	
	Hand Therapy Specialists, Inc.
	Account No.



Patient Information                    PLEASE PRINT –FILL ALL AREAS
	First Name
	Middle Initial
	Last Name
	Date of Birth
	Sex

 Male Female

	Social Security Number


	Home Phone Number

(        )
	Work Phone Number

(        )
	Cell Phone Number  

(        )

	Home Address
	
	City
	State
	Zip

	Email Address
	
	Marital Status &
Spouse Name if Married:

	Employer Name
	
	Occupation

	Employer Address
	
	

	Referring Physician
	Referring Physician Address
	
	Referring Physician Phone Number 

	Emergency Contact Name (Friend or Relative)
	Relationship
	Phone Number

(         )


Primary Insurance Policy Holder:  Insurance info and copy of insurance card needed to file for benefits.
	Subscriber/Policy Holder’s Name
	Relationship to Subscriber/Policy Holder
	Social Security Number of Subscriber/PolicyHolder

	Primary Insurance Company 
	Sex of Policy Holder Male  Female
	 Co-Pay
	Birthdate of Policy Holder
	Effective Date

	Subscriber/Policy Holder’s Address
	Home Phone
	Cell Phone
	Work Phone

	Subscriber/Policy Holder’s Employer
	Employer Plan?   Yes   No 
	Identification/Policy Number

	Insurance Address
	Insurance Network
	Group Number

	City
	State
	Zip
	Insurance Phone Number for Eligibility/Verification


Secondary Insurance Policy Holder:  
	Subscriber/Policy Holder’s Name


	Relationship to Subscriber/Policy Holder
	Social Security Number of Subscriber/Policy Holder 

	Secondary Insurance Company 
	Sex of Policy Holder

MaleFemale
	Co-Pay
	Birthdate of Policy Holder
	Effective Date

	Subscriber/Policy Holder’s Address
	Home Phone
	Cell Phone
	Work Phone

	Subscriber/Policy Holder’s Employer
	Employer Plan?   Yes   No 
	Identification/Policy Number

	Insurance Address
	Insurance Network 
	Group Number

	City
	State
	Zip
	Insurance Phone Number for Eligibility/Verification



I certify that the information I have reported above is correct and that as the Patient/Parent/Guardian/Guarantor I will inform Hand Therapy Specialists, Inc. immediately of any change in insurance coverage and/or benefits and/or change of personal information and that I have read, understand and fully accept the Conditions of Registration on the back of this document.
______________________________________    ____________________________________   ______________
                  Signature of Patient/Parent/Guardian/Guarantor      

                                      Print Name
                                                     Date
 New  Patient  


 Existing/Update 





PATIENT REGISTRATION FORM








Married   Unmarried   Divorced   Widowed





PAYMENT IS DUE AT TIME OF SERVICE








