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Atlantic Rehab Physical Therapy 
Patient Registration Form  

** THESE FORMS ARE FRONT AND BACK ** 
** Please be sure to fill out all forms COMPLETELY before returning to front desk ** 

 
Name: Last _______________________________ First_____________________________ MI______________ 
Address ___________________________________________________________________________________ 
City, State, Zip ______________________________________________________________________________ 
Home Phone __________________________________Cell Phone ____________________________________ 
Social Security Number __________________________________ 
Date of Birth ___________________________    Age: __________ 
Email Address ______________________________________________________________________________ 
Employed:  FT   PT   R   N/A            Marital Status:  M   S   D   W     Student:  FT   PT   N/A 
Referring Physician ________________________________________ Phone ____________________________ 
Primary Care Physician _____________________________________ Phone ____________________________ 
Contact of Emergency ______________________________Number___________________________________ 
 
How did you hear about us? (Please check one) Doctor____ Insurance____ Self ____ Website____ Friend (Who) ________________ 
 
Treatment for your current chief complaint have included: (Circle all that apply)      

Physical Therapy  Chiropractic Care  Pain Management Mechanical Traction Massage 

Injection s  Aquatic Therapy  Brace/Tape  Surgical Intervention Personal Training 

Athletic Training  No treatment received yet  Other:_______________ 

 
HEALTH INSURANCE INFORMATION 

 
Primary Insurance _____________________________________Member number _______________________________  
Group#:_________________________           Who is the primary account holder: Self       Spouse Parent   
    
Secondary Insurance __________________________________Member number ________________________________  
Group#:_________________________           Who is the primary account holder: Self       Spouse Parent   

 
Information on Insurance Policy Holder (If other than self) 

Name: Last _______________________________ First_____________________________ MI______________ 
Social Security Number _____________________________ Date of Birth ______________________________ 
Address _________________________________________ City/State/Zip ______________________________ 

 
 

Insurance Benefit Information: _________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 
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Under Medicare and the Maryland practice act we are required to obtain a complete medical 
history on all patients. This information is protected under HIPAA laws. Please answer all 

questions to the best of your ability. 

Hand Dominance:  R   /   L  Height: ____________ Weight: _____________  

If accident, circle place where occurred: Home Auto Work Sports Other    

Have you had any recent falls in the past year? _______________________ Were you injured? _________________  

Next Doctor’s Visits ____/____/_____ Occupation: _____________________ Current Work Status: ___________  

Do you have any lifting restrictions? Y  /  N  

What is the reason for your visits today? _____________________________________________________________ 

Briefly describe how your problem began: ____________________________________________________________ 

What goals would you like to achieve through therapy? _____________________________________________________ 

Date of onset/injury: ____/____/____ Date of surgery: ____/____/____ Type of Surgery: _________________________ 

Have any diagnostic tests have been performed for this problem? (Circle all that apply) 

X- Rays       Bone Scan    Doppler Ultrasound   MRI EMG     CT Scan      Bloodwork    Other: __________________ 

Have you had similar symptoms in the past?    Y  /  N    Have you received Home Health PT prior to coming here?   Y  /  N 

Please check if you have or have had any of the following conditions: 
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Please select which area of the body you are coming in for: 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Please circle any that you may have/wear:     Glasses Contacts     Dentures     Pacemaker     Metal Implant     Hearing Aides  

List all previous surgeries and dates: ________________________________________________________________ 

_________________________________________________________________________________________________ 

 

Describe what type of pain/discomfort you feel related to your injury. 
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What worsens your symptoms?  
 
 
 
 
 
What relieves your symptoms?  
 
