
 

 

 
 
 

 
PATIENT REGISTRATION (Please PRINT Clearly.) 

TODAYS DATE 

PATIENTS NAME: FIRST M.I. LAST BIRTH DATE AGE SEX  M     F 

    

HOME ADDRESS: STREET APT # CITY STATE  ZIP CODE 

SOCIAL SECURITY NO: MARITAL STATUS E-MAIL ADDRESS 

HOME PHONE NO: WORK PHONE NO. CELL PHONE 

PATIENT'S EMPLOYER  OCCUPATION 

ADDRESS OF EMPLOYER 

SPOUSE/PARENTS NAME (Circle one) ADDRESS HOME PHONE NO. 

SPOUSE/PARENT'S EMPLOYER ADDRESS OF EMPLOYER WORK PHONE NO. 

IN CASE OF EMERGENCY CONTACT RELATIONSHIP PHONE NO. 

  

REFERRING PHYSICIAN DATE OF INJURY/ONSET 

PRIMARY CARE PHYSICIAN HOW WERE YOU REFERRED TO US? 

 WORKERS'COMPENSATION (INJURED ON JOB ONLY) ARE YOU CLAIMING WORKERS' COMPENSATION?      YES      NO 

DATE OF ACCIDENT  EMPLOYER AT TIME OF ACCIDENT EMPLOYER NOTIFIED?  
                                             YES        NO 

PHONE NO. 

INSURANCE CARRIER ADDRESS PHONE NO. 

CLAIM/FILE NO. CLAIMS EXAMINER 

 AUTOMOBILE ACCIDENT 

DATE OF ACCIDENT                               TIME:   AM    PM 
 

 DRIVER 

 PASSENGER 

ARE YOU COVERED BY                         YES  
PIP (NO FAULT) INSURANCE?               NO 

STATE ACCIDENT 
OCCURRED IN? 

AUTOMOBILE INSURANCE CARRIER POLICY # 

ADDRESS PHONE NO. 

INSURANCE AGENTS NAME PHONE NO. 

  

ADDRESS NAME OF INSURED 

ATTORNEY'S NAME/ ADDRESS 
 

 

PHONE 

 
Acknowledgement of Receipt Notice of Privacy Practice:   

By signing this form, you acknowledge receipt of the Notice of Privacy Practices for our practice. Our Notice of Privacy Practices 

provides information about how we may use and disclose your protected health information. We encourage you to read it in full. 
Our Notice of Privacy Practices is subject to change. If we change our notice, you may obtain a copy of the revised notice. If you 
have any questions about our Notice of Privacy Practices, please contact our Privacy Official. 
I acknowledge receipt of the Notice of Privacy Practices. 

 
 
Signature: _________________________________________ Date_______________________________ 
 

If no signature can be obtained, a description of good faith efforts made to obtain the individuals acknowledgement and reason why acknowledgment could 
not be obtained will be filed in chart. (Initials of staff member) 



 
AUTHORIZATION AND ASSIGNMENT 

 

 

I certify to the best of my knowledge that the information I have given is correct. 

 

 

COMMERCIAL INSURANCE AUTHORIZATION AND ASSIGNMENT 

 

I herby authorize the release of any medical or other information necessary to treat my condition or process my 

claims to Medicare and/ or any other insurance company.  I also authorize payment of medical benefits from 

Medicare and/ or any other insurance company to be made directly to Sports Pro Physical Therapy, LLC or  

Sports Pro Physical Therapy South, LLC for services provided.  This assignment will remain in effect until I 

revoke it in writing.  I understand that information concerning my condition is confidential and will only be 

released upon my written consent.  I, the undersigned, give Sports Pro Physical Therapy, LLC or  Sports Pro 

Physical Therapy South, LLC the consent to evaluate and treat me. 

 

 

Signature:________________________________________________  Date __________ 

 

 

 

MEDICARE AUTHORIZATION AND ASSIGNMENT 

(For patients with Medicare Primary or Secondary Insurance) 

 

I request that payment of authorized Medicare benefits be made on my behalf to Sports Pro Physical Therapy, 

LLC or  Sports Pro Physical Therapy South, LLC for any and all medically necessary services provided me.  I 

Sports Pro Physical Therapy, LLC or  Sports Pro Physical Therapy South, LLC to release to the Centers of 

Medicare and Medicaid Services and it agents any information needed to determine these benefits or the 

benefits payable to related services.  I understand that my signature request that payment be made directly to 

Sports Pro Physical Therapy, LLC or  Sports Pro Physical Therapy South, LLC and that it authorizes the release 

of medical information necessary to treat my condition or pay claims that I have incurred.  If “other health 

insurance” is indicated in Item 9 of the HCFA 1500 form, my signature authorizes releasing of the information 

to the insurer or agency shown.  In Medicare assigned cases Sports Pro Physical Therapy, LLC or  Sports Pro 

Physical Therapy South, LLC aggress to accept the charge determined of the Medicare carrier as the full charge 

and the patient is responsible only for the deductible, co-insurance and non-covered services.  Co-insurance and 

the deductible are based upon the charge determination of the Medicare carrier.   I understand that I am 

financially responsible for all charges whether or not they are paid by my insurance.  I here by authorize the 

release of all information necessary to secure the payment of said benefits.  I have read the above policy and 

understand and accept them as stated. 

    

 

Signature:________________________________________________  Date ______________ 
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Patient’s Name:______________________________________  Date:_______________________ 

 

 

Please use legend below to indicate the type and location of pain that you are experiencing. 

