
PATIENT INFORMATION 
 

 
Eval Date:_____________Next Dr’s Visit:___________Referring Dr:_________________Primary Dr:_______________ 
 
Patient:___________________________________DOB:_____________SS#_________________Home#_____________ 
               Last  First       MI 
 
Email:_____________Address:____________________________________City:_____________State:_____Zip:______ 
 
Marital Status:_____Sex:_____Emergency Contact:__________________Relation:____________Home#_____________ 
 
Employer:_____________________________________Occupation:________________________Work#_____________ 
 
Employer Address:____________________________________City:____________________State:______Zip:________ 
 
 
      **Please note we submit claims only to your carriers. We do not handle third party claims (other persons, lawyers, etc).** 
 
Primary Insurance Co:__________________________Insured Person:___________________Relation:_______________ 
            Phone #:___________________Insured SS#:____________________Insured DOB:____________ 
 
Group #:_____________ID/Claim/Policy#:_______________Adjuster’s Name/Ph#:______________________________ 

                                      
Secondary Insurance Co:________________________Insured Person:__________________Relation:________________ 
           Phone #:____________________Insured SS#:___________________Insured DOB:____________ 
 
Group #:_____________ID/Claim/Policy#:____________________ 
 
Please indicate if there is a Tertiary Insurance Co:  Y/N   Info:________________________________________________ 
               
Please indicate if your injury is related to any of the following: 
         Motor Vehicle Accident:    Y/N      If yes, date of accident:_______________State accident occurred in:_______ 
          
         Work/Job (Worker’s Compensation):    Y/N     If yes, date of injury:____________________________________ 
  
 
 
Describe symptoms/injury/diagnosis:______________________________________Date of Injury/Onset:_____________ 
 
Have you received previous treatment (including home health)?    Y/N     If yes, when/where?_______________________ 
         
Are you taking any medications for this condition?    Y/N     List:_____________________________________________ 
 
Have you had surgery for this condition in the past year?    Y/N     Type:_______________________Date:____________ 
 
Have you had X-rays, MRI, CT Scan, etc., in the past year for this condition?   Y/N      
Results:___________________________________________________________________________________________ 
 
Do you have a history of any of the following? 

Cancer   Y/N Low Blood Pressure Y/N Allergy   Y/N 
Diabetes  Y/N High Blood Pressure Y/N Dizziness/Fainting Y/N 
Epilepsy  Y/N Pregnancy  Y/N Metal Implants  Y/N  
Heart Condition  Y/N Hypoglycemia  Y/N Other:__________________________________ 
 

How did you hear about our clinic?   Advertisement__  Referral__  Friend__ Internet__  Yellow Pages__  Other________ 



 
 

FINANCIAL POLICY 
 
 
 
 
Welcome to the Orthopedic & Sports Physical Therapy Center, LLC.  We would like to take this time to help you 
understand our financial policy.  We feel that a clear understanding of the financial involvement is essential before 
beginning treatment. 
 
Payment is expected as services are rendered unless other prior arrangements have been made.  We accept personal 
checks, VISA, MASTERCARD, DISCOVER, and cash as forms of payment.  Please feel free to discuss payment plans 
with our patient accounts manager.  We will try to provide you with an estimate of cost. 
 
If you have insurance, we will submit claims on your behalf to your primary and/or secondary/tertiary insurance.  After 
verification of your insurance coverage and benefits, you will be expected to meet your deductible, pay your 
copay/coinsurance and any services not covered by your insurance carrier.  If we have not received payment from your 
insurance company within a reasonable amount of time and/or you fail to provide us or the insurance company with 
requested information to process your claim, the balance will then become your responsibility. 
 
Orthopedic & Sports Physical Therapy Center, LLC does not accept/bill third party claims.  We do not bill accounts to 
lawyers or any other persons.  We also do not bill any other person’s insurance company.  You are expected to make 
payments on your account regardless of a third party responsibility and/or pending lawsuit.  All medical information will 
be provided to the patient upon request. 
 
 
 
I hereby authorize Orthopedic & Sports Physical Therapy Center, LLC to release my records and any medical information 
necessary to process this claim. ______ 
     initial 
I authorize payment of medical benefits to the Orthopedic & Sports Physical Therapy Center, LLC for services rendered.  
I understand that insurance policies are an agreement between an insurance carrier and me.  I understand that I am 
financially responsible for payment of all services rendered, unless otherwise provided by law. ______ 
                       initial 
I understand that (1) payment is due in full upon receipt of the billing statement unless other payment methods have been 
agreed upon by both parties, (2) failure to make payment when due can result in the account being turned over to a 
collection agency, (3) I am responsible for paying interest and all costs of collection efforts, including a reasonable 
attorney’s fee. ______ 
  initial 
I understand there will be a $20.00 charge for any returned check, and this amount is above the amount of the check and 
must be paid by money order or cash promptly. ______ 
       initial 
 
 
I have read and agree to the above terms of the Orthopedic & Sports Physical Therapy Center, LLC’s Financial Policy. 
 
 
_______________________________________   _____    ______________ 
Signature of Patient or Patient’s Parent/Guardian       Initials  Date  
 
 