 
 
List all medications/supplements/vitamins/OTC (over the counter) you currently take including dosage 
and frequency. This MUST be a completed before your evaluation: 
Name: _____________________________ Frequency: _________________________ Dose: _____________ 
Name: _____________________________ Frequency: _________________________ Dose: _____________ 
Name: _____________________________ Frequency: _________________________ Dose: _____________ 
Name: _____________________________ Frequency: _________________________ Dose: _____________ 
Name: _____________________________ Frequency: _________________________ Dose: _____________ 
Name: _____________________________ Frequency: _________________________ Dose: _____________ 
Name: _____________________________ Frequency: _________________________ Dose: _____________ 
Name: _____________________________ Frequency: _________________________ Dose: _____________ 
 
List all allergies that you may have: __________________________________________________________________ 
_________________________________________________________________________________________________ 

 

 

 

 



Atlantic Rehab Physical Therapy 
OFFICE POLICIES 

 
 

CONSENT FOR CARE AND TREATMENT 
I, the undersigned, do here by agree and give my consent for Atlantic Rehab, Inc to furnish medical care and treatment to 
(print name here) ___________________________________ considered necessary and proper in diagnosing or treating 
his/her condition. 
 
Patient Signature: _________________________________________ Date: ___________________________ 
 

BENEFIT ASSIGNMENT/RELEASE OF INFORMATION 
I hereby assign all medical benefits to which I am entitled, including private insurance and/or any other health plans to 
Atlantic Rehab, Inc. If my current policy prohibits direct payment to the provider, I hereby also instruct and direct my 
insurance company to make the check out to me and mail to: 5 Crain Hwy., suite 103 Glen Burnie, MD 21061. I authorize 
Atlantic Rehab, Inc to deposit checks received on patient’s account when made out to the patient. I hereby authorize said 
assignee to release all information necessary, including Medical Records, to secure payment. A photocopy of this 
assignment shall be considered as effective and valid as the original. I authorize Atlantic Rehab, Inc to initiate a complaint 
to the Insurance Commissioner for any reason on my behalf. 
 
Patient Signature: _________________________________________ Date: ___________________________ 
 

SCHEDULING AND CANCELLATION POLICY 
Office Appointments are scheduled for your convenience, to minimize waiting and to enable you to incorporate these 
appointments into your schedule. Not showing up for scheduled appointments without prior notice is unfair to other patients 
who are waiting for appointments. Therefore, if you are unable to keep a scheduled appointment, we require 24 hour notice 
for canceling appointments. Failure to give notice will result in a $25.00 charge for missed office visits. This fee is due prior 
to your next visit. 
 
Patient Signature: _________________________________________ Date: ___________________________ 
 

FINANCIAL POLICY 
1. All referrals, co-pays and balances owed on account must be given to the secretary when you sign in at the front desk 
for your appointment. Failure to provide a referral when your insurance requires one will result in rescheduling of your 
appointment. Keeping your referral updated is the patient’s responsibility. 
2. Returned checks will be assessed a $25.00 cash fee. 
3. Patient balances are payable within 30 days of receipt of the bill. A 1.8% monthly interest fee will be assessed for all 
outstanding balances. Balances that remain outstanding beyond 90 days unless payment arrangements are made will be 
sent to collections. 
4. We accept VISA and MASTERCARD, CHECKS, MONEY ORDERS, AND CASH. 
5. I understand, I am responsible for any balance not covered by or allowed by my insurance.  
 
Patient Signature: _________________________________________ Date: ___________________________ 
 

HIPPA POLICY ACKNOWLEDGEMENT 
I have reviewed this practices’ Notice of Privacy Practice written in plain language. The notice provides in detail the uses 
and disclosures of my protected health information that may be made by this practice, my individual right, how I may 
exercise these rights, and the practices legal duties with respect to my information. I understand that this practice reserves 
the right to change the terms of its Notice of Privacy Practices, and to make changes regarding all protected health 
information resident at, or controlled by this practice. A copy is available upon my request of the Notice of Privacy Practices 
for my records. 
 
I, hereby acknowledge and understand receipt of the information regarding my obligations as a patient. 
 
Patient Signature: _________________________________________ Date: ___________________________ 
Relationship to patient (if signed by personal representative of patient) _____________________________________ 

 


