	AGM PHYSICAL THERAPY PATIENT INFORMATION

	Patient Name      
	Male  FORMCHECKBOX 
 Female  FORMCHECKBOX 
    Marital Status  S FORMCHECKBOX 
  M FORMCHECKBOX 
  D FORMCHECKBOX 
  W  FORMCHECKBOX 


	Street Address      
	Birthdate           /     /                         

	City                                State         Zip     
	SS#      

	Home #                   Cell #     
	Employer      

	Email      
	Referring Physician      

	PRIMARY INSURANCE COMPANY
	 SECONDARY INSURANCE COMPANY

	Name      
	Name      

	Phone #      
	Phone #      

	ID #                            Group #      
	ID#                                  Group #      

	Effective Date                      CSR
	Effective Date                       CSR

	Deductible                         Coinsurance
	Decuctible                            Coinsurance

	Copay                               Allowed Visits
	Copay                                 Allowed Visits

	Referral?   Y   N     If yes, #
	Referral?   Y   N    If yes, #

	Diagnosis
	 

	Have you had Physical or Ocupational therapy during the current calendar year                 YES   FORMCHECKBOX 
       NO  FORMCHECKBOX 


	If yes how many visits have you had?      

	PRIMARY INSURANCE HOLDER
	SECONDARY INSURANCE HOLDER

	Name      
	Name      

	Birthdate      /     /     
	Birthdate      /     /     

	Relationship to Patient      
	Relationship to Patient      

	PARENT/GUARDIAN INFORMATION
	NOTES

	Name      
	 

	Address      
	 

	Phone #                    Relationship      
	 


	Employer      
	 

	EMERGENCY CONTACT
	RELEASE OF INFORMATION

	Name      
	Who may we release information to?      

	Phone #      
	Name      

	Relationship      
	Phone #      

	ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES

	I have received AGM Physical Therapy's Notice of Privacy Practices and understand that my protected health information may be used by the practice as described in the notice.

	Signature                                                                              Date

	CONSENT AND RELEASE OF INFORMATION

	I hereby consent to treatment as is considered necessary or advisable by the health personnel of AGM Physical Therapy, LLC, its subsidiaries and affiliates. I hereby authorize the release of necessary information to and from authorized agencies, physicians, employers, schools and/or insurance companies and further assign any and all applicable insurance benefits to AGM Physical Therapy, LLC and personally guarantee payment for services not covered by my insurance. If applicable, I understand and agree that my copay is due at the time of service.

	Signature 1                                                                               Date

	Signature 2                                                                                       Date

	Signature 3                                                                                       Date


