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PATIENT INFORMATION
FIRST NAME___________________________ MI _______________ LAST NAME _____________________________________

ADDRESS___________________________________CITY_____________________STATE________ZIPCODE______________
HOME PHONE (___)_____________________  WORK PHONE (___)__________________    SEX   ____Male       ___Female
BIRTHDATE ____/_____/_____
                 MARITAL STATUS  ___Married ___Single ___Divorced ___Widowed ___Separated

SOCIAL SECURITY # __ __ __ - __ __ - __ __ __ __

IF STUDENT, WHERE ___________________________________

EMPLOYER ________________________________________________  DEPT. _______________________________________

RESPONSIBLE PARTY INFORMATION
NAME OF PARENT/GUARDIAN/RESPONSIBLE PARTY __________________________________________________________
ADDRESS___________________________________CITY_____________________STATE________ZIPCODE______________
HOME PHONE (___)___________      EMPLOYER ___________________________ _____WORK PHONE (___)_____________    
SOCIAL SECURITY # __ __ __ - __ __ - __ __ __ __  IN CASE OF EMERGENCY PLEASE CONTACT______________________

RELATIONSHIP TO PATIENT _________________________________________ DAY PHONE (___)___________  EXT. ______

INSURANCE INFORMATION

IF WORKERS COMPENSATION:

WAS INJURY WORK RELATED?  ___YES ___NO         IF YES, SEND BILL TO:  ___ EMPLOYER AS LISTED ABOVE        -OR -           ___ EMPLOYER’S WORK COMP CARRIER
BILL TO: _________________________________________________________________________________________________

ADDRESS___________________________________CITY_____________________STATE________ZIPCODE______________
PHONE (___)______________ CLAIM NUMBER _____________________ WORK COMP APPROVED BY __________________

IF NOT WORK RELATED:
PRIMARY INSURANCE ____________________________
SECONDARY INSURANCE _______________________________
INSURED _______________________________________
INSURED _____________________________________________

ID NUMBER _____________________________________  
ID NUMBER ___________________________________________
GROUP NUMBER ________________________________
GROUP NUMBER ______________________________________

TELEPHONE (___)________________________________
TELEPHONE (___)______________________________________

MANY INSURANCE COMPANIES REQUIRE AN AUTHORIZATION IN ORDER TO RECEIVE MAXIMUM COVERAGE. DOES YOUR INSURANCE COMPANY REQUIRE AUTHORIZATION? ___YES  ___NO
SHOULD THE PATIENT FAIL TO OBTAIN THE INTIAL AUTHORIZATION PRIOR TO TREATMENT, THE PATIENT WILL BE HELD RESPONSIBLE FOR PAYMENT.

PATIENT SIGNATURE _______________________________________________________ DATE __________________________

MEDICAL SERVICES CONTRACT

I hereby authorize Lawrence Rehabilitation Specialists, Inc to render medical services to myself (or child) and to release any information regarding my medical history, diagnosis, and treatment of myself (or child) to my insurance company regarding my claims for benefits. I authorize payment directly to Lawrence Rehabilitation Specialist, Inc. for the benefit otherwise payable to me under the terms of my insurance. Lawrence Rehabilitation Specialists, Inc. will file for insurance coverage; however, if the insurance company payments are not timely, it is my responsibility to pay Lawrence Rehabilitation Specialists, Inc. and pursue any recovery with the insurance carrier. I understand that I am financially responsible for all the charges arising for the treatment of the patient named here. If this contract is referred to an attorney or collection agency for collection, I agree to pay all attorney or collection fees in the amount of twenty-five (25%) of the total indebtedness and court cost incurred by Lawrence Rehabilitation Specialists, Inc.  If this indebtedness is not paid in full within sixty days, I agree to pay a service charge of one and one-half percent (1 ½%) per month, eighteen percent (18%) per annum.
DATE ________________________________ PATIENT’S NAME _____________________________________________________
SIGNATURE OF RESPONSIBLE PARTY (PARENT OR GUARDIAN IF PATIENT IS A MINOR) _________________________________________
