
 
                                                                                                               
 

 

 
Getting Started 

 
1. 	
  Print	
  out	
  packet.	
  
2. 	
  Take	
  prescription	
  form	
  to	
  your	
  doctor	
  and	
  tell	
  why	
  you	
  want	
  

physical	
  therapy.	
  
3. 	
  If	
  your	
  doctor	
  gives	
  you	
  the	
  form,	
  please	
  make	
  sure	
  to	
  call	
  us	
  for	
  an	
  

appointment	
  	
  
	
  (808)	
  783-­‐9320.	
  
	
  If	
  your	
  doctor	
  faxes	
  us	
  the	
  form,	
  once	
  we	
  receive	
  it	
  we	
  will	
  call	
  
within	
  1-­‐2	
  days	
  to	
  schedule	
  an	
  appointment.	
  

4. 	
  Fill	
  out	
  the	
  patient	
  registration	
  form.	
  	
  
5. 	
  Have	
  your	
  picture	
  ID	
  and	
  insurance	
  cards	
  ready	
  for	
  us	
  to	
  copy	
  on	
  the	
  

day	
  of	
  our	
  first	
  visit.	
  

 
          *If you have any questions please call us (808) 783-9320  
          or email us  jason@makaimobile.com 

 



 
                                                                                                              Jason Dacumos PT, MPT, OCS   

7114 Niumalu Loop � Honolulu, HI 96825 
Phone (808) 783-9320 � Fax (808) 396-5581 

 

 
Physical Therapy Prescription 

 
 
Name:_________________________________________  DOB:______________________   
 
Patient Phone Number:__________________________DOS:________________________ 
 
Diagnosis / ICD-9 :__________________________________________________________ 
 
Primary Insurance:___________________________ Secondary:______________________ 
 
 

�  Evaluate and Treat 
 
Services: 
�  Therapuetic Exercise     �  Soft Tissue Massage 
�  Balance       �  Jt. Mobilization 
�  Gait Training      �  Manual Traction 
�  AROM / PROM       �  Electric Stimulation 
�  other_____________________ 
 
 
Frequency: ____________ x week / ____________ weeks 
 
 
Special Instructions/Precautions/Treatment Goals:___________________________ 
 
_______________________________________________________________________ 
 
_______________________________________________________________________ 
 
I do hereby certify that it is a medical necessity this patient receives rehabilitation services as 
an in-home outpatient physical therapy patient. 
 
 
Physician Signature:_________________________________  Date:_______________ 
 
 

Please fax prescription to (808) 396-5581 
Thank You for  this  re f erral !  



 
                                                                                                                     Patient Registration 
                                                                                                                                                                                                            7114 Niumalu Loop Honolulu, HI 96825 

Phone (808) 783-9320 Fax (808) 396-5581 

 
 

 
 

 
Name: 
_______________________________________________ 
(Last)   (First)   (M.I.) 
 
Date of Birth: ___/____/________        Male / Female 
 
Doctor:_________________________________________ 
 
Patient Address: 
________________________________________________ 

(Street)                                                (Apt #) 
 

________________________________________________ 
(City)   (State)   (Zip Code) 
 
Social Security:_______________________ 
Home Phone:________________________ 
Cell Phone:__________________________ 
 
Occupation:_____________________________________ 
Employer:_______________________________________ 
 
Emergency Contact Information 
Name:__________________________________________ 
Relationship:_____________________________________ 
Address:_________________________________________ 
________________________________________________ 
Home Phone:______________________________ 
Cell Phone:________________________________ 
Work Phone:_______________________________ 
 
Billing Information  (same as above) 
 
Name on the account: 
__________________________________________ 
Relationship:_____________________________________ 
Address:_________________________________________ 
________________________________________________ 
Home Phone:______________________________ 
Cell Phone:________________________________ 
Work Phone:_______________________________ 
 
 

 
Insurance Information 
 
Primary Medical Insurance Company: 
_______________________________________________ 
Subcriber Name:_________________________________ 
Policy #:_______________________________________ 
Coverage code:__________________________________ 
Subscriber’s Date of Birth:___/___/________ 
Secondary Medical Insurance Company: 
_______________________________________________ 
 
Assignment of Benefits 
 
I hereby authorize assignment of my medical insurance 
benefits and/or my Medicare benefits to Makai Mobile 
Rehab, LLC for application to the bill for services 
furnished to me by that practitioner.  I further authorize 
Makai Mobile Rehab, LLC to receive direct payment of all 
such benefit payments.  I agree to remain responsible and 
liable for payments of all amounts due to Makai Mobile 
Rehab, LLC and not received from my insurance carrier(s). I 
SHALL NOT REVOKE THIS ASSIGNMENT FOR ANY 
REASON. 

Signed:______________________Date:______________ 
 
 
I hereby authorize the release of medical information 
requested for completion of medical claim form of the above 
mentioned insurance companies covering services rendered 
to the patient. 
 
Signed:______________________Date:______________ 
 
 
 




	Getting Started
	MMR Prescription
	MMRPatient Registration
	HIPPA form

