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PATIENT REGISTRATION FORM

PATIENT INFORMATION

NAME________________________________________________________AGE__________SEX M F

ADDRESS_________________________________________________DATE OF BIRTH__________

CITY/STATE/ZIP_____________________________________________S.S.#_________________

TELEPHONE: HOME________________________________BUSINESS________________________

CELL: _______________________________E-MAIL_______________________________________

OCCUPATION_____________________________________________MARITAL STATUS M W D SEP

EMPLOYER NAME_____________________________________CONTACT_____________________

EMPLOYER ADDRESS_______________________________________________________________

EMPLOYER CITY/STATE/ZIP_________________________________________________________

IF PATIENT IS A CHILD, MOTHER’S NAME__________________FATHER’S NAME______________

EMERGENCY CONTACT PHONE#_____________________________________________________

HOW DID YOU LEARN ABOUT US? ________________________________________________

PROBLEM__________________________________________DOI__________________________

INJURY DUE TO (CIRCLE ONE) WORK/AUTO ACCIDENT/UNKNOWN/OTHER__________________

REFERRING PHYSICIAN____________________________________ PHONE #________________

PRIMARY CARE PHYSICIAN_________________________________ PHONE #________________

MEDICAL INSURANCE INFORMATION

INSURED PERSON (IF NOT PATIENT)

NAME_______________________________________DOB:__________RELATIONSHIP_________

ADDRESS___________________________________________________S.S.#_________________

CITY/STATE/ZIP______________________________________OCCUPATION_________________

TELEPHONE: HOME________________________________BUSINESS________________________

EMPLOYER NAME_____________________________________CONTACT_____________________

EMPLOYER ADDRESS_______________________________________________________________

EMPLOYER CITY/STATE/ZIP_________________________________________________________

FLEX PHYSICAL THERAPY DOES NOT ACCEPT INSURANCE
PRIMARY INSURANCE NAME _____________________________________________________

SUBSCRIBER’S NAME________________________________________ID#___________________

PLAN NAME___________________________________________GROUP#____________________

INS.CO.ADDRESS______________________________________CONTACT____________________

INS.CO.CITY/STATE/ZIP__________________________________TELEPHONE #______________

SECONDARY INSURANCE NAME______________________________________________________

SUBSCRIBER’S NAME________________________________________ID#___________________

PLAN NAME___________________________________________GROUP#____________________

INS.CO.ADDRESS______________________________________CONTACT____________________

INS.CO.CITY/STATE/ZIP__________________________________TELEPHONE #______________

**A  $50  CHARGE WILL BE MADE FOR APPOINTMENTS CANCELLED WITHOUT 24 HOURS ADVANCE NOTICE**

	I hereby authorize the facility to provide treatment and services to myself and/or above named patient.  I also authorize the release of any and all necessary information to my insurance carrier(s) for direct processing by the facility or affiliated agent (or agency) of the facility. Payments fro physical therapy will be made in full at the time of each visit. Flex PT does not participate in anymanmaged care insurance programs.  I authorize release of my medical records to/from Theresa A. Schmidt, MS, PT, PC, to/from my physician and insurance company. 


SIGNATURE________________________________DATE____________WITNESS______________________

Dr. THERESA A. SCHMIDT, MS, PT, PC


 FLEX PHYSICAL THERAPY


P.O. Box 643 Northport NY 11768


877-281-3382











