
 
Date:                   
Patient’s Name:                                                       (Mr./Mrs./ Miss./Ms.) 
     First                          MI                 Last 

Sex: M F Birth date: _____/_____/_____   SS#:                         

Mailing  Address:                                       Apt/Suite      

City:                           State:      Zip:        

Phone (hm):           School Affiliation:            

Employer:           Phone (wk):         

Have you ever been seen at any Tidewater Physical Therapy , Inc. location before?                 Yes              No 

If yes, in what year(s) where you seen?      Email address (optional):       

Occupation:         Current Work Status:  Not Working   Full Duty   Modified Duty 

Spouse (or, if under 18- Guarantor):              

SS#:            Phone (hm):         

Address ( if different):           State:      Zip:                             

Employer:           Phone (wk):         

Accident related:  Yes No     If yes, Date of Injury:  _____/_____/_____ Auto       Work Other 

Workers Comp. Contact Name:       Phone #:                                            

If Attorney Involved, Name:               

Is this surgery related:  Yes              No              If yes, date of surgery: _____/_____/_____ 

Are you currently receiving any home health services?         Yes              No 

If yes, indicate the home health agency             

Are you currently a resident of a skilled nursing facility?     Yes              No     

If yes, indicate the facility                                                       

Have you received Physical, Occupational or Speech Therapy and/or Chiropractic care within the last 12 months?       Yes       No     

If yes, indicate the provider(s) of service                           

Primary Ins.:          

Subscriber:          

Subscriber ID#:                        

Group #:          

Sex:     M  F         DOB (Required)  _____/_____/_____ 

SS#:           

Secondary Ins.:                            

Subscriber:         

Subscriber ID #:                       

Group #:         

Sex:     M         F  DOB (Required)  ____/____/____  

 SS#:           

Referring Doctor:          Phone:         

Family Doctor:          Phone:                        
 
Medical History:    Heart Disease    Diabetes     Pacemaker     Hypertension      
     Seizures      Fainting     Asthma     Pregnant 
Comments:                 

Emergency Contact Name:                      Phone:                                          Revised 04/08        

 

Tidewater Physical Therapy, Inc. is an Equal Opportunity Facility.  No person shall on the grounds of race, color, national origin, handicap or 
age, be excluded from participation in, be denied benefits of, otherwise be subjected to discrimination in the provision of any care or services 
rendered at our facilities. 

PATIENT INFORMATION 



    

          Medication List 
 
Using a medication list will promote patient safety, and improve communication between the patient and the therapist. 
 
Please list all medications (including prescription, over-the-counter, herbals, and vitamin/mineral/nutritional 
supplements) that you may be taking routinely and/or on an as needed basis. 
 

Name of Medication Dose 
 

Frequency 
 

   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   

 



     
 
 

It is the policy of Tidewater Physical Therapy, Inc., to file insurance claims as a 
courtesy to the patient.  The financial responsibility for services rendered rests solely 
with the patient/guarantor.  The agreement of the insurance company to pay for medical 
care is a contract between the patient and the insurance company.  Verification of your 
insurance coverage is not a guarantee of benefits.  Benefits will be determined by 
your insurance carrier at the time a claim is submitted and acknowledged.  It is the 
patient/guarantors responsibility to pay for any non-covered services, deductibles, 
co-payments or any other balance not paid by the insurance company.  According to 
Virginia Code 6.1 - 330.77:1, a late charge of .33% per month (3.96% per annum) will be 
added to any account balance over 90 days past due. 

 
Assignment of Benefits 

I assign all benefits to Tidewater Physical Therapy, Inc., and I authorize the 
release of records to any agency involved in the payment of treatment for the patient 
named below.  I understand in the event that collection is necessary, I am responsible for 
all collection fees  and attorney fees if my account is referred to an attorney. 

 
Consent to Release Information 
 I hereby authorize Tidewater Physical Therapy, Inc. permission to discuss my 
financial account with the following individuals other than myself: 
 
____________________________  ________________________ 
Name   Relationship   Name   Relationship 
 

Patient and/or Guarantor’s Signature         
(If patient is under 18 years of age, the signature of a parent or guardian is required.) 
    
Patient Name (Please Print)            
 
Date        
 

          P02  9/08 
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