PrrE sy Patient Registration Form
First Name: ' MI: Last Name:
Addrass; - . . City:
Stater Zip cade; 58 number:. . Date of birth;
Pleasa check all tie viays wie can contact you
O Home phone: 0 Gell phone: . 3 smS/Text on cell
[ E-mafl address: ' I Work phone:

Please keep in mind that eommunieations via email over tha Internet is not » securs form of communicattar,
Marital Status:  {1Single [0 Magried [ Bivoreed £] Widowed
Employer and Employer phone number;

‘Who is your Generai Physiciati:

"2 contact persol hamme/address:
Phone Nuniber: Relation:

Ploase Fill (ot The Following Inforitiation If Different From Aliove

Primary

Policy holder informiation:
‘[name, address, Insurance plan name)

Policy halder DOB; - D/5s#: . Group numbern:

Secondary

Policy hoider information:
[name, address, insurance glan name)

Policy holder DOB; 10/554: Grotp number:

Is this work refated?  Yes No if yes, Date of Injury:

Employer address;

Is this Motor Vehicle Accident related?  Yes  No  if yes, State and Date of accident;

How did you hiear about us? LI Physician Reférral, who referred [ Family or Fiend
O industry [ Advertisement {piease Hstf L1 Other {please list)

i e e e v e et =i i ~— . —a—w

I hereby authoriza and consent to treatments/services for myself, oron the behalf of the above named patient, performed by the
staff at Orthopedic & Sports Physical Therapy and/or as directed by my referring physician, that are deemed necessary in the rourse
of care.

1 assign medical benefits payable for these services directly to Orthopedic & Sports Physfeal Therapy. [ authorize the release of any
medical or other information necessary to pracess claims for these setvices, _ _

i undefstand that 1 am responsibie for payrment of any applicalile co-payments, co-imsurance, deductibles of non-coverad services at
the time of service. Ih the-event that | default of paymient of my account, | agreé to be responsible for collection fees and interest due
an amounts in defauit.

{ understand that miy health Information will be used for treatment, payment and healtheare operations in accordance with the
Natice of Privacy Practice.

By proviting your contact Information, your agrde to receive information, such as appdil_'it_ment reminders, patlent stirveys and ather
information ralating to your tharapy senvices via the comimuriication charielt your provided above,

Patient/Eegal Guardlan Slgnature : Date

Relationskis ta Patient:

I acknoviledge Fecelptof the Notice of Privicy Practices which provilles information on how my Protetfed Hesith inforiistion siay
Initiat be used or disciosed, if | have any questions | can rontact the Campliance Department.



