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NEW PATIENT INFORMATION

This form MUST be completed in its entirety
                                                                                      Today’s Date:_________________________
Name:________________________________________ Date of Birth:_______________________
Address:______________________________  City:____________________Zip:_______________
Home #:____________________   Work #:___________________   Mobile #:_________________

E- mail Address:__________________________________________________________________    

Occupation: ___________________________    Employer: ________________________________
SS # _______________________     Insurance Company:_________________________________
Insurance ID or Policy#:_________________________________      Group#:__________________
Medicare: Have you been receiving home health? _____   Please provide discharge date ________

If this is your spouse / parent’s insurance we need the following:    
_________________________     _____/_______/_____    ___/____/___    ___________________                           
          Parent / Spouse Name                            Social Security #                Date of Birth                        Phone #
Is this work related / worker’s comp? ( ) yes ( ) no           Date of injury: _______________________
Is there a 3rd party liability (personal / auto accident / attorney)? ( ) yes ( ) no
Provide pertinent billing information: __________________________________________________

How did you hear about us? 
( ) Doctor’s office     ( ) Yellow Pages     ( ) internet     ( ) Advertisement     ( ) Insurance Company
( )  Referral: (if so whom can we thank) _______________________________________________________
Emergency Contact:_____________________     ________________      _____________________
                                                           Name                                      Relation                                       Phone #
-------------------------------------------------------------------------------------------------------------------------------------------------
We will be happy to bill your insurance as a courtesy.  If payment is not received within 60 days you will receive a bill from our office.  You will have 30 days to follow up with your insurance company.  After 90 days you will be responsible for paying any unpaid balance. There will be a $75.00 charge for any “no-show” appointments or appointments cancelled without 24 hour notice
To ensure patient privacy our office complies with HIPAA regulations.  Only pertinent information will be exchanged between your referring physician and your insurance company in order for us to provide treatment and obtain reimbursement from your insurance carrier.  By signing below you are giving us the permission to bill your insurance and receive payment from them directly as well as permission to provide your referring physician and insurance carrier with any information they request regarding your treatment with us.

____________________________________________    ______________

Signature (parent if patient is a minor)                                 Date

To bill your insurance we MUST obtain a copy of both the front & back of your insurance card
