Registration Information:
Patient Last Name: _________________________________________ Home Phone: _____________________________

First Name: ________________________Middle: ________________  Work Phone: ______________________________

Address: _________________________________________________ Date of Birth: ______________________________

                    Street




Apt/Unit No.              Sex_______  Marital Status: __________________

City: __________________________ State: ______ Zip: ___________ Social Security #: ___________________________
Emergency Contact/Phone: ______________________ ____________ Driver’s License: ___________________________

Primary/Referring Physician/Phone: __________________________    Date of Injury______________________________

Employer Name : __________________________________________  Phone: __________________________________

Address: ________________________________________________    Fax: ____________________________________

________________________________________________________   Email: ___________________________________
City:__________________________ State: _______ Zip: ___________Contact: __________________________________

Provide the following information if guarantor is different than patient

Guarantor Last Name: _______________________________________  Phone: __________________________________

First Name: _________________________Middle: ________________  Social Security #: __________________________

Address: __________________________________________________ Patient’s Relationship to Guarantor: ___________

City: __________________________ State: ______ Zip: ____________

Primary Insurance- circle       PPO     HMO     Other    WC   Don’t Know
              Secondary  Insurance- circle       PPO      HMO      Other     Don’t Know

Company Name: ___________________________________   Company Name:__________________________________
Plan/Network Name: ________________________________   Plan/Network Name: _______________________________

Claims Address: ___________________________________    Claims Address: __________________________________

City: ___________________ State: ____ Zip: ____________    City: ___________________ State: ____ Zip: ___________

Phone: __________________ Fax: ____________________    Phone: __________________ Fax: ___________________

Policy/ID#: ___________________ Group#: _____________    Policy/ID#: ___________________ Group#: ____________

Insured Name: ____________________________________     Insured Name: ___________________________________

Address: _________________________________________    Address: ________________________________________

City: ___________________ State: ____ Zip: ____________    City: ___________________ State: ____ Zip: ___________

Phone: _________________ DOB: ___________ Sex: ____    Phone: _________________ DOB: ___________ Sex:____

Insured Employer: _________________________________     Insured Employer: _________________________________ 

Address: _________________________________________    Address: ________________________________________

Phone: __________________ Fax: ____________________    Phone: __________________ Fax: ___________________

Patient’s Relationship to Insured: ______________________    Patient’s Relationship to Insured: _____________________

Authorization for Treatment and Insurance Authorization:                                                                                                                      

I authorize the release of any medical information necessary to process this claim.  I permit a copy of this authorization to be used in place of the original.  I permit                        to administer necessary and advisable diagnosis and treatment to me.  I am aware that medicine is not an exact science and no guarantees have been made as to the results of the treatment and examinations.
I hereby authorize                         to apply for benefits on my behalf for covered services rendered by him, or by his order.  I request that payment from my insurance company be made directly to                             (or to the party who accepts assignments). Our office files insurance claims as a courtesy and in no way releases the patient from responsibility of his/her bill.  By signing below the patient agrees to accept responsibility for his/her bill in the event that insurance denies or partially pays for the claim.  I certify that the information I have reported with regard to my insurance coverage is correct. I permit a copy of this authorization to be used in place of the original.  This authorization may be revoked by either me or my insurance company at any time in writing.
Date_______________________ Signature__________________________________________________
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