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Phone: 972-539-5795
Fax: 972-539-5793

NEW PATIENT INFORMATION

Patient Name: ____________________________________________   Social Security #: ________-______-________

Address: _____________________________________  City/State: _________________________  Zip: ___________

Home #: _________________________  Cell #:  ________________________ Work #: ________________________

Date of Birth: _______/_______/_______     Sex:   ? Female    ? Male     Marital Status: _______________

Email Address: ___________________________________________________________________________________

Employer: ________________________________________  Occupation: ___________________________________

Employers Address: ______________________________  City/State: ________________________  Zip: __________

Insurance Name: ______________________________  Name of Primary Insured: _____________________________

ID#: ________________________________  Insured's DOB: _______/_______/_______  Relation: ______________

Group #: _________________________  Primary Insured's SS#: ________-______-________

Emergency Contact: _______________________  Phone #:____________________  Relationship:________________

Referring Physician: _____________________________  Primary Care Physician: _____________________________

Area of Injury: _______________________________  Onset/Injury/Surgery Date: ______________________________

MEDICARE PATIENTS: Are you currently enrolled in Home Health?  Yes  or  No
*If Yes, you cannot receive outpatient physical therapy until you have been discharged from your Home Health Episode.

Notice Regarding Workers Comp or Motor Vehicle Accidents
If you want us to bill for workers comp or a motor vehicle accident, we will do so, but we ask that you present us with your private health insurance information as backup. I realize that if my workers comp or motor vehicle insurance should be denied or exhausted that I would be responsible for any charges incurred. I understand and will provide Joints In Motion PT with my medical insurance information as an alternate payment method in case the above payers do not compensate for my treatment(s). 


Release of Information

All information provided herein is true and correct.  I hereby consent to treatment.

I give permission to Joints In Motion, PT to release information, verbal and written, contained in my medical record, and other related information, to my insurance company, rehab nurse, case manager, attorney, employers, school, related healthcare providers, assignees and/or beneficiaries and all other related persons. Information without patient identifiers may be used for quality assurance purposes.


Signature of Patient/Guardian: ______________________________________________    Date: ______________________________ 

Continue to page 2
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