Welcome

Thank you for satacting Southside Physical Therapy. We will stnve o provida you with the best possible
physical therapy care. To help us mesl your neads, please il cuf s form compistaly in ink. i pou have any questions
or nead assistance, plaase a5k us and we will be happy fo help. Al imformation is confidential.

Referring Physician Family Physician
Name Phone #
Address

City State Zip

Birth Date Social Security #
Emplover Phone #
Address

City I State Zip
Spouse/Parent Social Security #
Employer Phone #
Employer's Address

SR e State Zip

Emergency Contact (other than above)
Name_ - ... Phone # _ Relation

Person responsible for payment of bill

INSURANCE INFORMATION (We need a copy of your card)

Primary Carrier Policy # Group #
Policy Holder S Relation to Patient
Birthdate Social Securty #
Secondary Carrier Policy # Group #
Policy Holder o Relation to Patient
Birthdate Social Security # —_ -
Was this due to an injury? YesiNo Work Related? YesiMNo
Auto Related? YesMo
Date of injury? Time of injury? R e

Date first obtained medical treatment o

Workers' Compensation/Attorney Information
Name of Emplover/Attorney iy da _____ Phone#

Address ) .'.Dontact Person _

City State Zip




MEDICAL INFORMATION (Please circle all that apply)

Heart Disease Diabetes Pacemaker Seizures Fainting

Asthma Cancer Pregnant High Blood Pressure

Other (please explain)

FINANCIAL ARRANGEMENTS

For your convenience, we offer the following methods of payment. Please check the
option(s) which you prefer. PAYMENTS ARE DUE AT THE TIME OF EACH VISIT (UNLESS

OTHER ARRANGEMENTS ARE MADE)

Cash Personal Check
| need to discuss the office’s payment policy

HELPFUL TIPS

How did you hear of our practice?
Friend/Relative Yellow Pages Physician
Other (please list)
If you checked Friend/Relative above, please help us to personally thank them by providing their
name here:

AUTHORIZATION AND RELEASE

| authorize the release of any information including the diagnosis and the records of any
treatment or examination rendered to me or my dependents during the period of such care to
third party payers and/or health practitioners to ensure payment and proper care.

| authorize and request my insurance company to pay directly to Southside Physical Therapy
benefits otherwise payable to me.

| understand that my insurance carrier may pay less than the actual bill for services. | agree
to be responsible for payment of all deductibles and co-payments for services rendered on my
behalf or my dependents.

| also understand that Southside Physical Therapy will bill my primary insurance carrier and
most secondary insurance carriers as a courtesy to me.

| realize that failure to keep this account current may result in additional charges to my
account to cover collection costs and/or attorney fees.

X
Signature of patient (or parent if patientis a minor) Date

Southside Physical Therapy is an Equal Opportunity Facility, therefore no person shall on the grounds of race,
sex, natlonal origin, handicap, or age be excluded or denied benefits or otherwise subjected to discrimination in
the provision of any care or services rendered at our facility.
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