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                            Patient Information

	Patient Name
	SSN
	Date of Birth

	
	
	

	Address
	Date of Injury or Onset (mm/dd/yy)
	Physician

	
	
	

	City
	State
	Zip
	Injury due to:  ( )MVA  ( ) On the Job  ( ) Surgery              
( ) Chronic  ( ) Other --

	
	
	
	

	Home Phone
	Cell Phone
	Single
	Married
	Widowed
	Male
	Female

	
	
	
	
	
	
	

	Patient's Employer
	Please complete the SPOUSE or PARENT information below, if covered by their insurance.

	
	

	Address
	Name of Spouse or Parent

	
	

	City
	State
	Zip
	SSN
	Date of Birth

	
	
	
	
	

	Work Phone
	Extension
	Employer
	Phone

	
	
	
	

	PLEASE PRESENT YOUR INSURANCE CARD(S) FOR COPYING

	Primary Insurance
	Secondary Insurance

	
	

	PLEASE COMPLETE THE FOLLOWING INFORMATION FOR MOTOR VEHICLE OR WORKERS COMPENSATION

	CLAIM NUMBER:

	

	Insurance Company Name
	Adjustor's Name

	
	

	Insurance Company Address
	Adjustor's Phone

	
	

	City
	State
	Zip
	Insurance Company Phone

	
	
	
	

	IN CASE OF EMERGENCY, WHOM SHOULD WE CONTACT?

	Name
	Relationship

	
	

	Address
	City, State, Zip

	
	

	Home Phone
	Cell Phone
	Pager
	Other

	
	
	
	

	I hereby consent to treatment and authorize this medical service provider to furnish my insurance companies, including Medicare, with all information requested to my illness or injury.  I authorize payment to be made to this medical service provider by commercial or government insurance companies for treatment and supplies provided, not to exceed my indebtedness.
I understand that I am financially responsible to this medical service provider for all expense incurred, and that my insurance carrier may apply amounts to deductible, co pays, and/or coinsurance, for which I will be billed and must pay to this medical service provider.  If there is a question regarding the payment or denial of any claims, I understand that I must contact my insurance representative for clarification.  I further understand that if there has been no payment toward my account in excess of 60 days, I may be levied interest and/or late fees at the current rate allowed by law.

	Signature
	Date

	
	

	FOR OFFICE USE ONLY

	DIAGNOSIS and CODE
	Treating Therapist

	
	

	Referring Physician
	Upin #
	In Network
	

	
	
	Out of Network
	


