
 

 

 

NEW PATIENT INFORMATION    PATIENT ACCT.#______________________ 

NAME_______________________________________DOB____/_____/______  EVAL DATE___________________ 

ADDRESS____________________________________ CITY_________________________ ST_____ ZIP___________ 

HOME PHONE #_____-_____-________CELL #______-______-_________ WORK #______-______-____________ 

DIAGNOSIS_____________________________________________ PCP____________________________________ 

EMAIL_________________________________________________REF. MD________________________________ 

EMERGENCY CONTACT NAME______________________________ PHONE# ________________________________ 

HAVE YOU HAD ANY OTHER P.T. OR HOME HEALTH CARE THIS YEAR?Y  N 

 

INSURANCE INFORMATION  Is claim  Work Comp? Y       N  MVA? Y       N 

PRIMARY INSURANCE_____________________________________ SUBSCRIBER_____________________________ 

INSURANCE ID # _________________________________________ DOB___________________________________ 

SECONDARY INSURANCE__________________________________ SUBSCRIBER_____________________________ 

INSURANCE ID # _________________________________________ DOB___________________________________ 

W/C INSURANCE COMPANY    _ __CLAIM #     __ 

ADDRESS              __ 

ADJUSTER     PHONE #       __ 

EMPLOYER __________________________ ___ADDRESS_______________________________________________ 

Insurance is a contract between a patient and their insurance company. Physical Therapy North will handle claims according to our agreement with 

the insurance company, provided we are affiliated with the company. Physical Therapy North will not become involved in disputes of any kind 

between a patient and insurance companies other than to supply factual information as necessary. It is the patient’s responsibility for the timely 

payment of the account that may includea deductible and co-insurance or co-pay as specified by the insurance company. It is a patient's responsibility 

to obtain any necessaryreferrals and to check with their insurance company to make sure the therapist being seen is on their insurance plan or in 

network if necessary. Payment is due at the time of service for co-pays and private payment. We accept cash, checks, MasterCard/Visa. Payment is 

due within 30 days for balances billed. In the event of non-payment, finance charges may be applied, as well as collection fees and court costs. 

 

I hereby grant Physical Therapy North permission to treat my injury or illness. I hereby authorize and give permission for my medical records to be 

released to physicians, hospitals, insurance carriers, and my attorney (if applicable). I hereby authorize my insurance company to pay Physical  

Therapy North directly for services rendered. If I have an attorney and benefits have already been assigned, I hereby authorize that checks be sent 

to my attorney, made payable and released to Physical Therapy North.  

 

I have been notified of the availability of the NOTICE OF PRIVACY PRACTICES for Physical Therapy North. 

I have been notified of, and understand, the ATTENDANCE POLICY for Physical Therapy North.  

I understand that I am obligated to give at least 48 hours notice in the event of a cancellation. A cancellation fee may apply. 

Co-payment is determined by your insurance carrier.Co-payment (if applicable) is due at time of service. 

 

PATIENT/GUARDIAN SIGNATURE    ________ DATE     

PATIENT/GUARDIAN PRINTED NAME_____________________________________________________ 


