[image: image1.jpg]¢ :
== Timberlane
SN  Fhysical Therapy




Patient Information
Patient Name: ____________________________________________________________ 
Date of Birth: ______/______/______               SS#: ______-____-________

Street Address: ___________________________________________________________

City: _______________________________ State: _______ Zip: ___________________

Sex:  M or F   Marital Status:   S  M  D  Other    Home Phone: ______-______-________

Employer: _____________________________  Work Phone: ______-______-________

Emergency contact: ______________________ Phone number: ____________________

Email:_______________________________________

Student: Y  or  N     School: _________________________________________________

Referring Doctor: _________________________________________________________

Primary Care Doctor: _____________________________________________________

Condition/Body Part ______________________________________________________

Date of Injury/Onset of Symptoms: ____/____/________ Surgery: ____/_____/________

I hereby agree and give my consent to medical treatment in treating my physical condition.  I authorize release of any medical information needed to process my claim.  I understand that I am responsible for any charges that are not covered by my insurance carrier.  Furthermore, I understand that I am responsible to inform the office of any changes that occur. I authorize release of payment directly to Timberlane Physical Therapy regardless of participation in or out-of-network.  Should I default on my financial responsibility and collection action is necessary, I will be responsible for collection costs that are incurred.

Patient/Parent/Guardian Signature 






Date


I acknowledge that I have seen the “Notice of Privacy Practices”. I understand that I may ask questions about the “Notice of Privacy Practices” at any time.

Patient/Parent/Guardian Signature






Date


Primary Insurance:

Insurance Company: ______________________________________________________

Group #: __________________  ID#/Claim#: __________________________________

Answer if Policy Holder is different from Patient:

Policy Holder: ___________________________________________________________

Policy Holder’s Date of Birth: ______/______/______ and SS#: ______-____-________

Sex:  M  or  F  Relation to Patient: ___________________________________________

Street Address: ___________________________________________________________

City: _______________________________ State: _______ Zip: ___________________

If Auto or Worker’s Comp:

Adjuster/Caseworker’s Name: _______________________ Phone #: ____-____-______

Patient Information continued
Secondary Insurance:

Insurance Company: ______________________________________________________

Group #: __________________  ID#/Claim#: __________________________________

Answer if Policy Holder is different from Patient:

Policy Holder: ___________________________________________________________

Policy Holder’s Date of Birth: ______/______/______ and SS#: ______-____-________

Sex:  M  or  F  Relation to Patient: ___________________________________________

Street Address: ___________________________________________________________

City: _______________________________ State: _______ Zip: ___________________

If Auto or Worker’s Comp:

Adjuster/Caseworker’s Name: _______________________ Phone #: ____-____-______

Tertiary Insurance:

Insurance Company: ______________________________________________________

Group #: __________________  ID#/Claim#: __________________________________

Answer if Policy Holder is different from Patient:

Policy Holder: ___________________________________________________________

Policy Holder’s Date of Birth: ______/______/______ and SS#: ______-____-________

Sex:  M  or  F  Relation to Patient: ___________________________________________

Street Address: ___________________________________________________________

City: _______________________________ State: _______ Zip: ___________________
If Auto or Worker’s Comp:

Adjuster/Caseworker’s Name: _______________________ Phone #: ____-____-______

