Date of Appt:
Time:
Therapist Name:_________________________________
Last Name:
First Name:______________________________ MI:______
Address:
City:___________________________________
State:
Zip:
Home Phone:____________________ Mobile Phone:____________________ 
DOB:_____________ Soc Sec #: _____________________   Sex: M F        Date Retired: ___________________
Email Address:_______________________________

Relationship to guarantor:  [ ] Self [ ] Spouse [ ] Child
Patient's employer:_____________________________ Work phone:_____________________ Employer address:____________________________________________________________
Emergency Contact Name and Phone #:__________________________________________________________
Patient Status: [ ] single [ ] employed [ ] married [ ] student FT [ ] student PT [ ] other
Condition related to: 

 [ ] Auto [ ] Employment  [ ] Other  [ ] None     Date Of Accident:_______________ 
Employer at the time of injury:____________________________________________


TheraMotion Physical Therapy 41-06 Bell Blvd. 2nd Fl Bayside, NY 11361 P:718-279-9800
SIGNATURE:________________________________________
DATE:


Referring Physician:___________________       Phone #:____________________
Primary Physician:____________________      Phone #:____________________
PRIMARY INSURANCE INFORMATION:

Subscriber's Name:
 ID#:
 DOB:


Insurance Carrier:
 Group #: ________________ 
SECONDARY INSURANCE INFORMATION:

Subscriber's Name:
 ID#:
 DOB:


Insurance Carrier:
 Group #: ________________

TheraMotion Physical Therapy may disclose or request all or any part of the patient's record to any person or corporation which is or may be liable under a contract to the facility or the patient or to a family member or employer of the patient for all or part of the facility's charge, including, but not limited to, physical therapy services, insurance companies, Workmen's Compensation/No-Fault carriers, welfare funds, or the patient's employer, or any New York State or Federal agency per current rules and regulations. The Physical Therapy Center has the authority to reject any unreasonable request by an office or institution if such request might violate the patient's right to privacy.

Authorization for Treatment

I hereby consent to and authorize all therapy treatments, which in conjunction with the judgments of the attending physician may be considered necessary or advisable for the diagnosis or treatment of the patient named above, at TheraMotion Physical Therapy.
SIGNATURE:___________________________________________
    DATE:_______________

GUARDIAN SIGNATURE:_________________________________________________






(if patient is under 18 years old)

Revised 7-01-2011

