REGISTRATION FORM

Patient First Name: Last Name: Age: Date of Birth: Gender:

[ Male [ Female
Ethnicity? [ Hispanic ] Not Hispanic [ Refused Language Spoken? [CEnglish [ Spanish ~ [ClOther
Marital Status? [] Single [7] Married [7] Widowed/Divorced | pacer [ white [] Asian [ Black [THispanic [ Indian/Native [JOther
Mailing address: Social Security #(*Required):
City: State: Zip Code: Home Phone: Cell Phone: Work Phone:
Email Address: [J1 do not have access to email | Driver License#:

Is the patient covered by insurance?  [J Yes [J No

€
BT et i
PRIMAR U [OMedicare [] NC Medicaid [] BCBS [JOther Policy #:
Name on the insurance card? : SS # of the policy holder(required): | Birth date of Policy Group #:
Holder(required):

How is the patient related to the policy holder? : [ Self [ Child (covered under parent’s insurance) [[1Spouse [ other
SECONDARY INSURANCE [[INone Policy Holder: [_}Same as primary Date of Birth Policy #:

Patient's relationship to subscriber: [JSelf [ Child(covered under parent’s insurance) [ Spouse [ Other

Address (if different): [J Same as above

Social Security #(required): Employer: Preferred Phone #:

Home phone #: Work phone #:
( ) ( )

Contact Name: patient:

By signing, you agree the information abm;e is correct and give permission for Pisgah PT and Sports Rehab to file daims on your behalf.
HIPAA CONSENT: Without signed consent, we can NOT share information regarding your medical care (including family). Please list anyone
you would like to have this information below. [ I do not wish anyone to have information regarding my care.

1.

2.

X Date:
Patient/Guardian Signature -







