Alliant Rehabilitation and Sports Therapy, PLLC


 Date: _______________

 Patient Full Name: ______________________________________________________ Age: ______________
 Sex _____Male _____Female         Date of Birth:  _____________________ SS#: ______________________
Address:  ____________________________________ City: ________________________State:____________
Zip: _________ Home #:___________________ Cell#:____________________Work#:___________________   
Employer: _________________________________________________ DL#: ____________________________
Email: _______________________________________Preferred method of Contact: _________________
If different than above:

Name of INSURED: _______________________________________ Date of Birth: ____________________
Address: ______________________________________ City: _____________________ State: ____________
Zip: ____________ SS#: _________________________ Employer: ___________________________________
DL#: ________________________ Work#: ________________________ Cell#: _________________________
Email: ______________________________________ Preferred method of contact: __________________
Emergency Contact Information
In Case of Emergency Notify: __________________________ Relationship to Patient: ___________
Home#: _______________________ Cell#:________________________ Work: ________________________
Insurance Information
Primary Insurance:  ______________________________
Subscriber’s Name:  ______________________________
Date of Birth:  __________________________________
SS#:  __________________________________________

Secondary Insurance:  ____________________________
Subscriber’s Name:  ______________________________
Date of Birth:  __________________________________
SS#:  __________________________________________

**Please provide a copy of your insurance cards. 

Are you currently receiving Home Health Services?     Y    or    N
Have you had Physical Therapy in the last 12 months?     Y   or    N
    
1. What were you treated for?  _________________________

2. How long ago was your therapy?  _____________________



*An OVERLAP in services can reflect in a DENIAL of payment from your insurance company.  If an overlap in services occurs the payment of service becomes patient responsibility.  
To whom may we Thank for your referral:
____  Doctor office
____  Family/Friend
____  Advertisement
_____  Other  _______________________
[bookmark: _GoBack]Would you like a reminder for your appointments?  _____ call    _____ text
