ABERCROMBIE PHYSICAL THERAPY PATIENT REGISTRATION FORM

Name (first, middle/maiden, last)____________________________________________ Birthday _____________________
Complete Address__________________________________________________________Telephone____________ 

City, State, Zip_________________________________ Cell phone______________ Social Security_______________ 
Employer______________________________ Phone_____________       Full time________     Part time _________
Are you currently out of work due to injury or illness? Yes____ No____ Light Duty____ Last day worked __________________
Name of Insured______________________Relationship_____________ Date of Birth___________Employer______________________
Emergency Contact ________________________________________Relationship_______________ Phone ____________________
Name of referring physician_______________________________________Next M.D. Appointment___________________
Please give the date of your injury or the beginning date of your illness. __________________________________________
If you were hospitalized for this illness or injury, please give dates___________________________________________
Age____________ Height________ Weight_________________
Please list your main complaints__________________________________________________________________________________
____________________________________________________________________________________________
Please list any medications you are currently taking ________________________________________________________________
______________________________________________________________________________________________________________
Please list any previous orthopedic problems/surgeries________________________________________________________
______________________________________________________________________________________________________________
Do you have any of the following?


Diabetes________________________            Heart Disease___________________ Cancer________________________    


High blood pressure_______________           Respiratory problems_____________ Pacemaker___________________


Stroke/Neurological problem________           Metal Pins/Plates (from orthopedic surgery) ______________________

If you are a female, are you pregnant or suspect that you may be pregnant? Yes____ No____
Medicare Patients:  Are you currently receiving any form of home health care?   Yes / no

Is this the result of an auto accident, or any accident from which you are seeking compensation? If so, please give dates and explain_______________________________________________________________________________________________________________________________________________________________________________________________

Assignment of Insurance Benefits:  The undersigned hereby authorizes the release of any information relating to all claims for benefits submitted on behalf of myself and/or dependents.  I further expressly agree and acknowledge that my signature on this document authorizes my physical therapist to submit claims for benefits for services and or equipment to be rendered, without obtaining my signature on each and every claim to be submitted for myself and/or dependents, and that I will be bound by this signature as though the undersigned has personally signed the particular claim.
I hereby authorize my insurance carrier(s) to pay and hereby assign directly to Abercrombie Physical Therapy all benefits, if any, otherwise payable to me for his/her services as described on the submitted forms.  I understand I am financially responsible for all charges incurred.  I further acknowledge that any insurance benefits, when received by and paid to Abercrombie Physical Therapy will be credited to my account, in accordance with the above said agreement. I also agree that twenty-five percent interest will be added to any delinquent accounts that have to be turned over to a collection agency.
I have also received a Notice of Privacy Practices from this office.
_______________________________________________________                         Date ​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​______________________
Authorized Signature of Subscriber

How did you choose Abercrombie Physical Therapy? ____________________________________________________________
