. We may disclose to a correctional institution or a law enforcement official 
having lawful custody of protected health information of inmate or patient under certain circumstances.  
 
APPOINTMENT REMINDERS: We may use or disclose your health information to provide you with appointment reminders 
(such as voicemail messages, post cards or letters).  
 
 
 

PATIENT RIGHTS  
 
ACCESS: You have the right to look at or get copies of your health information, with limited exceptions. You may request that we 
provide copies in a format other than photocopies. We will use the format you request unless we cannot practicably do so. (You 
must make a request in writing to obtain access to your health information. You may obtain a form to request access by using the 
contact information listed at the end of this Notice. We will charge you a reasonable cost-based fee for expenses such as copies and 
staff time. You may also request access by sending us a letter to the address at the end of this Notice. If you request copies we will 
charge you $0.50 for each page, $25.00 per hour for staff time to locate and copy your health information, and postage if you want 
the copies mailed to you. If you request an alternative format, we will charge a cost-based fee for providing your health information 
in that format. If you prefer, we will prepare a summary or an explanation of your health information for a fee. Contact us using 
the information listed at the end of this Notice for a full explanation of our fee structure.)  
 
 
 



DISCLOSURE ACCOUNTING: You have the right to receive a list of instances in which we or our business associated disclosed 
your health information for purposes, other than treatment, payment, healthcare operations and certain other activities, for the last 
6 years, but not before June 1, 2008. If you request this accounting more than once in a l2-month period we may charge you a 
reasonable cost-based fee for responding to these additional requests.  
 
RESTRICTION: You have the right to request that we place additional restrictions on our use or disclosure of your health 
information. We are not required to agree to the additional restrictions but if we do, we will abide by our agreement (except in an 
emergency. 
  
ALTERNATE COMMUNICATION: You have the right to request that we communicate with you about your health information 
by alternative means or by alternative locations. (You must make your request in writing.) Your request must specify the alternate 
means or location and provide satisfactory explanation how payments will be handled under the alternate means or locations on 
your request. 
  
AMENDMENT: You have the right to request that we amend your health information. (Your request must be in writing and it 
must explain why the information should be amended.) We may deny your request under certain circumstances.  
 
ELECTRONIC NOTICE: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to receive this 
Notice in written form.  
 
 
 

QUESTIONS AND COMPLAINTS  
 
If you want more information about our privacy practices or have questions or concerns, please contact us.  
 
If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your 
health information or in response to a request you made to amend or restrict the use or disclosure of your health information or to 
have us communicate with you by alternative means or alternative locations, you may complain to us using the contact information 
listed at the end of this Notice. You also may submit a written complaint to the U.S. Department of Health and Human Services. 
We will provide you with the address to file your complaint with the U.S. Department of Health and Human Services upon request.  
We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a complaint 
with us or with the U.S. Department of Health and Human Services.  
 
Privacy Contact:  Michele Royhans 
E-mail:    michele@midwestorthotics.com 
Address:   17530 Dugdale Dr.   South Bend, IN. 46615 
Telephone:   866-316-1312 
Fax:    866-700-7837 
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