
 Express registration form         

 
 

 

 
Today’s 
Date: 

 

1. Patient Info  
Please Fill-Out Entire Form Completely & Legibly. 

     

______________________________________________ ______________________________________ ________ Male Female 

Last Name    First Name    Age   

_______________________________________________________  ______________________________ _______ ____________________ 

Street Address    City    State ZIP  

(______)_____________________   (______)______________________  ____________________________________________________ 

Home Phone  Cellular    Email Address (Required in order to receive “News Letters”) 
___________________________________ ___________________________________________  (___________)_____________________ 

Occupation   Employer Name    Phone #   

________________________________  (______)______________________  _____________________________________________________ 

Emergency Contact Person Phone #   If Patient is a MINOR: Parent/Guardian Name and Signature Here 

Social Security #_____________________________   Date of Birth________/________/________ SingleMarried  

Work Status: Currently Employed: Retired Disabled ( __Total or  __Temporary) Student ( __P/T __F/T) 

 
 
2. My Condition Info 

 
 
 
**ALL INFO REQUIRED** 

 
 
3. Payment Info  

(Check only one box) 
 
My injury/ailment is related to . . . 

 
 AUTO/PERSONAL INJURY:  Date of accident:______/______/_______



 WORK INJURY:  Complete all information below.
 

Date of injury: ______/______/_______ 
 

Your company HR person name______________________ 
 

Insurance adjustor name___________________________ 
 

Insurance adjustor PH#____________________________ 

 
 NO INJURY: What do you think may have caused it? 

 
 
 
I have already had . . . 

 
SURGERY: When and what type? 

 
 

PHYSICAL THERAPY BEFORE: When and where? 

 
 

HOME HEALTH Care: Are you still receiving it?  

        __YES __NOOTHER care: What? 

 

  4. Referral Info   
How did you hear about us?  

Friend or Family: Brochure: Give details: 

Internet: Insurance/Directory:  

Advertisement: Other:  

 
I am paying TODAY by . . . 

 
 INSURANCE and would like to . . .

__ Get a 25% discount by paying for my 

treatment plan bill at the time of service or 

through recurring automated visa payments. I’ll 

get reimbursement on my own. (Ask the front 

desk person for details)            

           TREATMENT PLANS 

- PHYSICAL THERAPY ……………………………. 75$ (MIN 8)  

- PHYSICAL THERAPY + ACUPUNCTURE   ……125$ (MIN 8) 

- ACUPUNTURE………………………………………… ….50$ (MIN 8)  

     MEDICARE. . . 

   Please provide your Medicare id and supplemental 

insurance card  

     WORKERS COMP. . . 
 
       You must have all info provided under “My Condition...” 

 
CASH, CHECK, CREDIT and would like a . . .


__ 25% discount by paying in full for service or 

through recurring visa automated payments. 

I have an ATTORNEY and would like to . . .


__ Get a 25% discount by paying up front. I’ll 

get reimbursed after my case settles. 


__ Wait until my case settles before paying. I will 

complete the “Attorney Lien” form. Fees may apply. 







 Physician/Dentist/Chiropractor/Nurse: Give details below. 
______________________________________________  

Referring Physician/Person’s Name  
______________________________________________ 

City State 

______________________________________________ 
Phone # 







I have read and agree to all the policies on the back of this form. Signature__________________________________________________________ 



 
 
 
 
 
 

 
Initial  
  All  
Boxes 

 
 
 
 
 
 

 
 
 
 
 
 

 
 
 
 
 

 

 

Important Company Policies for a Successful Relationship 

 

We strive to provide you the best personalized care available. To make this possible we 

adhere to a set of very important guidelines. Please read them carefully, initial all the boxes, 

and indicate your agreement by signing on the other side of this form (bottom). 

 

 

 
Late Policy “15-minutes”  
Being late by more than 15 minutes will require you to either reschedule or wait for the next available 

opening. There are no guarantees since openings due to cancellations are unpredictable. We do not  

allow appointment overlap because this undeservedly compromises the care of another patient. 

