
ORCAS ISLAND PHYSICAL THERAPY, PLLC

PATIENT	REGISTRATION

Today's	date:	___________			Legal	Sex:	M	__F	__	Gender,	if	different:________________		pronouns	____________

Last	name:	_____________________________		First	name:	___________________________	Middle	Ini?al:	____

Date	of	birth:	_________________________________		SS#:	___________________________________________

Billling	address	(street	or	PO	Box)	:	________________________________________________________________

																																					City,	State,	ZIP	________________________________________________________________

Home	phone:	____________________		Cell	phone:	______________________	Work	phone:	_________________

Email	address:	_________________________________________________________________________________	

Emergency	person:	________________________________________			Phone:	_____________________________

Rela?on	to	pa?ent:	_____________________________________________________________________________

Primary	care	provider:	__________________________________________________________________________

Referring	provider:	_____________________________________________________________________________

Primary	insurance:	_____________________________________________________________________________

Secondary	insurance:	___________________________________________________________________________

LABOR	AND	INDUSTRY	CLAIMS	ONLY

Claim	#:	_______________________________________	Date	of	injury:	__________________________________

Name	of	claim	manager:	________________________________________________	Phone:	360-902-__________

Name	of	employer:	____________________________________________________________________________

Address	of	employer:	___________________________________________________________________________

Employer	Phone:	____________________________________	Employer	Fax:	______________________________

Your	insurance	plan	may	have	an	annual	visit	limit	for	outpa?ent	physical	therapy.		You	are	responsible	for	tracking	
how	many	appointments	you	have	had	at	other	clinics.	Therapies	in	hospitals	or	nursing	facili?es	do	not	count	
toward	outpa?ent	visit	limits.
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Health	informa8on
Some	of	the	following	ingredients	may	be	used	in	treatments;	please	circle/list	any	you	have	a	reac8on	to:

Sulfa Lo?ons,	creams	or	topical	medica?ons	(e.g.	Fluocinonide,	Dexamethasone)
Latex Other	(list):

Check	all	condi8ons	that	may	apply:

Arthri?s Heart	Disease Pacemaker
Asthma Hepa??s	B Pregnancy
Cancer Hepa??s	C Shortness	of	Breath
Chest	Pain High	Blood	Pressure Stroke
Diabetes HIV TB
Dizziness Irregular	Heartbeat Other:

List	currently	prescribed	medica8ons	(no	dosages),	present	a	list	for	us	to	scan,	or	write	n/a:

List	prior	surgeries,	present	a	list	for	us	to	scan,	or	write	n/a:

Late	Cancella8on	and	Missed	Appointment/No-show	Policy

We	require	24	hours’	no?ce	if	you	are	unable	to	keep	your	appointment.	

Late	cancella?on	means	giving	us	less	than	24	hours’	no?ce	to	cancel	your	appointment.	
Missed	appointment/	No-show	means	missing	an	appointment	without	leeng	us	know	you	will	not	be	there.	

Three	or	more	no-shows	and/or	late	cancella?ons	may	result	in	your	upcoming	appointments	being	removed	from	
the	schedule,	and	future	appointments	being	limited	to	same-day	scheduling.

	

I	understand	and	agree	to	the	above	Late	Cancella?on	and	Missed	Appointment	Policy

Name		_______________________________			Signature____________________________		Date_______________
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