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PHYSICAL THERAPY,P.C.




30 EAST 60TH STREET SUITE 1205 NEW YORK, NY 10022
55 BROADWAY SUITE 201 NEW YORK, NY 10006
New Patient Registration & Personal Information
First/Last Name: _____________________________________________________________________________________
Address: ____________________________________________________________________ Apt.: __________________

City: ____________________________________________ State: __________________ Zip Code: _________________

Home#: _____________________________ Work: ___________________________ Cell: _________________________

E-mail: _________________________________________ Referring Physician: __________________________________

Social Security: ___________________________________________   Marital Status: ________ Married  _______  Single

Sex: ___ Male ___ Female   Date of Birth: _______________________ Referred By: _______________________________

Emergency contact: _________________________ Phone: ______________________ Relationship: ___________________

Insurance Information:
Name of Insured: ________________________________________ Policy #: ______________________________________
Insurance Carrier: _______________________________________ Phone: ________________________________________

Relationship of Insure: _____ Self  _____ Spouse  _____ Child/Financial Dependent

Employment Information:
Employer: ___________________________________________________________________________________________

Address: _____________________________________________________________________________________________

Credit Card on File:
In order to expedite your billing, we offer a credit card on file option for payment of all fees, deductibles, co-payments, insurance reimbursements paid to the patient and co-insurances. If you receive payments by insurance and we verify payments, you authorize Spring Forward Physical Therapy to charge the credit card on file for insurance monies received. Your card will be billed monthly and you will receive a paid statement and your credit card receipts.
Card Type:    Visa      Mastercard


    ** Security Code: __________________________________

Card #: _________________________________________________________ Exp.: ____________________________

Patient Signature: __________________________________________________  Date: __________________________

