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Admission Billing Information

(please print clearly)

Patient’s Full Name:________________________________________________________

Date of First visit __________ 





Therapist:_____________ 

How did you hear about us?__________________________________________________ 

Patient Address ____________________________________________________________

              __________________________________________________________________

                                                                  city                                                               state                                                          zip

Home Phone:   ______________________   Cell:_________________________________

Date of Birth______________________ Marital Status ________ Male/Female: ________

Emergency contact: _________________________ Phone: _________________________ Email ____________________________________________________________________

Primary Insurance: _______________________________________________________

        Policy #: _____________________________________________________________ 

        Address and phone (if out of state)_________________________________________

        Policy holder (if not pt)_________________________ patient co-pay: $_______/visit   

 Secondary Insurance ______________________________________________________

        Policy #_______________________________________________________________

        Address and phone______________________________________________________

        Policy holder/spouse (if not pt)______________________________________

Patient’s condition related to: Employment?_____Auto accident?____Other accident?____

Date illness began (in last 3 months)____________________________________________

Previous PT or OT or chiropractic this year: _____________________________________

Referring Doctor’s full name _________________________________________________

       Phone and city   ________________________________________________________

 ADVANCE \u 12 Other Doctors: _____________________________________________________

_________________________________________________________________________

For staff use:
Diagnoses: 

ICD 10__________________Diagnosis:  ________________________________________

ICD 10__________________Diagnosis:  ________________________________________

ICD 10__________________Diagnosis:  ________________________________________

ICD 10__________________Diagnosis:  ________________________________________

PT: Medicare:  G_______________C__________G__________________C___________

