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Patient:________________________________________________________________________________________
Last Name:___________________________First________________________________Middle_________________
Address________________________________________________________________________________________
City:________________________________________  State:_______________________  Zip:_____​​_____________
Phone Number: (       )___________________Cell#________________________  Date of Birth:__________________ 

Sex:   M    F      Marital Status:__________________      E-Mail____________________________________________     
Place of Employment:____________________________________ Work Number: (       )_______________________

Primary Care Physician____________________________Referring Physician________________________________
Insurance:______________________________________________________________________________
Primary Insurance:_______________________________________________________________________
Insured (circle one):    Self      Spouse     Child                     If “Self”, skip this section
Policy Holder__________________________ Relationship to Patient________________________________
Insured’s Address:_________________________________________________________________________
City:__________________________________  State:___________________________  Zip:_____________
Phone Number: (       )_____________________________  Work Number: (       )______________________
Date of Birth:____________________________Sex:    M     F       

Employer____________________________________Employer’s Telephone #:_______________________
Secondary Insurance______________________________________________________________________
Policy Holder__________________________________ Relationship to Patient________________________
Date of Birth___________________________________
How did you hear about us?________________________________________________________________
Are you being treated by any home health care provider at this time?_____________________________
Have you received any physical therapy at another facility within this year?_______________________
In Case Of Emergency:
Name______________________________Relationship__________________Phone____________________
I authorize the release of any medical or other information to process this claim.  I also request payment 

of government or private benefits to myself or to the party who accepts assignment on this claim.

Signature of Responsible Party___________________________________Date______________________
I have received the Notice of Privacy Practices and I have been provided an opportunity to review it.
Signature ____________________________________________________Date_______________________
