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                                                      Patient Information      

NAME ________________________________________________________________________________

                    FIRST                                        M.                              LAST

DATE OF BIRTH_________________________

1) STREET ADDRESS                                                            2.)     P.O. BOX 

__________________________________________        AND       ________________________________

TOWN__________________________ STATE______ ZIP CODE____________________  

HOME PHONE_____________BUSINESS PHONE_______________CELL PHONE________________

E-MAIL________________________________________________________  

      (E-mail address will be used for quarterly newsletter only)

PATIENT’S SOCIAL SECURITY # _____________________________________________

REFERRING PHYSICIAN _____________________________________________________

MARITAL STATUS    M   D   S    W      EMPLOYMENT: Full___Part____No____Retired___

SURGERY DATE ________              DATE RELEASED FROM HOSPITAL______________

After surgery did you have Home Health Care? Yes__ No__   If yes the Date of LAST Visit __________

PRIMARY INSURANCE: ___________________________________________________ ___________                    

INSURANCE I.D. # ____________________________         CO-PAY AMT._____________FLEX____

SECONDARY INSURANCE:________________________INSURANCE  ID#______________________

I agree to be responsible to pay claims older than 90 days and to dispute any discrepancy

with my Insurance Company. Three missed visits will result in discharge from P.T.  Returned check fee $35.00. I also agree to be responsible for a $10.00 per missed appointment without a 24 hour notice. 

BALANCE OF ACCOUNT OVER 90 DAYS SUBJECT TO $25.00 SERVICE FEE

MEDICARE has a $1810.00 Cap per year on Physical Therapy. If we show further treatment is needed this dollar amount can often be increased. However, if need cannot be established you may be responsible for balance. 

                                      Signature:____________________________Date______

