
Pre-Registration Form

Patient Data:

Account No. _______________________________________

Last Name ___________________________ First Name ___________________ Middle Initial _____

Date of Birth __________________ Social Security No. _____________ Circle One: Male Female

Address ____________________________________ Apt _______ City ______________________

State ___________ Zip Code ________ Home No. ___________________ Work No. ____________

Employer ____________________________________ School _______________________________

Name of Emergency/Alternate Contact ___________________________________________________

Relation ________________________ Home No. _______________ Work No. ________________

Marital Status: Married Single Widowed Divorced

Insurance Data (Primary):

Name of Insured (First Name, Middle Initial, Last Name) ______________________________________________________________________

Date of Birth __________________ Social Security No. _________________Circle One: Male Female

Address _____________________________________Apt ________ City _______________________

State _______ Zip Code ___________ Home No. ___________________ Work No. ______________

Employer ______________________________________ School ______________________________

Relation to Patient ____________________________Marital Status: Married Single Widowed Divorced

Name of Insurance Company ____________________________________________________________

Address _________________________________ Apt ________ City ___________________________

State ______ Zip Code _______Network/PPO Name ________________________________________

Telephone No. ____________________________ Fax No. ___________________________________

Identification No. ___________________________ Group No.________________________________
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Policy Effective Date ______________________ Termination Date _____________________________

Type of Coverage: Individual Family Other (Please specify) ___________________________________________________________

Pre-existing Clause ____________________________________________________________________

Outpatient       Deductible ___________  Deductible Met _____________ Maximum _______________

Co-payment     Primary Care Physician _____________________ Specialist ______________________

Physical Therapy Number of Treatments Authorized _________________ Authorization No. ________

  Copy of Evaluation Report to Insurance: Yes   No  Date ________________________

Occupational Therapy Number of Treatments Authorized ________ Authorization No. _____________

  Copy of Evaluation Report to Insurance: Yes   No   Date ___________________

Referral  Referral Required: Yes   No      If Yes, Referral No. __________________________________

Primary Care Physician _______________ Office Telephone No. _______________________

Out of Network Benefits ________________________________________________________________

Other Limits __________________________________________________________________________

Name of Representative From Insurance Carrier Providing the Information ________________________

Insurance Data (Secondary):
Name of Insured (First Name, Middle Initial, Last Name) _________________________________________________________________________

Date of Birth ________Social Security No. _________________________ Circle One: Male Female

Address ____________________________Apt ______________City ___________________________

State ____________Zip Code _________ Home No. _________________  Work No. _______________

Employer ___________________________________ School __________________________________

Relation to Patient ___________________________ Marital Status: Married Single Widowed Divorced

Name of Insurance Company ____________________________________________________________

Address _____________________________________ City ____________________________________

State ________ Zip Code _________ Network/PPO Name _____________________________________

Telephone No. ____________________________Fax No. _____________________________________



Identification No. __________________________________ Group No. ___________________________

Policy Effective Date ______________ Termination Date ________________________

Type of Coverage: Individual Family Other (Please specify) _____________________________________

Pre-existing Clause _____________________________________________________________________

Outpatient       Deductible ___________  Deductible Met _____________ Maximum _______________

Co-payment     Primary Care Physician _____________________ Specialist ______________________

Physical Therapy Number of Treatments Authorized _________________ Authorization No. ________

  Copy of Evaluation Report to Insurance: Yes   No  Date ________________________

Occupational Therapy Number of Treatments Authorized ________ Authorization No. _____________

  Copy of Evaluation Report to Insurance: Yes   No   Date ___________________

Referral  Referral Required: Yes   No      If Yes, Referral No. __________________________________

Primary Care Physician _______________ Office Telephone No. _______________________

Out of Network Benefits ________________________________________________________________

Other Limits __________________________________________________________________________

Name of Representative From Insurance Carrier Providing the Information ________________________

Completed by _____________________________________ Date _______________________________


