Active Recovery and Manual Physical Therapy, LLC
Registration Form
New Patient__    Returning Patient__
Patient Name____________________________ Social Security #_____________ DOB__/__/__
Parent/Guarantor_________________________ Social Security #_____________ DOB__/__/__
Street________________________________City_______________State_____Zip______
Phone______________ Cell_______________ E-mail___________________________________
Employer_____________________________________ Work phone_________________
Marital Status: single__ married__ divorced__ widowed__ significant other__
Referring Physician_______________________ Phone________________ Fax______________
In Case of EMERGENCY contact __________________________ phone____________________
Billing Information Private Insurance__ Workman’s Comp__ MVA__ Private Pay__
Primary Insurance Co_____________________ phone___________________
Name of insured__________________ DOB________________
Policy/Claim#____________________ Group#___________________
DOI______________ Accepted Conditions_______________________ MCO________________
Adjuster name/phone/fax_________________________________________________________
Secondary Insurance Co____________________ Address/phone_________________________
Name of Insured__________________ DOB____________
[bookmark: _GoBack]Policy#________________________ Group#_____________________
Consent for treatment of a minor: I, ___________, hear by request and permit Active Recovery to render to the above patient any medical treatment he/she may need in my absence.
Signature__________________________________________   Date _________________
· I hereby assign my insurance benefits to be paid directly to Active Recovery and Manual PT, LLC.
· I understand that I am financially responsible for all non-covered services, co-pays, deductibles, and/or coinsurance. I authorize and give consent for my provider to bill me directly for recommended services performed that are not covered under the terms of my health plan.
· I authorize Active Recovery and Manual PT to release any medical information required to process this claim.
· I authorize Active Recovery and Manual PT to contact me by: phone__ email__ text__ for appointments
Signature ______________________________________________ Date_____________________
