	
[image: image1.wmf] 


	2519 S Lakeline Blvd, Ste 100
Cedar Park, Texas 78613

(512) 331-6200 Phone

(512) 331-6384 Fax




Patient Demographic Sheet
Please use Black ink only & print clearly
Referred by: ___________________

Last Name: _______________________________ First Name: _________________________
Mailing Address: ____________________________________________ Apt/Ste: _________

City: __________________________ State: _____________________   Zip: _____________

Gender: ______Marital Status: _____ 
Employer: ________________________  
Occupation: ________________

Phone (Home):___________________ (Work) _________________ (Cell) _______________

Date of Birth: __________ SSN: ___________________ Driver’s License #:__________________
Emergency Contact: 1) Name ________________ Phone ___________ Relationship _________

2) Name _____________________ Phone _________________ Relationship _______________

Primary Insurance: Insurance Co: ____________________ Policy ID #: __________________

Group#: _____________________ Policy Holder Name: _______________________________ 

Date of Birth: ___________ SSN: ______________________ Employer: __________________

Address (if different from Pt): _____________________________________________________

City ____________ State: ________ Zip: _________Relationship to Pt: ___________________
Secondary Insurance: Are you covered by a secondary insurance? YES / NO

Insurance Co: __________________________ Policy ID #: _____________________________

Group#: _____________________ Policy Holder Name: _______________________________ 

Date of Birth: ___________ SSN: ______________________ Employer: __________________

Address (if different from Pt): _____________________________________________________

City ____________ State: ________ Zip: _________Relationship to Pt: ___________________

Please read and sign the back of this form. Thank You!
· Please try to give at least 24 hrs notice if you must cancel or reschedule your appointments so that we may utilize that time slot for another patient. 

· You may be charged $25.00 for miss appointments if you fail to cancel the appointment in advance.

· I hereby give authorization for payment of medical insurance benefits to be made directly to Tillman Physical Therapy & Sports Training Center, Inc, as indicated at the top of this form and any assisting therapist for services rendered.

· I understand that I am financially responsible for all charges whether or not they are covered by my insurance.

· I understand that all charges are due and payable when services are rendered, unless other payment arrangements are made with the therapist. I agree to pay finance charges, at the rate of one and one-half percent (1 ½%) per month, on any amount that is 30 days past due.

· In the event of default, I agree to pay all costs of collection and reasonable attorney’s fee.

· I hereby authorize this healthcare provider to release all information necessary to secure payment of benefits.

· I further agree that a photocopy of this agreement shall be as valid as the original.

Thank you for you cooperation.

Patient (if minor – Parent or Legal Guardian) Signature: __________________________ 
Date: _______________________ 
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