EverFit Physical Therapy and Fitness Center

How did you hear about our practice?

o Friend/Relative o lInternet o Newspaper o Physician o Yellow Pages o Other

Patient Information:
Patient Name: (Last) (First) (MI)
Social Security # o Female o Male Date of Birth
Patient Street Address Home Phone
City Work Phone
State Zip Cell Phone
Emergency Contact Emergency Contact Phone:
Referring Doctor Name Phone #:
Fax #
Being Referred For: Knee Lumbar Shoulder Cervical Hip Foot Other
Surgery o YES o NO Date of Surgery Home Physical Therapy

I certify that the information on both sides is correct to the best of my knowledge. I will
not hold my Therapist or any members of his/her staff responsible for any errors or
omissions that | may make in the completion of this form.

Furthermore, | (print name) give my consent for EverFit
Physical Therapy to provide rehabilitative services to me or the named patient.

Patient Signature Date

Relationship to Patient:




EverFit Physical Therapy and Fitness

Patient's Name:

I am a self pay patient: o YES NO
I have a co-pay for office visits o YES NO Amount of co-pay per visit $
Primary Insurance Information: Secondary Insurance Information
Insurance Company Name Insurance Company Name
Billing Address Billing Address
City City
State State
Phone Phone
Policy Holder Name Policy Holder Name
Relationship to Patient Self Spouse Child
Relationship to Patient Self Spouse Child Other Other
Policy Holder Date of Birth Policy Holder Date of Birth
Policy Holder Social Security # Policy Holder Social Security #
Policy ID Policy ID
Group Number Group Number
Workers Compensation Claim? o YES o NO Auto Accident Claim? o YES o NO

Insurance Company Name

Insurance Company Name

Billing Address:

Billing Address:

City City
State State
Phone Phone
Fax Fax

Case Manager's Name

Adjuster's Name

Case Manager's Phone

Adjuster's Phone

Claim Number:

Employment Information for Workers Compensation

Employers Name

Contact Person




Street Address

City

State

Phone

Fax




