HERSHEY PHYSICAL THERAPY SERVICE

747 S. Broad St., Lititz

PATIENT INFORMATION

NAME:_____________________________________

Birthdate:_______________________________

Address:_____________________________________

____________________________________________

Soc. Sec. #:______________________________

Phone#:______________________________________

E-Mail Address:__________________________
Referring Doctor:______________________________

Family Doctor:____________________________

INSURANCE INFORMATION

Primary Insurance:______________________________

Insured if other than the patient:_______________
Address:______________________________________

Birthdate:__________________________________

_____________________________________________

Policy #:_________________  Group #:_________

Secondary Insurance:____________________________

Insured:___________________________________

Address:______________________________________

Birthdate:__________________________________

_____________________________________________

Policy #:_________________  Group #:_________

For Workers Compensation:

Employer:______________________________________

Address:__________________________________
Phone # of employer:______________________________

_________________________________________

I understand that I am financially responsible for all charges whether or not paid by said insurance.  I understand Hershey Physical Therapy will submit my bill to my insurance company.

______________________________
_______________________________________________________


Date





Signature of patient or guardian, if minor

I have received a copy of Hershey Physical Therapy Notice of Privacy Practice.

Signature:___________________________________________Date:______________________________

08/12/09
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