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Patient Information Form

Medicare

Name: 




 Date of Birth: 

 Sex: ( M  ( F  Occupation: 




Address: 






 City, State, Zip: 






Social Security #: 


 Phone: (___)



    Marital Status: ( M   ( S   (Other

Spouse’s Name: ______________________________ Referring Physician: 








Date of Injury: _______ Date of Surgery ________ Health Problems: 






















Employer Name, Address, & Phone:



























Person responsible for payment of treatment: 



 Relationship: 



 
Medicare #: 













Subscriber / Policy Holder: 




 Policy Holder DOB: 




 
Secondary Insurance: _______________________________________Policy Holder: __________________________  Policy Holder DOB:_______________ 
Subscriber (Policy) ID: ______________________________________


Were you previously treated for this injury? ( Yes   ( No. If yes: Date: 

 By Whom: 




Emergency Contact: 


 Day phone: (     )

 Alternate Phone: (     )




Statement to Authorize Payment of Medicare Benefits

I certify that the information given by me in applying for payment under Title XVIII of the Social Security Act is correct.  I authorize any holder of medical information about me to release to the Social Security Administration, or its carriers, any information required to process my Medicare claims.

I request that payment under the Medical Insurance Program be made to Huson Physical Therapy directly for services provided to me during the period prescribed by the referring physician.  

I assume financial responsibility for all professional services rendered that are not covered by Medicare.

Signature: 








 Date: 






                      (The above signature serves as the Signature On File for Medicare Benefits)
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