Tuckey and Associates Physical Therapy, LLC

Patient Registration

First Name___________________________________ Last Name_________________________ MI_______ Sex:  M   F

Date of Birth _________________________________ Marital Status: Married   Single   Divorced   Widowed
Home Address_________________________________________________________________________ Apt_________

City______________________________ State___________ Zip____________ 
Home Phone ______________________ Mobile Phone ___________________ Email ___________________________
Emergency Contact Name _______________________________ Number ____________________________________

Employer ______________________________________________ Work Phone _______________________________
Employers Address ________________________________________________________________________________
Insurance Information (Insurance cards required to file Insurance)

Primary Insurance_________________________                Secondary Insurance ______________________________                      
Member ID # _____________________________                Member ID # ____________________________________
Group/Plan# ______________________________                Group/Plan# _____________________________________

Policy Holder’s Name ______________________                 Policy Holder’s Name _____________________________
Policy Holder’s Date of Birth ________________                 Policy Holder’s Date of Birth _______________________
Relationship to Insured _____________________                 Relationship to Insured ____________________________
Policy Holder’s Employer ___________________                Policy Holder’s Employer __________________________
Consent to Treat, Assignment of Benefits, And Release of Information

I consent to treatment necessary for the care of the patient indicated on this form. I herby authorize payment of medical benefits directly to Tuckey and Associates Physical Therapy, LLC for services rendered. Authorization is herby granted to release any medical information as may be necessary to process and complete my claim. I understand I am financially responsible for this account.

Signature of Patient/ Guarantor/ Guardian _______________________________________________________

                                                           Date _________________________________

