
 
 
PATIENT REGISTRATION  

 

Date _________  Medical Record_________ 

 

Service requested    PT ____    OT ____     ST ____    Developmental Therapy ____ 

 

Patient Name______________________________ DOB______________ 

Address ____________________________ City_____________ Zip________ 

 

Parent/Caregiver Name_____________________________ 

Home # _________________ Cell # ____________ Alternate #______________ 

Email Address: ____________________________________________________ 

 

Emergency/Alternate Contact_____________________________ 

Relationship__________________ Phone #__________________ 

 

Child Service Coordinator ____________________________Phone#_____________ 

 

Primary Pediatrician ________________________________ Phone #_____________ 

 

Primary diagnosis__________  Secondary diagnosis__________ 

 

Medicaid Information 

Medicaid Id #____________________________ Elig. Date__________  

 

Private Insurance Information  

Insurance Company Name ______________________________________ 

Subscriber ID ________________________Group #__________________ 

Primary Card Holder ________________________Primary Cardholder B-day__________ 

Employer ___________________________ 

Insurance Billing Address __________________________________________ 

Insurance Company Phone Number _______________ 

 

If daycare, name/address of facility ___________________________________ 

Directions_______________________________________________________ 

 

Other __________________________________________________________ 


