
 

 

Patient Registration Form 

Name ___________________________________________________Date_________________ 
 First               MI                                       Last 
 
Address_______________________________________________________________________ 
                             Street                                                        City                   State          Zip 
Phone (with area code) 
Home________________________Work_______________________Cell__________________ 
 
Email Address ______________________________________________ 
 
Social Security Number ______________________________ Birth Date __________________   

Sex: Male/Female                        Marital Status: Single     Married   Divorced   Widowed 
 
Employer___________________________________________Occupation_________________ 
 
Referring Physician ______________________________Date of Next Visit_________________ 
 
Parent (if patient is under 18) Emergency Contact Name_______________________________ 
 
Phone Number ______________________   Relationship to Patient______________________ 
 
Have you had any other Physical Therapy, Occupational Therapy, or Chiropractic Visits this 
year?  _______ Yes ________ No    If yes, how many? _________________ 
 
Are you currently being treated by Home Health? ____________________________ 
 

INSURANCE INFORMATION: Please present your card to the front desk  

PLEASE be advised, our office only files claims with YOUR PRIMARY INSURANCE 

Primary Insurance Name __________________________________________________________ 

Insured Name ______________________________________ Insured Birth Date_____________ 

Insured Employer ________________________________________________________________ 

Identification Number __________________________________ Group Number _____________ 

 


