
Patient Registration 
 

Intial Eval Date  ____________ Time__________ Therapist_____________    Date of Script _____________ 

Patient Information : 

First Name__________________________________ MI________   Last Name______________________________________________    

Local Address____________________________________________City______________________ ST________ Zip _______________ 

Home Phone ________________________________ Work Phone ___________________________ Cell Phone____________________ 

Sex ___ M  ___F          DOB____/____/______   SSN:_______--_____--_______     E-mail_____________________________________ 

Referring Physician ____________________________________  Physicians Phone ___________________________________________ 

Physician Address_____________________________________How did you hear about ProFormance? ___________________________ 

Injury or D.X. Code ___________________________________ Surgery Date _______________________________________________ 

Emergency Contact Name______________________________ Relationship ___________  Phone ______________________________ 

 
Guarantor/Responsible Party :     (PERSON RESPONSIBLE FOR PAYMENT OTHER THAN PATIENT) 

 

Name____________________________________________________ Phone (____)___________________________________________ 

 

Address________________________________________________________________________________________________________ 

 

Sex ___M ____F        DOB___/____/____    Relationship to patient  _______________________ E-mail __________________________ 

 

 
Primary Insurance Company ::        Please Provide Your Insurance Card to Receptionist             ____ Commercial  _____ Medicare                      

 

Insurance Company ________________________Primary Subscriber:_________________________Relationship to patient___________ 

 

I.D.# __________________________________________ Group #___________________________Subscriber’s DOB _______________ 

 

Address __________________________________________________  Phone_______________________ 

                                                                    

Secondary Insurance Company :   Insurance Company _____________________________ Address__________________________ 

  

Subscriber Name__________________________________________ Relationship to patient____________________________________  

 

ID #________________________________________  Group#__________________________  Subscriber’s DOB __________________ 
 

 

 
Worker’s Compensation Information :   Accident Type: ___ Auto  ___ Work  ___Other________________ Injury Date:________ 

Company Name:__________________________________________________  Company Phone:________________________________ 

Adjuster:_____________________________ Phone:________________________________ Fax:_______________________________ 

Claim/Case Number:________________________ Claim/Case Manager:_______________________  Phone:______________________ 

Fax:______________________________ 

Attorney:_____________________________ Address:__________________________________________________________________ 

Phone:________________________________ Fax:____________________________ 

 


