Advanced Orthopedic Physical Therapy                     

2501 Cherry Avenue, Suite 250
Signal Hill, CA 90755


	Patient Information

	Last name:


	First name:
	Middle name:

	Street address:


	City: 
	State/Zip code:

	Sex:

M           F
	 date of birth:


	Marital status:

Single           Married         Other
	Social Security Number:
	Home Phone number:

	

	Employer:


	Employer street address:
	City,State,Zip

	Employer Phone Number: 

	Occupation:
	Referred by:

	Emergency Contact:


	Address:


	Phone number:

	Visit is related to on-the-job injury:

No            Yes          Date of injury:
	Visit is related to an automobile accident:

                         No            Yes                                                    Accident date:

	Prior treatment received for injury:              No                Yes

Doctor:                                                                                                                         WC claim number:

	Insurance Information-Are your healthcare benefits paid for by an employer?  Y        N

	Name of Insurance Co.:
	Insurance Co. street address:


	City/State/zip
	policy or group number:



	Last name of Policy Holder:
	First name:
	Middle Init.
	ID #:



	Street Address:  


	City:
	State/Zip code:

	Relationship to patient:
	DOB:
	Social Security Number:
	Home Phone Number:



	Employer:
	Employer Phone Number:



	Employer street address:
	City
	State/Zip
	Is there another Health Benefit Plan?

      No                 Yes


Authorization to Release Information: I hereby authorize Advanced Orthopedic Physical Therapy Inc. to release

 any information acquired in the course of my treatment to any person or entity which is or may be liable for all or any portion of the charges.  A photocopy of this form shall be deemed as valid as the original.

	
	
	

	Signature of patient/responsible party
	
	Date


Assignment of Insurance Benefits: The undersigned authorizes direct payment to Advanced Orthopedic Physical Therapy Inc. of any insurance benefits otherwise payable to the undersigned for professional service charges.  It is understood by the undersigned that he/she is financially responsible for charges not covered by this assignment.  Failure to remit co-payment, coinsurance, or cash balances may result in your account being forwarded to a collection agency.  If collection processes are required, you will be charged the balance of your account plus the cost incurred to attain payment.  Additional costs could exceed 30% of your account balance.  
	
	
	

	Signature of patient/responsible party
	
	Date


Date: ______________





Private Insurance