 

 

 

 

 

 

 

 

 

 

 

   

 

 

 

   

 

 

Please place an “X” to express your level of pain TODAY. 

 

 

How did your injury occur? _______________________________________________________________ 

 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

 

When did you begin to have pain? __________________________________________________________ 

 

What increases your pain? _________________________________________________________________ 

 

What decreases your pain? _________________________________________________________________ 

 

Is there a chance that you could be pregnant?  Yes / No 

 

What medications are you currently taking? ____________________________________________________ 

 

________________________________________________________________________________________ 

 

List any medical conditions that you may have, including recent surgeries: ___________________________ 

 

________________________________________________________________________________________ 

 

 

Do you have a pacemaker?  Yes / No      Medicare Patients Only:  Height:________  Weight:_________ 

No Pain Excruciating Pain 



 
PATIENT FINANCIAL RESPONSIBILITY FORM 

 
 

Thank you for selecting Sports Pro Physical Therapy to provide your physical therapy needs. 

The service you have elected to receive implies a financial responsibility on your part. This 

responsibility obligates you to ensure payment in full of our fees. As a courtesy, we will attempt to 

verify your coverage and bill your insurance carrier on your behalf. However, you are ultimately 

responsible for your payment of your bill. 

By signing below, you agree to the following terms: 

1)  I understand that by authorizing Sport Pro Physical Therapy, through its 

appropriate personnel, to perform physical therapy treatments and services, I 

agree to provide the necessary and appropriate information required to bill 

insurance carrier for services provided. 

2)  I understand that deductibles, co-payments, or co-insurance amounts as determined by my 

contract with my insurance carrier are due AT THE TIME OF SERVICE.  

3) We accept cash, check credit cards ( Master and Visa) or money orders. Returned checks will 

be assessed an additional $25.00 per item, which CANNOT be billed to my insurance carrier. 

4)  I understand that Sports Pro Physical Therapy has a 24-hour prior notice cancellation policy. 

A fee of $50.00 will charged if I fail to cancel my appointment 24 hours prior to my 

scheduled appointment time. This fee CANNOT be billed to my insurance carrier. Initials 

5)  I further understand that I am financially responsible for all charges of covered and/or non--

covered services, services determined to be not medically necessary by my insurance carrier, 

any services denied by my insurance carrier, or my election to continue therapy beyond my 

insurance coverage. 

6)  Should timely payments on my account not be made, I understand the Sports Pro Physical 

Therapy may retain the services of an attorney and/or collection agency to assist with the 

collection of any outstanding balance of my account. Any expenses (including collection and 

attorney fees) incurred by such action shall become and additional liability for which I assume 

responsibility. 

 

 

 

     Patient or Responsible Party Signature                                              Date 

 



 
 

OFFICE POLICIES 

 

AUTOMOBILE ACCIDENTS:  If you were injured in an automobile accident, we will submit your bill to 

your automobile insurance for payment through your Personal Injury Protection (PIP) coverage.  We do not 

accept 3
rd

 party insurance claims.  If you elect not to use your PIP insurance, payment is expected at time of 

service.  It is our policy to obtain your health insurance information and obtain authorization, in the event that 

your PIP has been exhausted.  If you do not have health insurance, or do not wish to use it, any and all unpaid 

balances will be the responsibility of the patient. If you have an attorney representing you, we will supply 

him/her with a copy of your records at their request once we have received written notice, your consent and 

payment for medical record copying charges according to the Health-General Article§ 4-304 (c) (3). 

WORKMAN’S COMPENSATION:  If you were injured on the job we will submit you bill directly to the 

workman’s compensation carrier.  It is our policy to obtain your health insurance information in the event that 

your claim with the workman’s compensation carrier is denied.  If you do not have health insurance, or do 

not wish to use it you will be directly responsible for all claims and payment will be expected at time of 

service. 

Insurance Companies we do not participate with: 

We will submit your claim directly to your insurance company for you.  Ultimately, patients are responsible for 

the total charges minus any insurance payments and payment is expected at the time of service. Any unpaid 

balances remain the responsibility of the patient. 

Insurance Companies that we participate with: 

We will submit your claim for you, however this does not relieve you of your responsibility to pay your bill.  

Co-payments are due at the time of service. Sports Pro Physical Therapy, LLC does not balance bill patients and 

accepts contracted insurance company payment as full payment.  However, this does not include the patients’ 

responsibility their for co-payment, co-insurance or deductibles.  Any and all unpaid balances are the 

responsibility of the patient.  

MISSED APPOINTMENTS:  There will be a $50 charge for all appointments not cancelled 24 hours in 

advance.  Your insurance company will not pay for this charge; therefore, the patient is responsible for this 

payment, which is expected, and due at the time of the next scheduled visit. 

RETURNED CHECKS:  There will be a $25 charge for all returned/cancelled checks.  You may be request 

to pay by cash or money order after the first returned check. 

 

Failure, on the part of the patient to pay the balance due on an account, will result in that account being 

turned over for collections. Filing insurance claims is a service provided without charge and in no way 

relieves the patient of financial responsibility of their bill.  Also, please remember that insurance is 

considered a method of reimbursing the patient for fees paid to the provider and is not a substitute for 

payment. 

 

I understand that I am financially responsible for all charges whether or not they are covered/ paid by my 

insurance.  I hereby authorize the release of all information necessary to secure the payment of said benefits.  I 

have read the above policies, understand, and accept them as stated. 

 

____________________________________________   ____________________ 

                         Signature                                                                                        Date 

 


