Rehab Etc., Inc. Patient Registration Form

	Therapist:
	  
	Appt. Date:
	     
	Time:
	     



PATIENT INFORMATION

	Mr./Ms./Mrs. Last Name:
	     
	First:
	     
	MI:
	 
	Date of Birth:
	     


	Address:
	     
	City
	     
	State:
	  
	Zip:
	     


	Home Phone:
	(   )    -    
	Cell Phone:
	(   )    -    
	Social Sec. #:
	   -  -    


	Employer Name:
	     
	Address:
	     
	City:
	     


	State:
	  
	Zip:
	     
	Phone:
	(   )    -    
	Email address
	     



GUARANTOR INFORMATION

	Mr./Ms./Mrs. Last Name:
	     
	First:
	     
	MI:
	 
	Date of Birth:
	     


	Address:
	     
	City:
	     
	State:
	  
	Zip:
	     


	Home Phone:
	(   )    -    
	Employer Name:
	     


	Employer Address:
	     
	City:
	     
	State:
	  
	Zip:
	     


	Social Sec. #
	   -  -    
	Employer Phone:
	(   )    -    
	Occupation:
	    



EMERGENCY CONTACT INFORMATION

	Name:
	     
	Relationship:
	     

	Phone:
	(   )    -    


Please list any known medical/physical conditions that we need to be aware of in case of an emergency: (i.e. seizures, heart condition, allergies, pacemaker, etc.)
	


	How did you hear about us?
	Dr.  FORMCHECKBOX 

	Friend  FORMCHECKBOX 

	Relative  FORMCHECKBOX 

	Advertisement  FORMCHECKBOX 

	Other 


MEDICAL INFORMATION

	Diagnosis:
	     
	Referring M.D.:
	     
	Phone:
	(   )    -    


	Date of Injury:
	     
	Surgery Date:
	     
	Next M.D. Appt.:
	     


	Treatment Freq/Duration:
	     
	X Week for
	     
	week(s)
	Employment Related?
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 





PRIMARY INSURANCE INFORMATION

	Insurance Name:
	     
	Group #:
	     
	Policy/ID #
	     


     
	Address:
	     
	City: 
	     
	State:
	  
	Zip:
	     


           
	Subscriber:
	     
	Phone #:
	(   )    -    
	Contact Person:
	     


     
	Eff. Date:
	     
	PPO DED:
	     
	Amt. Met
	     
	PPO/O.O.P.
	     
	Amt. Met
	     


          
	PPO%:
	   
	NPPO Ded:
	    
	Amt. Met:
	    
	NPPO/OOP:
	     
	Amt. Met:
	    
	NPPO%
	   


     
	Indemnity Plan Ded:
	     
	Amt.Met:
	     
	Indemnity Plan O.O.P.:
	     
	Amt. Met:
	     


     
	Indemnity Plan %:
	     
	Precert #:
	     
	# of visits:
	     
	Exp. Date:
	     


          
	Policy Calendar Year?
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

	From
	
	to
	


           
	Authorized by:
	     
	Exclusions/Comments:
	     
	Ins. Copay
	     



SECONDARY INSURANCE INFORMATION

	Insurance Name:
	     
	Group #:
	     
	Policy/ID #:
	     


     

	Address:
	     
	City:
	     
	State:
	  
	Zip:
	     


     
	Subscriber:
	     
	Phone #:
	(   )    -    
	Contact Person:
	     


     

	Eff. Date:
	     
	PPO DED:
	     
	Amt. Met
	     
	PPO/O.O.P.
	     
	Amt. Met
	     


          
	PPO%:
	   
	NPPO Ded:
	    
	Amt. Met:
	    
	NPPO/OOP:
	     
	Amt. Met:
	    
	NPPO%
	   


     

	Indemnity Plan Ded:
	     
	Amt. Met:
	     
	Indemnity Plan O.O.P.:
	     
	Amt. Met:
	     


           
	Indemnity Plan %:
	     
	Precert #:
	     
	# of visits:
	     
	Exp. Date:
	     


             
	Policy Calendar Year?
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

	From
	
	to
	


          
	Authorized by:
	     
	Exclusions/Comments:
	     
	Ins. Copay
	     



