Patient Registration \
therapy mmacstars

Patient Info: education » healing » health
Your Full Name: DOB: Gerder: M F
Mailing Address: City: State: ZIP:
HomePhone: ( ) Altermative: ( )

Email Address:

Emergency ContactPersn: Phone: ( )

My conditionisrelatedto: ! Work I Auto Accidert ! Other:

Sceial Secuity #: Marital Status:

Occupation: Work Status: ! Currertly Employed ! Studernt ! Retred ! Disaded
Employer Name: Employer Address:

Employer Phone: ( )

How did you hea about us?

Medical History:
Plea® checkany boxesthatapply to your heath history to help us ensure your safety with treamert:

I Osteqporosis I Diabetes I HeartAttack

I Osteqpenia I Asthma I High Blood Pressure
I SeizuredStroke I Bleedng Disorder I Cheg Pain/ Angina
I Carcer I Blood Clot I Other:

Sugical History:

Pleas list any medcatonsyou are currertly taking:

Payment Info:
NON-CASH Payers:
I | have insurance and would like you to deal directy with them. | will assign my berefits over to you.
I | wasinjuredon the job and my emgoyerOsnsurance will be paying the bills.

Theinsurance compary is: Claim #:
I | wasinjuredin acar accidert.
Theinsurance compary is: Claim #:
CASH Payers

I | am paying out of pocketfor services Please give mea30% discount.

I | have insurance but wart the 30% discount by paying up front. (Good if you have a high deductible)

I | have anattorney but wart the 30% discount by paying up front. 10l get reimbursed after my ca® settles

| consent to be evaluated and treated and realize that | have the right to refuse any procedure after having the risks and benefits explained
to me. | aso understand that | am responsible for all copays, deductibles, and portions of my bill not covered by my insurance company or
denied by Workman@ Compensation. | certify that | and/or my dependents have insurance as stated above, and assign benefits directly to
Therapy Masters, LLC.

Signature of Patient or Guardian: Date:



