

PHYSICAL THERAPY, MYOFASCIAL RELEASE AND WELL-BEING STUDIO
MEDICARE, PPO, WORKERS COMPENSATION, CAR INSURANCE ACCEPTED

7667 W. 95th Street Suite # 200, Hickory Hills, IL 60457 ( FAX: (888) 755-5582 ( PHONE: (708) 525-4640
PATIENT REGISTRATION FORM

REFERRED BY:__________________________________     COMPANY:___________________________________

PATIENT INFORMATION
LAST:____________________________________   FIRST:______________________________________________

SEX (PLEASE CIRCLE ONE):  M       F                 


MARITAL STATUS:  M    S    D    W

DATE OF BIRTH:_____________________________  HEIGHT:________________  WEIGHT:__________________

ADDRESS:_________________________________________     CITY, STATE, ZIP CODE:_____________________

PHONE #:____________________     E-MAIL ADDRESS _____________________________________________
PLACE OF EMPLOYMENT:_______________________________________________________________________

TELEPHONE NUMBER:______________________________________  OCCUPATION:_______________________

PHYSICIAN’S NAME:___________________________________   PHONE #:_______________________________

INSURANCE INFORMATION
PRIMARY INSURANCE

INSURANCE (CIRCLE ONE):   MEDICARE   WORKMEN’S COMP.   COMMERCIAL PPO   NON PPO   CAR INS.
PHONE #:_______________________ GROUP #:____________________ IDENTIFICATION #:_________________

EFFECTIVE DATE:__________________________  DATE OF ACCIDENT/W.C._____________________________

SECONDARY INSURANCE

NAME OF INSURANCE:_______________________________  PHONE #:_________________________________

GROUP #:______________________________  IDENTIFICATION #:______________________________________

I, THE MEDICARE BENEFICIARY, HAD EXPLAINED TO ME THE TREATMENT OPTIONS AND I UNDERSTAND THE MEDICARE BENEFIT LIMITATIONS THAT ARE AVAILABLE TO ME.(BY SIGNING THIS YOU AUTHORIZE WHOLISTIC THERAPEUTICS, INC. TO RELEASE ANY AND ALL MEDICAL RECORDS TO EXPEDITE PAYMENT FROM THE INSURANCE COMPANY OR ANY OTHER SOURCE, YOU WILL BE HELD RESPONSIBLE FOR THE BALANCE THAT IS NOT COVERED BY YOUR INSURANCE.)
I AUTHORIZE PAYMENTS OF MY MEDICAL BENEFITS TO THE NAMED PROVIDER OF WHOLISTIC THERAPEUTICS, INC. FOR PROFESSIONAL SERVICES RENDERED.

PATIENT SIGNATURE:__________________________________________  DATE:___________________________  
