
§OU丁聞C田Y P聞YS且CAし丁HERAPY

443 Grand Avenue

Sou†h San Francisco, CA　94080

PATIENT REGISTRA丁!ON FORM

(P)650-588-9668

( F) 650-588-3230

中en†.sname‥　　　　　　　　　　M。rF　Da†e。冊h‥ 

Pa†ien†’s address: Stree†

EmpIoyer:　　　　□　JnempIoyed　□　Re†ired

Wo「k Address:　　Street

Emaii address:

SS no:

Home phone:

Work phone:

CelI phone:

Physician:

Physician

Phone #:

insured’s lnformation if other than patient:

Address:

Empioyer:　　　　ロ　Unemployed　□　Re†i「ed

Wo「k Address:　　Stree†

Da†e of b而h:

SS no:

Home phone:

Work phone:

ReIa†ionship:

lnjurylnforma†ion �口workrela†ed　　　口　o†herinjury 

Da†e of onse†:　　　　　　　　　　　　　　　　　□ Au†oacciden†

Da†e of Surgery:　　　　　　　　　　　　　　　　　　　ロT。lrd par†y liab冊y

ロ　Nospecitieinjury

Primary ln§:

Address:

Potien†ls primary insurance is †hrough:

ロ　se昔　口Spouse　□Fa†he「 □　Mo†her　ロ　○†her

ID no:

G「oup no:

Phone no:

Secondary lns:

Address:

Pa†ien†“s Secondary insurance is †h「ough:

□　self　口Spouse　ロFa†he「ロ　Mo†her　ロ　O†her

iD no:

Group no:

Phone no:

Fo「 o綿ceしISe Onlヽ PTPN?　Yes No



PAYMENT POL!CY: Paymen口s due a† †he †ime of ser>ice, We w川accep† cash, PerSOnaI check,

Visa′ Mas†erCard, and Disco>ery Cards. As a cour†esy, Sou†h C汗y Physical Therapy w用biIi your

insurance carrier for services rendered. You are responsibIe for ali c○○Paymen†s, yOUr deduc†ibIe

and any amoun†s de†ermined by your insurance pIan, aS nO† deemed medically necessary. C○○

Paymen†s and any amoun†s es†ima†ed by †he s†aff a† Sou†h City Physicai Therapy †o be non-

COVedred by your insurance company are †o be paid a† †he time of service. Pa†ien†s shouid

remember†ha† services rendered by ours†aff are rendered †○ †he pa†ien† and no† †o †he insurance

Carrier. The pa†ien† is responsibIe for paymen† of aII charges, Any ou†s†anding charges wiii be biiied

†oyou on a mon†hly basis. Paymen口n fu旧s expec†ed w冊in †h而y days of b冊ng. A handthg charge

may be added †o accoun†s o>er†hir†y days. I have provided curren† and correc† insurance informa-

†ion.

We value yoリノOUr Pa†ien†, and wili c〇両nue‘†o provide you w冊†he bes† physicai †herapy possibie.

Should you have any questions regarding †he above Paymen† P01icy, PIease con†ac† our B帖ng

Ser>ice.

Pa†ien†, Insu「ed, Or Au†horized Agen†ls Signa†ure

CONSENT FOR TREATMENT: l consen† †o have †he s†aff a† Sou†h Ci†y Physical Therapy pro>ide †he

†「ea†men† and care recommended by my physician(S). l unders†and †his consen† may be revoked

bymea†any†ime.

Pa†ien†, lnsured, Or Au†ho「ized Agen†●s Signa†ure

ASSiGNMENT OF MEDICAしBENEFiTS: l hereby au†horize paymen† of medical benefi†s †o Sou†h

Ci†y Physicai Therapy for medical services rendered.

Pa†ien†, lnsu「ed, Or Au†horized Agen†●s Signa†u「e

AUTHORIZATiON TO RELEASE MEDICAL RECORDS AND INFORMAT音ON:川ereby au†horize †he

release of any medicai records and information言ncIuding s†a†emen†s of my accoun† per†inen† †○

†his injury or i‖ness, Which are necessary †o process †his claim.

BROKEN APPO音NTMENT P〇日CY: l agree †o no†ify Sou†h Ci†y Physical Therapy w冊adequa†e

no†ice for any appoin†men† †ha† l wan† †o cance上　Adequa†e advance no†ice is 24 hours.

inadequa†e no†ice wi!i re§Ui† in a †h帥y five dohar (?35.00) broken appo冊ment charge. 1 unders†and

†ha口nsurances do no† pay for broken appo而men† charges and †ha† l w川be bi‖ed direc†iy for any

appoin†men† charge †ha† =ncur. l acknowledge †he informa†ion川a>e PrOVided is †rue and correc†

and fully unders†and ali o=he above information,

SOJTH CI丁Y PHYSiCAL THERAPY


