[image: image1.png]PATIENT INFORMATION

Patient Name: O Male O Female Date of Birth: .

Address: - R Ci Zip:

Phone #: () Work or Cell #: ) —
Social Seeurity #: e -

Emergency Contact Emergeney Phone #: )

Patients Employer:

Primary Care Physician: Phone #: ( ) .
Referring Physician: Phone #: ( )

Reason for visitcomplaint: =
Primary Tnsurance  Was this related to: 0 WORK 0 AUTO ACCTDENT Date of njur
Describe Injury or Reason for Visit:__ E i g

Insurance Company Effective Date:
Insurance Billing Address _

ONONE,

Insurance Phone #: () Adjuster Name: ___ -
Policy Holder Name: - ” Employer:

Policy Holder Date of Birth: - Relationship to Patient

ContractPolicy/or Claim # Group #

Secondary Insurance Was this related to: 1 WORK 0 AUTO ACCIDENT Date of Injury: CNONE
Describe Tnjury or Reason for Viist,_ R — o
Insurence Company: Effective Date: -

Insurance Billing Address _ CA -
Insurance Phone #: Adjuster Name -
Policy Holder Name: —__ Employa

Policy Holder Date of Birth: Relationship to Patie
Contezct/Policylor Claim # Group #:

Please read and sign the following:
IF your Workers Comp or Auto claim is denied, you are responsi
‘your regular medical insurance. Will you allow us to automatically bill your medical healih care insurance? Please be
aware that even if we bill your medical insurance carrier, they may still demy payment and vou are still responsible for any
payment or balance due. Answer yes or no

le for any payment due. However, we can atiempt to bill

T yes please sign here =
Patient Signature Date

7 1F no, you are responsible for payment please sign here _ -~
Patient Signature

Please be aware that your insurance carrier may not cover office visits and you may also have a co-payment. [tis recommended
that you call your insurance company

Vauthorize Center for Physical Medicine and Rehabiliation, the Physicians of its medical staf, to provide medical care
encompassing diagnostic procedures for the above named patient.

T authorize the release of any medical information necessary to process 4 claim and request payment of medical benefits dircetly to
Center for Physical Medicine and Rehabilitation, P.C. I understand T am financially responsible to Center for Physical Medicine
and Rehabilitation, P.C. for any charges not overed by insurance. | understand I will be charged a $25.00 fec if my account nceds
10 be sent 10 a collection agency. | further understand that Center for Physical Medicine and Rehabiliation, P.C. reserves the right
not to participate with my insurance. | authorize the release of any medical records or information to myself or my Primary Care
Physician/Refarring Physician related to my diagnosis, rreatment and fest resuls.

Patient Signature Date
PATENT NFORIATONREWS e




