PMREHAB PAIN & SPORTS MEDICINE ASSOCIATES 

3048, MITCHELLVILLE ROAD                                                                                            10721, MAIN STREET,

off Rte 301                                                                                                                         SUITE 2500,

BOWIE, MD 20716,                                                                                                           FAIRFAX, VA 22030

Tel: (301) 218-2000; Fax:(301) 218-5016                                                           Tel: (703) 391-5665; Fax: (703) 391-0564    

http://www.pmrehab.com

REGISTRATION FORM

[image: image1.wmf]
NAME:____________________________________________________________________________________________________

                                                                (FIRST)                                                                          (MI)                                                                              (LAST)

ADDRESS:____________________________________________________________________________

                                            (STREET)
______________________________________________________________________________________

                                                     (CITY)       



(STATE)


     (ZIP CODE)

HOME TEL: (         )________________________ WORK TEL: (         )___________________________

LOCAL TEL: (          )______________________    E-MAIL ADDRESS:_________________@_____________________

(If different from home tel.)

DATE OF BIRTH:___________________      SS #:_________________________DRIVER’S LICENSE #_____________________


                       (MONTH/DATE/YEAR)

SEX:     F / M        
              MARITAL STATUS:      Single/Married/Separated/Divorced/Widowed                              

EMPLOYER/SCHOOL:____________________________________________ Full-Time/Part-time/Retired/Unemployed (circle)

ADDRESS:__________________________________________________________________________________________________

                                                                           (STREET)                                                             (CITY)


(STATE)                                (ZIP)

INSURANCE CARRIER:__________________________________________ID #__________________GRP#________________

INSURED’S NAME:_________________________________________________________________________________________

                                                                          (FIRST)                  

     (MI)


           (LAST)                                                                                                                                                    

SOCIAL SECURITY #:_________________________________ BIRTH DATE:_________________________________________

                                                                                                                                                                                                                                 (M/D/Y) 

PATIENT’S RELATIONSHIP TO INSURED:________________________________________________

INSURED’S EMPLOYER:________________________________________________________________

WORK ADDRESS:___________________________________________________________________________________________
                                                                           (STREET)                                                             (CITY)


(STATE)                                (ZIP)

NEXT OF KIN/EMERGENCY CONTACT:____________________________________________________________________

(IF DIFFERENT FROM INSURED)                                                         (FIRST)     
                       (MI)

                            (LAST)                                                                                               

ADDRESS:_______________________________________________________________ ZIP_________

                                             (STREET)                                                                (CITY)

SOCIAL SECURITY #:_________________________ HOME TEL: (         )________________________

WORKMAN’S COMPENSATION : YES/NO . AUTO ACCIDENT: YES/NO .  

LEGAL CASE : YES/NO . If  Workman’s Compensation, Auto Accident Claim or Legal Case, Please complete:

Attorney’s Name___________________________Tel (      )____________ Fax (      )_______________

Claim # : _________________________ Adjuster/Contact Person: _____________________________

Date of Injury: _____________________ Tel (      )_______________ Fax (      )___________________
Authorization/ Assignment/ Responsibility Statement
I hereby authorize PMREHAB Pain and Sports Medicine Associates to apply for benefits on my behalf for covered services rendered. I certify that the information I have provided with regard to my insurance coverage is correct. I further authorize the release of any necessary information, including medical information for  this or any related claim to my  insurance carrier.

I understand and agree that I am financially responsible for charges not paid by my insurance company. Charges not paid within 90 days by insurance will be made “Patient Responsible”. I further agree that in the event of non-payment, I will be responsible for the cost of collections, and or court costs and any reasonable legal fees should this be required.

I, ________________________________________________ , have read and do agree to the terms as stated above.

                               (Print Name)
Signed___________________________________________ Date______________________________                                                                                                             

                      (Patient/Parent/Guardian/Next of Kin)                                                                     (M/D/Y)                                 
