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PATIENT INSURANCE/REGISTRATION FORM 
 
 

Patient’s Name: ________________________________________________________________________ 
 
Street Address: _______________________________________________________________________ 
 
City, State and Zip Code ________________________________________________________________ 
(If your mailing address is a P O Box-Please list street address along with the P O Box) 
 
Patient’s Phone #: Home _________________ Work_________________ Cell _________________ 
                               E-Mail ___________________________________________________________ 
Patient’s Employer and Occupation: ________________________________________________________________ 
 
Full time___________  Part-time___________ Retired_______________ Unemployed________________ 
 
Marital Status/Partner’s Name, Employer and Occupation: ____________________________________________________ 
 
 
Patient’s DOB: ___________________ O.D.L. #: _______________________ S.S.# _________________________ 
 
Nearest Friend or Relative not living with you in case of an emergency: 
 
Name: ______________________________________________________________________________ 
Address: ____________________________________________________________________________ 
Home Phone #: ___________________ Cell #: ___________________ Work #: _________________ 
 
RESPONSIBLE PARTY: (If different from above) 
 
Name: ________________________________Address:_____________________________________________ 
Phone: Home _____________________ Cell ______________________ Work ___________________ 
 
INSURED INFORMATION: PRIMARY 
 
Is your condition related to an auto accident?_____  Job injury? ________ 
Date of injury____________   
Claim #_____________________  Name of claims manager____________________________ 
 
Insurance and Name of Subscriber: ______________________________________________________________ 
Relationship to patient: Self _______ Spouse ___________ Child__________ Other__________ 
Subscribers DOB: ________________________________________________________ 
SS #: ___________________________________________________________________ 
Insurance ID #: __________________________________ Group #: _________________________ 
 
Send Claims to Address: _______________________________________________________________ 
                                         _______________________________________________________________ 
 

INSURED INFORMATION: SECONDARY 
 
Insurance and Name of Subscriber: ___________________________________________________________________ 
Relationship to patient: Self_______ Spouse ___________ Child__________ Other__________ 
Subscribers DOB: ________________________________________________________ 
SS #: ___________________________________________________________________ 
Insurance ID #: __________________________________ Group #: _________________________ 
 
Send Claims to Address: _______________________________________________________________ 
                                      
                                       _______________________________________________________________ 
 
 
 
 
 



 
 
By whom were you referred to this office? __________________________________________________ 
 
Please list other health care providers that might be relevant to your treatment.  
(This office will not contact these individuals unless you sign a release of information). 
 
______________________________, ______________________________, ______________________________, 
 
______________________________, ______________________________, ______________________________, 
 
Please list any medication you are currently taking: 
 
______________________________, ______________________________, ______________________________, 
 
______________________________, ______________________________, ______________________________, 
 
Please read the following: 
 
It is my responsibility: 
 
   *   to pay the deductible, co-insurance or any other balance not paid by my insurance. Balances over 90 days will be sent   
        to collections. 
 
   *   to determine if Tensegrity Physical Therapy is a provider for my insurance.   
 
   *   to keep track of my total number of visits. If my visit limit is exceeded I am responsible for billed amount. 
 
   *   to cancel my appointment before 5pm of  the day preceding my appt to avoid a $75.00 cancellation fee.  This fee also          
        applies to no shows. 
 
    *   to give proper insurance information and update Tensegrity with any changes. 
 
    *  to inform Tensegrity of claims that are related to a workmans compensation injury or motor vehicle accidents prior to   
        any treatment. I understand Tensegrity cannot retro-actively bill any claims that were previously billed to personal    
        insurance and it will be my responsibility to pay for any claims that are denied because of this.  Tensegrity does not       
        accept 3rd party  liens. I understand I am responsible for any balance incurred after coverage is exhausted. 
 
     * to have a prescription from my primary care physician for treatment if required by insurance.  
     
Patient’s or authorized person’s signature: I authorize the release of my medical or other information necessary to process 
this claim. I also request payment of government benefits, private insurance and other health plans to the party who accepts 
assignment below.  
 
If this account is assigned to an attorney for collection and/or suit, the prevailing party shall be entitled to a reasonable 
attorney’s fees and cost of collections.  
 
To the extent necessary to determine liability for payment and to obtain reimbursement, I authorize disclosure of my 
records. 
 
I hereby assign all medical and/or mental health benefits to include major medical benefits to which I am entitled, including; 
private insurance and other health plans to Tensegrity Physical Therapy 
 
This assignment will remain in effect until revoked by me, in writing.  A photocopy of this assignment is to be considered as 
valid as the original.  I understand that I am financially responsible for all charges whether or not paid by said insurance.  I 
hereby authorize said assignee to release all information necessary to secure payment. 

 
SIGNED: _____________________________________________________ DATE: _______________ 
 
RESPONSIBLE PARTY: ________________________________________ DATE: _______________ 



This form will be retained in your permanent medical records 

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT 

We keep a record of the health care services we provide you.  You may ask to see and copy that record.  
We will not disclose your record to others unless you direct us to do so, or unless the law authorizes or 

compels us to do so.  You may see your record or receive further information about it by contacting our 
office. 

Our Notice of Privacy Practices describes in further detail how your health information may be used and 
disclosed and how you can access your information. 

By signing below, I acknowledge access to or receipt of the Notice of Privacy Practices. 

_____________________________________________                        _____________________________ 

**Patient or legally authorized individual                                                  Date 

_____________________________________________                         _____________________________ 

**Printed name if signed on behalf of patient                                          Date 

 

We, the office of Tensegrity Physical Therapy, were unable to obtain a signature from the patient for the 

following reason: 

Witness__________________________________                                    Date________________________ 

…………………………………………………………………………………………………………………………………………………………….. 

Telephone Consent 

I hereby give my permission for the office of Tensegrity Physical Therapy to contact me by telephone, if 
needed, to discuss any treatment, appointment reminders and/or accounting information. 

_________________________________________                            ________________________ 

**Patient signature and/or guardian if a minor                                    Date 

**You may leave a message on my answering machine    _________  Yes          ___________No 

…………………………………………………………………………………………………………………………………………………………………. 

**I also give my permission that the information may also be given to the following people. (Please 
list any Doctors or family members that we my release information to) 

_____________________________________________________________________________________
_____________________________________________________________________________________ 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