Welcome
to 

Fitness Designs Physical Therapy & Sports Rehab

We ask that you complete this form as accurately as possible, so that our staff can assist you in receiving the best insurance coverage reimbursement, reducing your personal out of pocket cost.

PATIENT INFORMATION 


Date__________________





 Ordering Dr. _________________
Primary Dr. _________________          

______________________________________________________________ Age________________
Last Name


First 



Middle

Address/City/State/Zip_______________________________________________________________

__________________________________________________________________________________

Have You Been a Patient Here Before_________  Approximate Date__________ Therapist________

Home Phone(   )__________________________ Cell or Work Phone(   ) _______________________

Date of Birth________________ SS# _________________  Marital Status ______________________
Employer________________________________________________ Occupation_________________
Employer’s Address__________________________________________________________________

__________________________________________________________________________________

Spouse’s Last Name


First


Middle

SS#

Date of Birth
(Parent’s if patient is a minor)

Spouse’s/Parent’s Employer___________________________________________________________

RESPONSIBLE PARTY INFORMATION

__________________________________________________________________________________

Last Name



First 


Middle



Date of Birth
Relationship to Patient__________________________ SS#__________________________________

Address_______________________________________ Home Phone (    ) ______________________ 

Employer______________________________________ Work Phone (   )_______________________
Employer Address___________________________________________________________________

Type of Insurance: ___ Private Pay    ____ Worker’s Comp   ____ Pt. Insurance   ____ Guarantor Ins. 
INSURANCE DATA

PRIMARY INSURANCE INFORMATION:  

Group # ____________________ Insured’s ID# ________________ Contract/Cert.#______________

Insurance Co. Name & Address: ________________________________________________________

__________________________________________________________________________________

SECONDARY INSURANCE INFORMATION: 
Group # ____________________ Insured’s ID# ________________ Contract/Cert.#______________

Insurance Co. Name & Address: ________________________________________________________

__________________________________________________________________________________

WORKERS COMPENSATION



Policy/Claim#_______________________

Employer’s Name & Address___________________________________________________________

________________________________________________Phone #(   ) ________________________

Occupation______________________ Date of Injury_______________ Presently Working?________

Insurance Co. Name & Address_________________________________________________________

__________________________________________________________________________________

LIABILITY INSURANCE




Policy/Claim#_______________________
Date of Accident__________________________ State in which accident occurred________________

Insured’s Name & Address____________________________________________________________

__________________________________________________________________________________

Ins. Co. Name & Address_____________________________________________________________

__________________________________________________________________________________

