PATIENT RECORD FORM AND AGREEMENT

Patient Name  






Address  












City





State


Zip




Date of Birth



Social Security Number





Telephone:  Home  


  Work  


  Cell  



Emergency Contact and Telephone








Referring Provider  




  PCP  






Last Appointment  


  Next Appointment  




Is this a Worker’s Compensation claim?  Yes   No

If yes

Employer  



  Date of Injury  






Contact Name and Telephone  






Primary Insurance  


 Policy Number  





Subscriber Information

Name  




 Relationship (self, spouse, child)  




Date of Birth  


  
 Social Security Number  




Secondary Insurance  


 Policy Number        






Subscriber Information

Name  




 Relationship (self, spouse, child)  




Date of Birth  


  
 Social Security Number
  



Your Insurance contract is between you and your carrier.  We will submit claims for bills as a courtesy; you are responsible for any co-payments, deductible and /or co-insurance for each visit and any charges which your insurance does not cover.  Co-pays are expected the day service is rendered.  All patients are responsible for obtaining referrals and / or authorizations from their physicians for physical therapy.

In order to provide the best care for our patients, we schedule each person with one on one time each visit.  As a result, we ask that all cancellations be made at least 24 hours in advance.  Late cancellations or no shows will be charged a $15 fee.  Your insurance company will not cover this fee.

I fully understand that I am responsible for all bills incurred while receiving physical therapy, including those charges not covered by my insurance.  I authorize use of this form on all insurance submissions.  I authorize release of information to all my insurance companies.  I authorize Woodruff Physical Therapy as my agent in helping me obtain payment from my insurance company.  I authorize payment directly to Woodruff Physical Therapy.  I permit a copy of this authorization to be used in place of the original.

I acknowledge and agree that I was offered a copy of Woodruff Physical Therapy’s Notice of Privacy Practices on the date identified above.

Signature  





  Date  





