PTS Patient Registration Form

oChillicothe oPeoria(North) oMorton MedPointe oMorton Village Courts oPekin - oWashington

Patient#: Date: SSN:
Last Name: First Name: M.I. Sex: MorF
Address:
Street City State Zip
Phone: Home: Work: Cell:
Birthdate: Marital Status: osingle omarried owidow(er) odivorced

Employer’s name and address:

INSURANCE INFORMATION:
Typeof claim: o Health Insurance o Workers Comp o Personal Injury (Motor Vehicle)

Type of injury/problem: Dateof injury:

Name of insurance company: | D/Claimi:

Group name or #: Insured’ s name:

Address:

Phone: Relationship toinsured: oSelf oSpouse ©Son  oDaughter

Do you have an attorney on thisclaim: o No o Yes, Name and phone:

Where do we send the hill?

SECONDARY INSURANCE INFORMATION: Company:

Address:
Group name or #: | D#: Insured’ s name:
Phone: Relationship toinsured: oSelf oSpouse ©Son  oDaughter

FOR OFFICE STAFF ONLY: body part to be treated:

Dx: Onsat:
Other Dx: if Medicare Cap Exempt? YES or NO
Doctor: Therapigt:

Medicare: oCPT Il 1100F: 2 or morefallsin the past year or any fall with injury in the past year
oCPT 11 1101F: Nofallsin past year or only one fall without injury in the past year







