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PATIENT REGISTRATION FORM 
 

 

PATIENT INFORMATION 

 

 

PATIENT NAME: _____________________________________________________________________________________________________  

LAST    FIRST   MI  

DATE OF BIRTH: _______-_______-_______       SEX:  ( M   F )     

       MO         DAY       YR 

ADDRESS: ________________________________________________________CITY: ___________________ STATE: _______ ZIP: _________ 

 

DAY PHONE: (______)____________________ EVE PHONE: (______)____________________CELL PHONE: (______)___________________ 

 
REFERRING PHYSICIAN: ________________________________ PRIMARY CARE PHYSICIAN: ____________________________________ 

 

REFERRING PHYSICIAN PHONE: (______)_________________ PRIMARY CARE PHYSICIAN PHONE: (_______)_____________________ 

 

 

RESPONSIBLE PARTY        (PARENT/LEGAL GUARDIAN OR SELF) 

 

 

NAME: ______________________________________________________________________ SEX:  ( M  F )  MARITAL STATUS:___________ 

              LAST    FIRST            MI 

DATE OF BIRTH: _______-_______-_______     RELATION TO PATIENT: _______________________________ 

       MO         DAY       YR 

ADDRESS: ________________________________________________________CITY: ___________________ STATE: _______ ZIP: _________ 

 

DAY PHONE: (______)____________________ EVE PHONE: (______)____________________CELL PHONE: (______)___________________ 

 
EMAIL ADDRESS: ________________________________  

 

 

INSURANCE 

 

PRIMARY INSURANCE: ______________________________________POLICY NUMBERS: ________________________________________ 
          (ID#)                            (GROUP/PLAN #) 

POLICY HOLDER: ___________________________________________________________ EMPLOYER: _______________________________ 

  LAST    FIRST              MI 

DATE OF BIRTH: _______-_______-_______         RELATION TO PATIENT: _______________________________ 

       MO         DAY       YR 

INSURANCE PHONE: (______)____________________ __________________ 

 

 

SECONDARY INSURANCE: ___________________________________POLICY NUMBERS: ________________________________________ 
          (ID#)                            (GROUP/PLAN #) 

POLICY HOLDER: ___________________________________________________________ EMPLOYER: _______________________________ 

  LAST    FIRST   MI 

DATE OF BIRTH: _______-_______-_______         RELATION TO PATIENT: _______________________________ 

       MO         DAY       YR 

INSURANCE PHONE: (______)____________________ __________________ 

 

MINNESOTA MA: ____YES____NO  ID#___________________________________  COUNTY WAIVER FUNDS_________________ 

 

WISCONSIN MA: ____YES____NO  ID#___________________________________  COUNTY WAIVER FUNDS_________________ 

 

 

Providing services in: 

Physical Therapy 

Occupational Therapy 

Speech/Language Pathology 

Aquatic Therapy 

             Special Therapy Programs 


