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			Name
	________________________________________________

	Home Phone
	________________________________________________

	Address
	________________________________________________

	Email
	________________________________________________

	Diagnosis
	________________________________________________

	Date of Birth
	________________________________________________

	Emergency Phone
	________________________________________________

	Referring Physician
	________________________________________________


	
Insurance


	Primary
	________________________________________________

	Insurance Address
	________________________________________________

	Insurance Phone
	________________________________________________

	Insurance Fax
	___________________________________________

	Subscriber ID:
	________________________________________________

	Group:
	___________________________________________

	Visits Allowed:
	___________________________________________

	Co Pay:
	___________________________________________

	 Insured's Info


	Relation To Insured:
	_________________________________________________

	Additional Insurance Info:
	_________________________________________________



	




	
	

	










All insurance information provided is accurate to the best of our knowledge and is NOT a guarantee of payment. Insurance benefits are subject to change; it is the patient’s responsibility to keep informed on their insurance coverage. Secondary forms of insurance are not guaranteed to pay remainder from primary.  Your insurance carrier makes the ultimate decision of payment and any cost remaining are patient responsibility. Any durable medical equipment required will be self-pay.                                      
    I understand my financial responsibilities. (please initial) _________How did you hear about our clinic? ______________________________________________________

Employer:_______________________________________Occupation:____________________________
Phone Number:________________________ SOCIAL SECURITY NUMBER: _________________________
Is this for an automobile accident?  Y  or  N If so, in what state did the accident occur? _______________
What is your adjuster’s name: _____________________________ Phone #:_______________________

Name__________________________________________________________________________EMERGENCY CONTACT

Relationship to Patient: _____________________________Phone Number: _________________
APPOINTMENT REMINDER CONSENT

Choose one:
□ Text: Premier Physical Therapy may send me a text to confirm upcoming appointments (data and messaging charges may apply). 
□ Phone: Premier Physical Therapy may call me and/or leave a message regarding upcoming appointmentsCheck all that apply:

□  I allow Premier to use my image and feedback on the Facebook page and website
□  I would like to be patient of the month

Patient or Guardian Signature:__________________________________Date:______________________
By signing I verify that the above information is correct to the best of my knowledge.
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