- MindBody Physical Therapy and Wellness, Inc.

Patient Information Form

PLEASE PRINT LEGIBLY

PATIENT NAME: INSURANCE COMPANY:

SSN: ID # + GROUP #:

DATE OF BIRTH: INSURED NAME:

GENDER: INSURED DOB:

MARITAL STATUS: PRIOR PT IN THE PAST ¥ b NO
ADDRESS: HOW MANY VISITS?:

CITY, STATE, ZIP: REFERRING MD NAME:

HOME PHONE: ADDRESS:

MOBILE PHONE:

EMAIL ADDRESS: CITY, STATE, ZIP:
EMERGENCY CONTACT: PHONE:
RELATIONSHIP: FAX:

DAYTIME PHONE: SPECIALTY:
ARE YOU? (CIRCLEONi  STHDENTFT STUDENTPT EMPLOYED o, jast SEeN:

EMPLOYED PT RETIRED UNEMPLOYED EMPLOYER NAME:

i§ THIS? (CIRCLE ONE); AUTO RELATED WORK SELATER ADDRESS:

##F EITHER ONE IS CIRCLED ABOVE YOU WILL BE REQUIRED TO PROVIDE US

WITH ADDITIONAL INFORMATION ON A SEPARATE FORM CITY, STATE, ZIP

REASON FOR BEING SEEN: PHONE:

START OF SYMPTOMS:

OCCURRED IN THE PAST?: ki NO

WITH MY SIGNATURE, | AUTHORIZE THE FOLLOWING:

For MindBody Physical Therapy & Wellness Center, Inc. to apply for benefits from my insurance carrier (listed above), and
for paymenis to be

made directly to MindBody Physical Therapy & Wellness Center, Inc. | willimmediately inform MindBody Physical Therapy
1 understand that | am financially responsible for all charges, whether or not paid by insurance. | understand that | am financially responsit
le for all

deductibles, co-insurance and co-payments required by my insurance company to be paid to MindBody Physical Therapy

MindBody Therapy & Wellness Center, Inc. may release all information necessary to secure payment of benefits. | will allow my signature
io be on file for all claims submissions. | hereby give permission to my physician listed above to

release my medical records to MindBody Physical Therapy & Wellness Center, Inc.




