/ -
estoration

PHYSICAL THERAFY, LLC

Patient Information

Last Name: ‘ First Name: MI:
Address, City, St, ZiP:

Phone: Home: Cell: Work:

Email: Age: Birthdate:

Sex: M F Marital Status: SSN: Are you Pregnant: Yes No NA
Reterring Pngsician: MD Phone:

Was this ajob related or auto accident? Yes No Date of Accident:
Reason for todag’s visit:

OccuPation: Emploged: Yes No
Emergency Contact Information

Name: Phone: Relationship:
Insurance Information

Primarg Insurance: 1D #: GrouP #:

Insured Name: Birthdate: Sex: M T Relationship:
Insured Emploger:

Secondarg Insurance: ID#: GrouP #:

Insured Name: Birthdate: Sex: M F Relationship:

it L&t Claim:

Claim #: Date of injurg:

Claim Manager: Claim Mgr Phone:

If Motor Vehicle Accident:

Claim #: Date of Accident:

Claim Manager: Claim Mgr Phone:

Financial Agreement: I understand, as the Patient ancl/or above-mentioned resPonsiHe Party

that | am tu”g resPonsible for Pagment of all cnarges incurred. I authorize my insurance benefits to
be Paid directlg toRestoration P]’)ysical TheraPy, LLC for services rendered. I understand |
am tinancia“g resPonsible for any deductibles, co pays, co-insurance, non-covered services, or
non-authorized services. | authorize Restoration Physical Therapg, LLC to release any information
rec]uested bg the insurance company with regards to Pagment of benefits.

Signature: Date:

I am aware of the cance”ation/no show Policy of Restoration Phgsical Therapy, LLC, which reserves
the rignt to ct]arge a Patient who fails to keeP a scheduled aPPointment or cancels with less than 24

hours notice. This fee of $50 cannot be billed to the insurance company. (Initials)