 

 

24-Hour Advance Notice Fee  
If you wish to change or cancel an appointment we require a minimum 24-hour advance notice. Anything 

less will result in a $50 fee charged to your account. It costs us money to make appointments available to you. 

Whether you attend or not we still accrue the expenses (for staff wages, rent, etc.). We don’t charge you the 

actual cost for that appointment but rather a mere $50 fee. We do NOT make money with this charge; it’s only 

to act as a deterrent from making last minute changes. Advance notice allows someone else (who needs it) 

time to reserve it in place of you. Please be courteous and responsible. Thank you. 

 

Co pays are due upon arrival or as per treatment plan   
We value and focus on our patient’s treatment plans first, therefore would prefer to finalize all finances 

before hand and focus on your well being. We are set to collect all co pays on the 1ST day of your 

designated treatment plan or equal preauthorized installments.  

 

No-shows are bad  
If you fail to show for an appointment without notice all future appointments will be removed and a $50 fee 

assessed to your account. You may re-schedule appointments again on a “first come, first serve basis”. 

 

Cell phones must be shut OFF or silent.  
We realize emergencies may arise and therefore allow you to carry your cell phone during your 

session, how-ever, please be courteous and set to silent mode or turn off. Thank you. 

 

 
Children requiring supervision are NOT allowed to attend sessions with you.  
Unless your facility offers child care services, you may not bring children who require supervision with 

you to your appointment. If your child does not require supervision and is capable of waiting for you 

quietly then you may bring them. If any disturbance is caused to other patients or staff members you 

may be asked to terminate your session early and attend to your child. 

 

Financial Hardship  
If you are experiencing financial difficulties and are unable to afford the cost of our services we have a 

“Financial Hardship Form” which may be filled-out. If you quality for financial assistance according to 

the Federal guidelines, we may legally assist you by waiving or discounting your (patient responsibility)  

portion of the bill. Ask the front desk person for assistance. 
 

Important Notice from the Federal Government:  
“It is unlawful to routinely avoid paying your co pay, deductible or coinsurance payments . . . even if your doctor 

allows it. Unless you complete a “Financial Hardship” form and qualify for financial assistance under Federal   
Standards. 

 

We look forward to building a successful relationship with you that lasts a lifetime!



 

 

                                        ASSIGNMENT OF BENEFITS 

1. Benefit Info 

 

What is your deductible amount? $________ and Coinsurance %_________ (for the services you are seeking) Are 

there any maximums? 

If you don’t know this information, call the “800” number on your insurance card. The fron t desk person may be able assist you. 

 

2. Policy Info 
 
Patient Name:________________________________________________________ ID #_______________________ DOB_______ 
 
Insurance Policy 1 Name/Number/Group # (if applicable)_______________________________________________________________ 
 
____________________________________________________________ 

 
**IS PATIENT INSURED THROUGH SOMEONE ELSE’S POLICY? Give their info here: (otherwise, skip this portion) 

 

- Policyholder Name________________________________________ Date of Birth___________ SSN_________________ 

- Address (if different than Patient)_________________________________________________________________________ 
 

- Relationship to Patient:  __ Spouse __ Parent   __ Other: ___________________________________________ 

- Employer _____________________________________ Ph#___________________  Claim #___________________ 

- Employer Address _______________________________________________________________________________ 
 
Insurance Policy Name/Number/Group # (ifapplicable)________________________________________________________________ 

 
I hereby instruct and direct ______________________ insurance company to             Healthcare Provider Info: 

pay by check made out to the “Healthcare Provider” to the right and mail to SOS PHYSIO 

the address on the right (not mine). If this current policy prohibits direct 
3575 NE 207th Street, Suite B-17               

Aventura FL 33180 

payment to doctor/therapist, I hereby also instruct and direct you to make out    

the check to me and mail it to the above address for the professional or medical  

insurance policy as payment toward the total charges for the professional services  

rendered.  

