Welcome to: Health in Motion Physical Therapy, Inc.

REGISTRATION FORM PATIENT

PATIENT INFORMATION

Patient (Legal) Name:

First Middle Last Date
Social Security #: Birth Date: Age: Male: Female:
Physical Address: P.O. Box:
City: State: Zip:
Home Phone: Cell. Phone: E-Mail:
Patients Employer: Work Phone #:
Spouse Name: Spouse Social Security#:
Spouse Birth Date: Spouse Employer: Spouse Contact Phone#:

COMPLETE THIS SECTION IF PATIENT IS UNDER THE AGE OF 18 OR A STUDENT

Parent’s Name:

Mother’s Social Security #: Father’s Social Security #:

Address: State: Zip:
Mother’s Employer: Work Phone #: DOB:
Father’s Employer: Work Phone #: DOB:

IN CASE OF EMERGENCY-NEAREST RELATIVE/FRIEND NOT LIVING WITH PATIENT

Name: Relationship:

Address: Phone #:

IMPORTANT INFORMATION (PLEASE READ)

| consent to evaluation and treatment which may be performed during office visits. | authorize the release of any medical
information necessary to process my insurance claims for services rendered. | understand that | am financially responsible
for ALL charges whether or not paid by my insurance.

| understand that should I default on my payment of my account and collection agency services are required, ALL costs
(incurred by Health in Motion Physical Therapy. Inc.) of collection including attorney fees and court costs will be added to the
balance on my account. HIMPT accepts cash, check and Visa / MasterCard.

PATIENT OR GUARDIAN SIGNATURE: DATE: HIMPT 2010




ABOUT YOUR INSURANCE
We will need a copy of all insurance cards

We will submit your insurance. You remain responsible for all charges

Primary Insurance: Secondary Insurance: ( if applicable):
Referring Physician: Phone #
If Medicaid, Passport Provider:
WORKERS COMPENSATION INJURY? YES _L__INO Date of Injury:
AUTO ACCIDENT? YES NO  Date of Injury:

IF YOU ANSWERED “YES” TO EITHER WORK COMP OR AUTO ACCIDENT- PLEASE COMPLETE THE INFORMATION
BELOW FOR OTHER REQUIRED INFORMATION NEEDED TO PROCESS YOUR CLAIM.

WORKERS COMPENSATION
EMPLOYER AT TIME OF INJURY: PHONE#:
ADDRESS
STREET ADDRESS ity STATE ZIP
SUPERVISOR PART OF BODY INJURED BR_
DATE OF INJURY: LAST WORKED DATE:
WORK COMP INSURANCE CARRIER:
WORK COMP CARRIER ADDRESS:
STREET ADDRESS ity STATE ZIP
CLAIMS EXAMINER: PHONE #:
CLAIM #:
AUTO ACCIDENT
POLICY HOLDER:
CLAIM #: ACCIDENT DATE:
INSURANCE AGENCY:
ADDRESS:
STREET ADDRESS ciTty STATE ZIP
AGENT: PHONE#:

THIS INFORMATION MUST BE COMPLETED IN ORDER FOR HIMPT TO BILL FOR SERVICES. IF IT IS NOT COMPLETE, THE
PATIENT WILL BE RESPONSIBLE FOR FULL PAYMENT AT THE TIME THEY ARE TREATED. PATIENT IS RESPONSIBLE FOR
PAYMENT IN FULL OF ALL CHARGES REGARDLESS OF INSURANCE COVERAGE. HIMPT2010
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