Saratoga Physical Therapy Associates

Patient Information Form

(Please Print)

Name:___________________________________________Social Security_________________________


Address_________________________________________  Phone _______________________________

_______________________________________________  Zip Code______________________________

Date of Birth_________________Age______ Occupation_______________________________________

Employer_________________________________________Work Phone___________________________

Spouse Name______________________________________Spouse DOB__________________________

Spouse Employer___________________________________Work Phone___________________________

Referring Doctor___________________________________ Phone________________________________    

Primary Ins. Company____________________________________________________________________

Address_______________________________________________________________________________

Subscriber (Policy Holder)________________________________________________________________

I.D. Number______________________________ Group________________________________________

Subscriber SSN_____________________________DOB________________________________________

Subscriber Address (if different than patient)__________________________________________________

SECONDARY INSURANCE (IF ANY)

Ins Company Name______________________________________________________________________

Address_______________________________________________________________________________

I.D. Number_____________________________________
          Group_________________________

Subscriber (Policy Holder)________________________________________________________________

Policy Holder DOB_________________

         Social Security #_________________________

IF INJURY WAS WORK RELATED, FILL OUT THIS SECTION

Name of Employer_______________________________________________________________________

Address of Employer_____________________________________________________________________

Worker’s Compensation Insurance Name_____________________________________________________

Address of Insurance_____________________________________________________________________

Phone Number________________________________City Injury Occurred_________________________

Injury Date________________  Claim #________________________WCB #_______________________

IF INJURY WAS FROM MOTOR VEHICLE ACCIDENT, FILL OUT SECTION

Name of YOUR Auto Insurance Carrier______________________________________________________

Address_________________________________________________________________ ______________

Accident Date____________________Policy #________________________________________________

Claim #_______________________________Name of Insured___________________________________

Adjustor______________________________ Adjustor Phone____________________________________

I authorize  Saratoga Physical Therapy Associates to release information necessary to bill on my behalf for myself or the above-named patient.   I further understand that I will be responsible for any portion of the bill including deductible, and any coinsurance amount not covered by my insurance plant.

Signature___________________________________________     Date____________________________

If patient is a minor, I authorize Saratoga Physical Therapy Associates to treat my child.

Signature___________________________________________       Date___________________________

