ASHWOOD PHYSICAL THERAPY, INC.

3737 Telegraph Road., Suite A, Ventura CA 93003

(805) 642-4678      Fax: (805) 642-2038

Patient Registration (Please Print)

Last Name:______________________ 
First Name:________________________    Middle Initial:_____
Date of Birth:_____/_____/_____
       Age:______
     Social Security #:_____- _____- ______

Sex:  □ M   □  F      
      Marital Status:_________________
Home Address:_____________________________________
City/ State:____________________

Zip:_____________
Home Phone:_____________________
Cell Phone:___________________

E-mail Address:______________________________@___________________.com

Employer:______________________________Occupation:_________________________________
Work Address:____________________________________City/ State:_____________________

Work  Phone:______________________  
***Please circle the phone number above that is the best to contact you.

Emergency Contact:_________________________Relationship to you:____________________

Emergency #:_________________________
Address:____________________________________

City/ State/ Zip:_____________________ ,    __________________ ,   ______________________

Is patient a minor:   □   Yes    □   No
 

If yes, responsible party? _______________________ 
 Relationship:_____________________________
Insurance Subscriber date of birth:____/_____/_______         Contact #:________________________

Accident?  □  Yes    □   No            Date of Accident: ___________________________________

Insurance Information:

Primary Insurance





Secondary Insurance

Carrier Name:____________________________
Carrier Name:______________________________
Insured’s Name:___________________________
Insured’s Name:____________________________
Insured’s Policy #:__________________________
Insured’s Policy #:___________________________
Insured’s Date of Birth:______________________
Insured’s Date of Birth:_______________________
MEDICARE PATIENTS: Are you currently receiving physical therapy, speech therapy, chiropractic, or home health care treatments?   No
    Yes, please explain:_______________________________________________
Referred by:_____________________________

Primary Physician:__________________________
   Phone #:_____________________________

Would you like to receive confirmation of your appointments?           □   YES
□   NO

If so, would you prefer email or phone confirmations?    □   Email

□   Voicemail
   □   Texts

PLEASE READ AND SIGN THE FOLLOWING:

I hereby authorize Ashwood Physical Therapy to release my medical information to my insurance company for the purpose of payment. I hereby authorize and direct my insurance company to pay Ashwood Physical Therapy directly. I realize that the insurance payment may not represent full payment for services rendered and I will be responsible for the balance due.

Sign:_______________________________________________   Date:__________________________

