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REGISTRATION FORM 2016 

 
 

PATIENT INFORMATION: 
 
PATIENT NAME:_________________________________________________________________  MALE / FEMALE 
 
DOB:___________________________                                        SS#:_____________________________ 
 
ADDRESS:_______________________________________________________________________________________ 
 
NAME OF PHYSICIAN SUPPORTING THIS RECOMMENDATION  
(OR PRIMARY CARE PHYSICIAN): 
 
NAME:___________________________________________________________________________________________ 
 
CLINIC:____________________________________ PHONE:_____________________ FAX: ______________________ 
 

 

 
 

PARENTS/LEGAL GUARDIANS: 
 

1. NAME/POLICY HOLDER:____________________________________________MARITAL STATUS:   M S D W 

                                               
DOB:_______________________SS#:________________________RELATION TO PATIENT:______________________ 
 
STREET ADDRESS:________________________________________________________________________________ 
 
CITY:________________________________________________STATE:_________ZIP:__________________________ 
 
HOME PHONE:________________________WORK PHONE:____________________CELL:_______________________ 
 
EMAIL:____________________________________________________________________________________________ 
 

2. NAME:_________________________________________________________________________________________ 

 
RELATION TO PATIENT:____________________________ 
 
ADDRESS (If different from above): _____________________________________________________________________ 
 
HOME PHONE:_______________________WORK PHONE:_____________________CELL:_______________________ 
 

 



PATIENT NAME:_____________________________________________________________ 
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INSURANCE 
 
PRIMARY:______________________ GROUP #:_______________ ID #: _____________________________________ 
                                                                                                                         
POLICY HOLDER:____________________________________EMPLOYER:___________________________________ 
                                  
DOB:________________SS#____________________________INSURANCE PHONE:___________________________ 
 
 
SECONDARY:___________________ GROUP #: _______________ ID#: _____________________________________ 
                                                                                                                                             
POLICY HOLDER:_____________________________________EMPLOYER:__________________________________ 
 
DOB:________________SS#____________________________INSURANCE PHONE:___________________________        
 

 
 

OTHER CONTACTS 
 
Please list other individuals who are involved in this patient’s care, with which you authorize Advance Therapy to discuss 
the patient’s treatment. (Spouse, step parent, grandparent, personal care attendant) 
 
NAME:________________________________________  EMERGENCY CONTACT:YES__________NO__________ 
 
RELATION TO PATIENT:_________________________ 
 
 
PHONE #1:__________________________________               PHONE #2:_____________________________________ 
 
 
NAME:________________________________________  EMERGENCY CONTACT:YES__________NO__________ 
 
RELATION TO PATIENT:_______________________________________________________________ 
 
PHONE #1:__________________________________               PHONE #2:_____________________________________ 
 

 
 

AUTHORIZATIONS 
 
I authorize Advance Therapy to provide information concerning the treatment plan of this patient listed above to insurance 
carriers, physicians, therapists and other personnel who are involved in the treatment and care of the patient.  I authorize 
payment of any medical benefits to Advance Therapy.  I certify that the above information is correct and that I am 
responsible for payment of services rendered. I permit of copy of this to be used in place of the original.  
 
SIGNATURE:_________________________________________________________DATE:________________________ 
                        PARENT/LEGAL GUARDIAN OR SELF 

 
THANK YOU! 

How did you hear about Advance Therapy? 
Insurance   Internet Search/Website   Friend   Physician   School   Phonebook 

 
Other________________________________________________ 


