KAMIN

PHYSICAL
THERAPY
PATIENT INFORMATION
First Name: Last Name: Middle Initial:
Birth Date:
Sex: [IMale [JFemale CINon-Binary Marital Status: [1Single [OMarried [IDivorced [Widowed
Address: Apt. #:
City, State, Zip:
Cell Phone: Home Phone:

E-mail:

Patients receive reminders for their appointments 2 days prior. Do you prefer: [ Text messages [ Phone Calls

If you obtain a bill, do you prefer to receive an invoice via: [OMail CE-mail

Responsible Party (If someone other than the patient)

First Name: Last Name: Middle Initial:
Address: City, State, Zip:
Birth Date: Cell Phone: Home Phone:

[JResponsible Party is also Policy Holder for Patient [IPrimary Insurance Policy Holder [Secondary Insurance Policy Holder

Primary Insurance Information

Name of Insured: Insured Birth Date:

Relationship to Patient: [1Self [ISpouse [Parent/Guardian [1Other

Insurance Company: ID #: Group #:

Insurance Address:

Employer Providing Primary Insurance: Employer phone #:

Employer Address:

Secondary Insurance Information

Name of Insured: Insured Birth Date:

Relationship to Insured: [1Self [Spouse [IChild CIOther

Insurance Company: ID #: Group #:

Insurance Address:

Employer Providing Secondary Insurance: Employer phone #:

Employer Address:

| hereby authorize the release of any medical or other information necessary to process this claim. | also authorize
payment of medical benefits to the supplier for services rendered. | further agree that should the amount be insufficient
to cover the entire medical expense, | will be responsible for the entire bill.

Signed: Date:

Printed Name:
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