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RECAPTURE YOUR LIFE






Date:
	Last Name: 
	First Name:   

	Address:   
	Apt or PO Box:    

	City:   
	State:  

	Zip:   
	DOB:    

	
	

	Phone Numbers
	

	Home Phone:  (      ) _____-__________
	

	Work Phone:  (      ) _____-__________
	

	Cell Phone:  (      ) _____-__________
	 


Emergency Contact

	Last Name:  
	First Name:  

	Phone:  (     ) _____-________
	 

	Relationship: 
	


Employer

	Name: 
	

	Address:   
	Suite of Office Number:  

	City:   
	State: 

	Zip:   
	


Problem

	Problem Description: 
	 

	Referred by: 
	

	Date of Onset:  ___/___/_____ 
	


Primary Insurance

	Insurance:   
	ID Number:   

	Group Number: 
	Claim Number:   

	Subscriber Information
	

	Subscriber Name:  
	

	Subscriber Date of Birth:  ____/____/______ 
	

	Subscriber Relation to Patient:  

Self     Spouse    Parent    Other
	

	
	

	
	


Secondary Insurance

	Insurance:   
	ID Number: 

	Group Number: 
	Claim Number:  

	Subscriber Information
	

	Subscriber Name:  
	

	Subscriber Date of Birth:  ____/____/______ 
	

	Subscriber Relation to Patient:  

Self     Spouse    Parent    Other
	

	
	


	
	


Tertiary Insurance

	Insurance:   
	ID Number:   

	Group Number:   
	Claim Number:  

	Subscriber Information
	

	Subscriber Name:  
	

	Subscriber Date of Birth:  ____/____/______ 
	

	Subscriber Relation to Patient:  

Self     Spouse    Parent    Other
	

	
	


	
	


Have you received Physical Therapy this year? __________________

Did you sustain this injury while working?____________________

Motor Vehicle Accident Injuries

If you are receiving care for injuries from a Motor Vehicle Accident, what state did the accident occur in?  _______________

Patient or Guardian Agreement:

· I authorize release of information requested by my insurance plan for payment.

· I understand that I am responsible for any balance due.

· I understand that I will be charged a fee of $25 for cancelling less than 24 hours or if I fail to show up for my appointment.
Signature of Patient or Guardian:   __________________________________  Date ____/____/_______


Notice of Privacy Practices:

· I hereby acknowledge that I have been offered a copy of the Notice of Privacy Practices.  (You have the right to refuse to sign this acknowledgement if you so choose.)

Signature of Patient or Guardian:   __________________________________  Date ____/____/_______


