08/18/2016

Healing Motion Physical Therapy
Patient Information Form

Patient Name: Date of Birth: Age:
Last First (MM/DD/YYYY)

Mailing Address:

Street or PO Box City State Zip

Home Phone: Cell Phone: Work Phone:

E-Mail: Preferred Contact Method: __ Text__email__home__cell

(Your E-Mail will not be used for any other purpose other than HMPT correspondence)

Date of Injury/Onset: Had any Physical Therapy this year? : YES / NO

Insurance Information

Is Injury Workers Comp or Auto related? Yes/ No Case worker info.

Primary Insurance Plan:

ID/Policy#: Group#:

Secondary Insurance Plan:

ID/Policy#: Group#:

Emergency Contact Information

Name: Phone: Relationship to Patient:

Who may we thank for referring you?

Patient’s Authorization to Release Medical Records

| authorize Healing Motion Physical Therapy to request/send/release medical records that are in relation to the

purpose of my physical therapy visit.

Signature Authorizing Release Date
D I understand there may be a fee for this request of $30.00

FOR OFFICE USE ONLY

Appointment Date:
Referring Physician: |:| New Patient |:| Return Patient




