
Date Call Received: __________ Appt. Date: __________ Time: __________ Clinic: ____________

Patient’s Name: ________________________________   Date of Birth: ________   SSN: _________________

Address: _________________________________________      City: __________        Zip Code: ___________

Home Phone: (____) ______________   Cell Phone: (____) ______________     Marital Status:  S   M   D   W

Email: _____________________________________

(*)Preferred Method of appointment reminder:  Text Message _____   Email _____   Both ______

Employer: _____________________________    Occupation: ________________     Phone: (____) _________

Address: _________________________________________      City: __________        Zip Code: ___________

Referring Physician: ____________________________      Primary Physician:  _________________________

Injury/Symptoms Related To:  Work  MVA   Accident Body Part Injured: __________________________

Onset Date of Symptoms: ________________________ Responsible Party: __________________________

Relationship to Insured: Self   Spouse   Child Dependent   Other HMO   PPO
1) Primary Insurance:  ______________________________________   Phone:  (_____) __________________

Name of Insured: __________________________________________   SSN: ___________________________

Policy/Certificate #: ______________________________ Group #:  ______________  DOB: ______________

Relationship to Insured: Self   Spouse   Child Dependent   Other HMO   PPO
2) Secondary Insurance:  ____________________________________   Phone:  (_____) __________________

Name of Insured: __________________________________________   SSN: ___________________________

Policy/Certificate #: ______________________________ Group #:  ______________  DOB: ______________

Have you had any therapy this calendar year?   YES NO  _________________________________________
Are you currently under the care of Hospice, Home Health Agency or Nursing Home? Yes ____  No ____

▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬
DO NOT WRITE BELOW THIS LINE: OFFICE USE ONLY

Date Verified: __________    Spoke to: ____________________________    Phone #:  (____) _____________

Effective Date: _________ Deductible: __________ Been Met:  YES NO  Ins% ________  Pt. % _________

Number of Visits Allowed: ________  Out of Pocket: ___________   Collect at Visit: ____________________

Benefits Limited to: $___________    Pre-Cert Required:  YES  NO    Do we have a Pre-Cert:   YES  NO

Claims Mailing Address: _____________________________________________________________________

Comments: ________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________


