
Amber Hill Physical Therapy
Registration Form

Patient Name _______________________________________ Date of Birth ________________ Age _________

Address____________________________________________ Social Security Number ____________________

City, State, Zip _____________________________________ Home Phone (___)__________________________

Employer ______________________________________ Work Phone (___)________________________

Email address___________________________________ Cell Phone (____)________________________

Emergency Contact _________________________________ Emergency Phone (___)_____________________

Referring Physician _________________________________ Doctor’s Phone (___)_______________________

Primary Care Physician ___________________________ PCP Phone (___) ________________________

Diagnosis__________________________________________ Date of Onset/Injury _______________________

Have you had prior therapy? �No   �Yes   For what condition? _________________________________________

Is this problem related to a motor vehicle accident or work related injury? �No   �Yes

If you answered yes to the above, please complete the following insurance information:

   PIP or Worker’s Compensation Carrier _____________________________ Phone (___)_____________________

   Adjustor’s Name __________________________________ Claim Number ________________________________

   Claims Address ___________________________________ City, State, Zip ________________________________

Insurance Information

Primary Insurance_______________________________ Policy Number_____________________________

Policy Holder___________________________________ Policy Holder’s SSN_________________________

Policy Holder’s Date of Birth_______________________

Secondary Insurance______________________________ Policy Number_____________________________

Policy Holder___________________________________ Policy Holder’s SSN_________________________

Policy Holder’s Date of Birth_______________________

Guarantor Information (Please complete if patient is under 18.)

Guarantor Name_________________________________ Guarantor Phone (____)______________________

Address____________________________________________________________________________

Guarantor’s SSN__________________________________