  

This is a direct assignment of my rights and benefits under this policy. 
 
This payment will not exceed my indebtedness to the above-mentioned assignee, and I have agreed to pay, in a current manner, 

any balance of said professional service charges over and above this insurance payment. 
 

(Check each box and sign at the bottom) 
 

A photocopy of this Assignment shall be considered as effective and valid as the original. 
 

I authorize the release of any medical or other information pertinent to my case to any insurance company, 

adjuster, or attorney involved in this case for the purpose of processing claims and securing payment of benefits. 

I authorize the use of this signature on all insurance submissions. 
 

I authorize the “Healthcare Provider” named above to deposit checks made in my name. 
 

I authorize the “Healthcare Provider” named above to initiate a complaint to the Insurance Commissioner for 

any reason on my behalf. 
 

I understand that I am financially responsible for all charges whether or not paid by insurance. 

 
Dated this ______ day of ______________, 20_____. 

 
__________________________________ ________________________________ __________________________________  
Signature of Policyholder Witness Signature of Claimant, if other than Policyholder



 
Name: _______________________________________Date:_____________ Primary Care Physician:__________________ 
 

Have you RECENTLY noted any of the following (check all that apply)?  


changes in bowel or bladder function weight loss/gain fever/chills/sweats 
nausea/vomiting shortness of breath pain at night 
dizziness/lightheadedness headaches weakness/fatigue 

difficulty maintaining balance while walking changes in appetite difficulty swallowing 

Have you EVER been diagnosed with any of the following conditions (check all that apply)? 


cancer (type)____________________ rheumatoid arthritis diabetes 
heart disease stroke multiple sclerosis 
high blood pressure depression kidney/liver problems 
asthma anemia stomach ulcers 
pacemaker inserted lung problems epilepsy 
osteoporosis thyroid problems Parkinson’s disease 

chemical dependency (i.e., alcoholism) other___________ other___________ 
 
During the past month have you been feeling down, depressed or hopeless?  YES NO  
During the past month have you been bothered by having little interest or pleasure in doing things?  YES NO 

Do you smoke?  Yes No ______ pack/day  
FOR WOMEN: Are you currently pregnant or think you might be pregnant?  YES NO 

 
Please list current medications:__________________________________________________________________  
Are you currently taking blood thinning or anticoagulant medications for any medical conditions? YES NO  
ALLERGIES: _________________________________________________ Are you latex sensitive? YES NO 

 
Please list any surgeries or other conditions for which you have been hospitalized, including dates:  
1. ______________________ 2._________________________ 3.______________________________ 

 

 
Pain at LOWEST: Rate you lowest pain level in past 24 hrs.  

________________________________________________________  
0 1 2 3 4 5 6 7 8 9 10 

No pain         Worst pain 

Pain Currently: Rate your level of pain at this time. 

 Imaginable 

   

________________________________________________________ 

0 1 2 3 4 5 6 7 8 9 10 

No pain         Worst pain 

         Imaginable  
Pain at WORST: Rate your highest pain level in past 24 hrs. 

______________________________________________________  
0 1 2 3 4 5 6 7 8 9 10 

No pain          Worst pain 

         Imaginable 

 
Body Chart: 
 
Please mark the location  
of your pain and type of 

pain on the chart: 
 
Key: 

X sharp stabbing pain 

O Dull achy pain 

….Numb/Tingling 

/// Throbbing 

== Burning 

List 1 (one) important activity you are unable or have difficulty performing as a result of your pain/symptoms. [Circle number below]: 

_________________________ (ex. Stairs, reaching overhead) 0 1 2 3 4 5 6 7 8 9 10 

 No pain        

    

 Worst pain 

 

What is your goal for therapy at this time? _____________________________________________________ 

 

Patient Signature__________________________________________ Date:________________ 

 
 

 

    

     



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


