Patient Registration—Wellpoint Physical Therapy Services, P.C.


Name: (Last) ________________________________(First)__________________________ (MI)________

Address ________________________________________________________________________________

City: ________________________________________ State: ___________________ Zip: _____________

Birth Date: _________________________ Email: _______________________________ Age:  _________

Social Security #: _________________________________ Sex: __________  Marital Status:__________
Home Phone:_______________________________  Cell Phone:_________________________________
Employment Status: (circle one)
Full Time
Part Time
Self-Emp.
Unemp.





Retired

Disabled

Full Time Student
Employer: (If you are under 18 please list your parent’s employer here and under Spouse employer)

Company Name: _____________________________ Occupation: __________________________

Address: __________________________________________________ Zip:  _________________


Work Phone: _____________________________ Work Fax: ______________________________
Spouse’s Name: ___________________________________ Social Security #:  ______________________

Employment Status: (circle one)
Full Time
Part Time
Self-Emp.
Unemp.





Retired

Disabled

Full Time Student
Spouse’s Employer:


Company Name: _____________________________ Occupation: __________________________

Address: __________________________________________________ Zip:  _________________


Work Phone: _____________________________ Work Fax: ______________________________
Referring Physician: _____________________________________________________________________

Address: ________________________________________________________________________


Phone: __________________________________ Fax: ___________________________________

Diagnosis and/or description of the problem: _________________________________________________

 _______________________________________________________________________________________

Date of Onset: _______________________________

Physical Therapy is for treatment of: (circle one)

Work Injury/ Auto Accident/ Other








Claim #: (if applicable) __________________

Contact in case of emergency: Name: __________________________ Relation: ____________________




         Address: _____________________________________________________




         Phone: _______________________________________________________
How did you hear about Wellpoint Physical Therapy? (circle best answer)

◦Doctor


◦Insurance Plan or List

◦Employer

◦Friend or relative
◦Yellow Pages/Phone Book
◦Other  _______________________
Please indicate method of payment for treatment (deductible, co-pay, non-covered items):

Cash _____________ Check______________ Visa/Mastercard______________

Signature____________________________________ Date: __________________ MR #: ____________
