
  INTAKE REGISTRATION FORM 

All information is needed for insurance billing, please complete. 

PATIENT INFORMATION 

EMPLOYER  INFORMATION 

Company Name  ___________________________________________________________________________________ 

Address   _________________________________________________________________________________________ 

City ________________________________ State _________________________        Zip Code ____________________ 

EMERGENCY CONTACT INFORMATION 

Last Name ____________________________________        First Name _______________________________________ 

Relationship to Patient ____________________________        Phone Number _________________________________ 

INSURANCE INFORMATION 
Name of PRIMARY Insurance Carrier Name of SECONDARY Insurance Carrier 

Name of Insured Name of Insured 

Name of Policyholder Name of Policyholder  DOB: 

Member ID# Member ID# 

Group/Plan# Group/Plan# 

I authorize payment of medical benefits to Physical Therapy Pro Center for services performed.  

I understand that I am responsible for payment regardless of insurance coverage. 

Signature ______________________________________________________ Date ________________________ 

Last Name  ________________________________First Name ________________________MI____________

Social Security Number ________________DOB _________________Gender 

Street Address  ___________________________________________City ______________________________
State ___________________Zip Code ___________________

Contact Phone# __________________________Alternate Phone #__________________________

Marital Status ___________________________  Occupation ________________________________________

Email: ______________________________________________________

***How did you hear about us? ________________________________________________________________




