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REGISTRATION FORM

Prescribing Physician________________________
Patient/Child Information:

Child’s Name________________________________

Date of Birth___________  


Address___________________________________



City___________________ State_____ Zip_______

Sex   _____male    _____female

Primary Contact Phone #__________________________ email _____________________________

Parent/Responsible Party

	(  )lives with child      Parent Name__________________

Address: (   )same as child
______________________________________

______________________________________

Phone:__________________________ H W C
DL#:___________________________________

Date of Birth:____________________________________
	(  )lives with child      Parent Name__________________

Address: (   )same as child
______________________________________

______________________________________

Phone:__________________________ H W C
DL#:___________________________________

Date of Birth:____________________________________

	Insurance     (  )primary     

Employer________________________________

Insurance Co______________________________

  Address________________________________

            ________________________________

  Phone_________________________________

Policy #_______________  Group#____________

Relationship to patient________________________
	Person attending therapy with child if not parent: 

Name:________________________________________

Relationship: __________________________________
_____________________________________________
Phone: _______________________________________

_____________________________________________


Emergency Contact (other than parent)
Whom may we thank for the referral?
___________________________________              ___________________________________
___________________________________              ___________________________________        ___________________________________
___________________________________
AUTHORIZATION TO PAY THERAPEDIA

I authorize Therapedia, LLC to release my health care or other information pertinent to my case to any insurance company, adjuster, or attorney involved in the case for processing claims and securing payment of benefits. 
_____________________________________________
____________________________________

Signature of Responsible Party
Date

