Center for
Physical Therapy & Sports Medicine, PC

3920 Springfield Rd.







    1011 Hioaks Rd., Ste. A

Glen Allen, VA 23060







      Richmond, VA  23225


PATIENT REGISTRATION FORM

(PLEASE PRINT CLEARLY)

	Patient’s Name          First             Middle             Last


	Date of Birth
	Age
	   (   Male

  (  Female

	Address                                                           Apt. No.


	City
	State
	Zip Code

	Occupation


	Social Security No.
	Marital Status
	Home Phone

	Employer


	Address
	Work Phone
	Cell Phone

	Spouse (or Parent) Name


	Spouse (or Parent) Employer
	Spouse (or Parent) Work Phone
	Ext.

	Spouse (or Parent) Address



	Referring Physician


	Address
	Phone No. 

	Primary Care Physician


	Address
	Phone No.

	Whom may we thank for referring you? 




Who can we contact in case of emergency? (please include phone numbers)

GENERAL MEDICAL INFORMATION

	DESCRIBE CURRENT MEDICAL PROBLEM/REASON FOR TODAY’S VISIT



	PRESENT MEDICATIONS 
	ARE YOU ALLERGIC TO………

CORTISONE    (NO       (YES       LATEX    (NO       (YES



	PREVIOUS OR OTHER MEDICAL PROBLEMS


	FEMALES ONLY!!!  POSSIBLE PREGNANCY NOW?     (NO       (YES


PATIENT AUTHORIZATION AND PAYMENT OF MEDICAL BILLS

I,______________________________, hereby authorize Center for Physical Therapy and Sports Medicine, PC, to apply for benefits on my behalf for covered services rendered. I request payment from Medicare, and or an insurance company, be made directly to the above-named provider (or in case or Medicare Part B benefits, to myself or the party who accepts assignment).

I certify that the information I have reported with regard to my insurance coverage is correct and further authorize the release of any necessary information, including medical information for this or any related claim, to the above-named billing agent, (or in the case of Medicare Part B benefits, to the Social Security Administration and Health Care Financing Administration) and / or the insurance company named above. I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by either myself or the above named carrier at any time in writing.  

Our policy is payment is to be made at the time of services rendered. Whether or not your insurance company pays in full, a portion, or  no portion of your medical bills is a matter between you and your insurance company.  I agree to promptly pay all charges when billed for medical services rendered and accept legal responsibility for any and all charges for the patient named above. If payment is issued to me, I will be responsible for payment of all my charges within 30 days. Should this account be turned over to collections, I understand that I will be responsible for any and all legal and collections fees. For any returned check there will be a $25 service charge.

Date


Signature of Subscriber or Beneficiary
