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PHYSICAL THERAPY




	PATIENT INFORMATION

	NAME (Last, First, Middle)


	
	BIRTHDATE
	SEX
	MARITAL STATUS:
	STUDENT STATUS

(FULL-TIIME   (PART-TIME

	LOCAL ADDRESS
	CITY, STATE  ZIP
	HOME PHONE

	PRIMARY EMPLOYER
	WORK PHONE

	ADDRESS
	CITY, STATE  ZIP

	REFERRING PHYSICIAN’S NAME
	REFERRING PHYSICIAN’S PHONE
	DIAGNOSIS


	RESPONSIBLE PARTY INFORMATION (if Different than above)

	NAME (Last, First, Middle)
	BIRTHDATE

	LOCAL ADDRESS
	CITY, STATE  ZIP
	HOME PHONE

	RELATIONSHIP TO PATIENT
	EMPLOYER


	PRIMARY INSURANCE (please present insurance card for copying)

	NAME OF INSURANCE COMPANY
	POLICY #

	NAME OF INSURED
	GROUP #

	INSURED’S ADDRESS
	INSURED’S BIRTHDATE
	INSURED’S SEX
	COPAY AMT
	DEDUCTIBLE

	INSURED’S CITY, STATE  ZIP
	INSURED’S PHONE
	INSURANCE EFFECTIVE DATE

	RELATIONSHIP TO PATIENT
	INSURED’S EMPLOYER
	INSURANCE EXPIRATION DATE


	SECONDARY INSURANCE (if Applicable) (please present insurance card for copying)

	NAME OF INSURANCE COMPANY
	POLICY #

	NAME OF INSURED
	GROUP #

	INSURED’S ADDRESS
	INSURED’S BIRTHDATE
	INSURED’S SEX
	COPAY AMT
	DEDUCTIBLE

	INSURED’S CITY, STATE  ZIP
	INSURED’S PHONE
	INSURANCE EFFECTIVE DATE

	RELATIONSHIP TO PATIENT
	INSURED’S EMPLOYER
	INSURANCE EXPIRATION DATE


	IF THIS INJURY IS THE RESULT OF AN ACCIDENT, CIRCLE  WHICH
AUTO
WORK

	INJURY DATE
	CLAIM NUMBER (if Applicable)


I CONSENT to the use or disclosure of my protected health information by Transcend Physical Therapy (TPT) for the purpose of diagnosing or providing treatment to me, obtaining payment for my health care bills or to conduct health care operations of TPT; AND:  that I am financially responsible to pay any deductible, co-pay or for any other charges that exceed those covered by my insurance plan.  By signing below, I ACKNOWLEDGE that I have been provided with TPT’s Notice of Privacy Practices, including an opportunity to object to certain disclosures of my protected health information.

________________________________________________________
________________________________

Patient’s Signature (or Responsible Party)


Date

A photocopy or facsimile of this consent shall be considered as effective and as valid as the original signed form.
