
AIR Physical Therapy 
Patient Registration Form 

*Please Print 
 
Name: ______________________________________________________________________________________       
                            First                                  Middle                                   Last 
 
Address: ____________________________________________________________________________________ 
 
City: _____________________________________________          State:_____         Zip Code :______________ 
 
Home Phone: _______________________        Business Phone:____________________     Ext.:____________ 
 
Birthdate: _________   Age: ____   Sex: M___F___   Emergency contact name:  ______________________ 
                                                                                                                      phone: ____________________ 
Employer: _______________________________  Phone: ________________   Retired?: Y__ N__   Year ______ 
 
 
Insurance Policy Holder Information (IF YOU ARE NOT THE POLICY HOLDER) 
                                                                   (Including Medicare Supplement Policies) 
     
Name in which policy is held: _______________________________ Relationship to Pt.: ___________ 
 
Address: (if different from yours) _______________________________________________________ 
 
City: _____________________________   State: ____ Zip Code: ________  Phone: ______________  
 
Date of Birth of policy holder: _________    Employer: ______________________________________  
 
 
If this is a Worker’s Compensation Injury 
 
Date of Injury:           _                                                        Claim #: _______________________________ 
 
Employed: Full Time: ___   Part Time: ___   Employer:______________________________________________ 
                                                                          Employer Address: ______________________________________         
Occupation: _________________________                                      ______________________________________                    
                    _________________________    Employer Phone: _________________      Ext. ________________ 
 
W.C. Insurance Co.    Name: _____________________________________________________________ 
                                   Address: ____________________________________________________________ 
                                   Name of contact: _______________________ Phone: ______________ Ext: _____ 
 
 
If this is an Auto Accident Injury       Date of accident: __________   
 
Policyholder’s Name: __________________________ Claim #: ___________________________        
 
Insurance Company Name: ________________________________________________________ 
                                Address: _______________________________________________________ 
                                Name of Contact/Adjustor: __________________ Phone: _____________ Ext: _____ 
                                 



How did you hear about AIR Physical Therapy?  (Please check all that apply) 
 
Newspaper  _____   Physician         _____  Internet  _____ 
Family/Friend _____   Church Bulletin     _____  TV  _____ 
Billboard _____   Phonebook        _____  Radio  _____ 
Home Health _____   Gym                    _____                   Other               _____ 
 
************************************************************************************* 
 

Authorization and Assignment 
 
The person signing this registration form understands that he/she is ultimately responsible for payment of 
the medical services rendered by the therapists.  
 
I hereby authorize AIR Physical Therapy to release medical & financial information to my insurance 
companies, referring doctors and my attorney.   
 
Signature: ___________________________________________   Date: __________________ 
 
I  hereby  assign payment  directly to AIR Physical Therapy for medical services rendered to myself or 
my dependent, otherwise payable to me.   
 
Signature: __________________________________________     Date: __________________ 
 

*** Medicare Patients ONLY *** 
 
I request all authorized Medicare & Medigap payments be made on my behalf to AIR Physical Therapy 
for services rendered to me.  I also authorize release of any information to my Medicare or Medigap 
insurer and their agents needed to determine payable benefits for services rendered.  
 
Signature: ________________________________________          Date: ___________________ 
 
 
Attn: All Medicare patients:   Beginning January 1, 2008 Medicare has reapplied a “Therapy 
Cap” for outpatient physical therapy & speech therapy combined.  The combined dollar amount 
covered is $1810 of the amount Medicare pays out (not the amount billed).  This limit is included in 
the yearly $135 deductible applied to all Medicare beneficiaries.   This cap is applied to outpatient 
therapy provided by physical & speech therapists in private practice.  There is no cap applied to 
services furnished by an outpatient hospital department.  If you have further questions, we can supply 
you with more detailed information or you can call 1-800-Medicare.     Thank you. 
 
I have been informed of the above by AIR Physical Therapy. 
 
Patient Signature:  __________________________________     Date:   _____________________ 
 
************************************************************************************* 
 
 
                     Thank you for choosing AIR Physical Therapy for your physical therapy needs.    
                       We strive to ensure your experience is as pleasant and productive as possible.                                 


