PHYSICAL THERAPY & SPORTS MEDICINE INSTITUTE, LLC

PATIENT REGISTRATION

|:| ALEXANDRIA |:| FAIRFAX |:| FALLS CHURCH |:| LEESBURG |:| HERNDON
Date
PATIENT INFORMATION (Please Print Clearly)
Name Last First Middle Date of Birth Age | Sex Social Security No.
M F
Home Address Street City State & Zip Code

Home Telephone

Work Telephone

Occupation

Employed By

Employer’s Address

Street

City

State & Zip Code

PERSON FINANCIALLY RESPONSIBLE / INSURED (Complete Only If Other Than Patient)

Name Last First Middle Relationship to Patient Date of Birth Social Security No.

Home Address Street City State & Zip Code

Home Telephone Work Telephone Occupation Employed By

Employer’s Address Street City State & Zip Code

HEALTH INSURANCE INFORMATION

Primary Insurance Co. Address Street

City State & Zip Code Telephone No.

Policy / ID # Group # Name of Policyholder Relationship to Patient Is this HMO/PPO?
Yes No

Secondary Insurance Co. Address Street

City State & Zip Code Telephone No.

Policy / ID # Group # Name of Policyholder Relationship to Patient Is this HMO/PPO?
Yes No

AUTOMOBILE ACCIDENT

Date of Accident Time [1 AM | Were you Do You Have Medical Benefits Under Your Auto Ins.? | If Yes, Policy No. / Claim#

[1 PM | [] Driver []Passenger | Yes No

Your Automobile Insurance Carrier Address Telephone No.

Your Agent’s Name Telephone No. Your Claim Adjuster’s Name Telephone No.

Other Party’s Automobile Carrier Address Telephone No.

Other Party’s Claim Adjuster’s Name Claim No. Telephone No.

COMPLETE IF AN ATTORNEY IS REPRESENTING YOU

Attorney’s Name Telephone No. Fax No.

Address

WORKMAN’S COMPENSATION (Injury on the Job)

Date of Injury Claim No. Compensation Insurance Co.

Insurance Company Address

Contact Person’s Name Telephone No.

Employer at Time of Injury Telephone No.

Was Injury Reported to Supervisor? Date Reported Name of Supervisor Telephone No.
For Office Use Only
Patient/Guardian Signature Date PATIENT’S ACCOUNT NO.




