
PROGRESSIVE PHYSICAL THERAPY CENTER  

REGISTRATION FORM 
DATE:    

 
PATIENT NAME:              LAST                                                              FIRST                                                                                     MIDDLE 

ADDRESS:                                          CITY:                                             STATE:                                                ZIP: 

HOME PHONE#:                                                            WORK#:                                                           CELL PHONE#:                                                                        

E-MAIL ADDRESS:                                                                                                                                        SOC. SEC. NO. : 

AGE:              BIRTHDATE:        /      /          SEX: (      ) MALE (     ) FEMALE          MARITAL STATUS:   (    )S     (    )M    (     )W  

       

EMPLOYER NAME:                                                     POSITION:                                       DRIVER’S LICENSE STATE/ NUMBER: 

EMPLOYER ADDRESS: 

REFERRING DOCTOR:                                               PHONE #:                                    EMERGENCY CONTACT:                          PHONE#: 

 

PERSONAL INJURY CASE? (     ) YES   (     ) NO   NOT APPLICABLE (     )              
AUTO ACCIDENT (     ) YES  (     ) NO OTHER: ______________          DATE OF INJURY:         /         /                                                              

LOCATION: (      ) MD (       ) DC (       ) VA       OTHER:  

ATTORNEY’S NAME:                                                                                                                                          PHONE#: 

ATTORNEY’S ADDRESS 

 

 

IS THIS A WORKMEN’S COMPENSATION CASE? (     ) YES   (     ) NO          NOT APPLICABLE (       )    

WORKMEN’S COMP. INS. CO#:                                                    CASE/CLAIM#:                            CLAIM AGENT:                                  PHONE#: 

ADDRESS OF INS. CO:  

 

                                                                                 AUTO INSURANCE        NOT APPLICABLE.  (       ) 

AUTO INS. CO#:                                                  CLAIM#:                                  ADJUSTER:                                            PHONE #: 

ADDRESS OF INS. CO: 

POLICYHOLDER’S NAME:                                                 POLICY#:                                                 RELATIONSHIP TO INSURED: 

 

                                                                                HEALTH INSURANCE     

PRIMARY INS:                                                              GROUP/POLICY#:                                                                          ID#: 

ADDRESS OF INS. CO:                                                                                                                   PHONE#: 

PLOICYHOLDER’S NAME:                                                                                                    RELATIONSHIP TO INSURED: 

Medical Information Disclaimer 

The information provided on this form is used by healthcare professionals to ensure accurate care and proper billing. By 

completing this form, you confirm that all information is true and complete to the best of your knowledge. 

Providing false or misleading information may lead to improper care, billing errors, and may be considered fraud—

punishable by law. You are responsible for informing your provider of any changes to your medical history. This helps protect 

your health and supports quality care. 

 



If Parent/ guardian - PERMISSION TO TREAT MINOR?   (     ) YES   (     ) NO  

NAME:  

Signature _______________________________                      

 


