SOMERSET HILLS PHYSICAL THERAPY

REGISTRATION INFORMATION

Date: Home Phone: Cell phone

Name E-mail
Last First Initial

Street address:

Town: State Zip Code
Female[ | Male[ ] Age __ Date of Birth Driver's license #:

Patient's Social Security #: Policy holder's SS #:

Single [ ] Married or Civil Union [ ] Domestic Partnership [ ]

Answer following if pertinent to insurance coverage: Widow [ ] Legally Separated[ ] Divorced [ ]

Patient employed by: Business address:

Occupation: Business phone #:

Name of Responsible party and relationship to patient:

Spouse or responsible party employed by:

Occupation: Business phone #:

Medical Insurance company ID #

Is patient the primary insured? Yes [ ] No [ ] If no please answer the following as required by
insurance for billing and coverage.

Name of primary insured? Birth date of primary insured

Address of primary insured

Place of work where insurance was issued

Do you have secondary insurance? No [ ] Yes|[ ] If yes, give information below:

Secondary medical Insurance company ID #

In case of emergency, who should be notified: Phone #:

Whom may we thank for referring you to us?

Signature of patient
(Or, responsible party if patient is a minor or unable to sign) 8/07






Shade in where you are having pain. Does not Apply

Draw the location of any other symptoms related to your problem. Does not apply

Numbness / Tingling xXxxxx Weakness 0000 Other ++++ (list)

Left Right

Back



Allergies to Medications: Check all that apply No Known Allergies
Medication Rash Wheezing Swelling Upset Stomach Shock Other (list)

Social History: Check all that apply

Work Status

Occupation
_____Homemaker ____Not working ____ Student
___Working ____ Retired ___Disabled
| Live: __ alone ____with

My signature confirms | have answered the above questions to the best of my ability.

Patient/Guardian Signature Date

Note: If you have any questions regarding filling out this form, please call us at: 908-766-1407

5/05





