
Live Well Physical Therapy, LLC
Patient Registration Form

Patient Information:
Patient Name_______________________________________________Email: __________________________

Home Address______________________________________________________________________________ 

City_________________________________State_______________________Zip Code___________________

Phone 
(h)__________________________(w)__________________________(c)______________________________ 

Social Security Number__________________________Birthdate____________________Age______________ 
Employer Information:
Employer_______________________________________Occupation_________________________________

Employer Address___________________________________________________________________________
                                                                                                                                           
Emergency Contact, Legal Guardian:

Name_____________________________________________________________________________________ 

Phone(h)_________________________________(c)_______________________________________________ 

Address__________________________________________State______________Zip Code_______________
Referring Physician Information:

Referring Physician____________________________________Phone:________________________________ 

Address____________________________City___________________State______________Zip Code_______
Insurance Information:
Primary Insurance Company Name_____________________________________ID#_____________________ 

Policyholder (if other than patient)____________________________________SS#_______________________ 

Relationship to patient________________________________________Date of Birth_____________________ 

Secondary Insurance Company Name____________________________________ID#____________________ 

Policyholder (if other than patient)____________________________________ SS#______________________

Relationship to patient_________________________________________Date of Birth____________________

Injury/Accident Information:
How did injury occur?_______________________________________________________________________

Accident/Injury/Surgical Date_________________________________________________________________

Adjuster’s Name____________________________________Phone #_________________________________

How did you hear about us?__________________________________________________________________


