	Women’s Health Physical Therapy
	ICD-9 Code
1. ________

2. ________

3. ________
	If Your Are Pregnant, Please

Indicate Your Due Date

______ / ______ / ______

	Please Print the Following Information                                                 Social Security Number: ___________________________________                     
Patient’s Name (First, Middle, Last):___________________________________    Sex: _______   Date of Birth:____ / _____ / _____    Age: ________
Street Address: ____________________________________________  City: ___________________  State: _________  Zip: ____________________
Home Phone Number: __________________________    Work Phone Number: _______________________     Marital Status: ___________________
Employer: ____________________________________    Occupation: _______________________       Cell Phone Number: _____________________
Employer’s Street Address: _________________________________      City: __________________     State: _________     Zip: __________________

Responsible Party: ________________________________________      Home Phone:  ___________________       Relationship: __________________
Street Address: ___________________________________________     City: ___________________   State: ___________  Zip: __________________

Emergency Contact Name: _________________________  Home Phone:________________ Cell: _________________ Relationship: ______________

Spouse’s/Next of Kin Employer: _____________________________________________        Work Phone Number: _____________________________
Please List Any Drug Sensitivities or Allergies:  ___________________________________________________________________________________ 
Referring Physician: ________________________________________                   PCP/Family Physician: _____________________________________

	Accident Information
Auto  [  ]             Other  [   ]

Date of Accident or Injury:           ___ / ___ / ___
Date You First Sough Treatment:  ___ / ___/ ___
	Worker’s Compensation Information
Is This a Work-Related Injury or Illness?    Yes  [  ]         No  [  ] 

Name of WC Contact at Work:  __________________ Phone ______________
Date of Accident or Injury:     ____ / ____ / ____

Date You First Sough Treatment:  ____ / ____ / ____

	Insurance Information (Please Present Your Insurance Card for Address Information)
Name of Primary Insurance Company: ____________________________________________________________________________________________

Policy #: ________________________Group #: _______________________Subscriber Name: ____________________Relationship: _______________

Name of Secondary Insurance Company: __________________________________________________________________________________________

Policy #: ________________________Group #: _______________________Subscriber Name: ____________________Relationship: ______________

	Payment and Authorization Information

Your insurance company will be billed for covered services, and any unpaid balance will be the responsibility of the patient or responsible party.  Parents or guardians are responsible for payment with regard to a minor.  The balance of the account will be due and payable if the insurance company has not paid within 45 days or if Workers’ Compensation has not paid within 60 days.  I hereby authorize Women’s Health Physical Therapy otherwise payable to me.  I understand that I am financially responsible for charges not covered by this authorization.  If my account is turned over to an attorney for collection, I will be responsible for all attorney fees which are usually 33 1/3 % of the unpaid balance.  

Signature: ___________________________________________              Date: __________________________

	Consent to Treatment
I, _________________________________, a patient at WOMEN’S HEALTH PHYSICAL THERAPY, INC., consent to treatment by Cora T. Huitt, P.T., M.A., and/or appointed assistants and staff.  Recognizing that I have a condition requiring medical care, I further acknowledge and affirm that no guarantees have been made to me concerning treatment by WOMEN’S HEALTH PHYSICAL THERAPY, INC.
Signature:___________________________________________              Date:  __________________________











