Seattle PT Solutions Registration Form (continued)
Last Name ____________________________
Gender ( M  ( F  
Account # 


First Name ____________________________

Date 
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Date 

Patient

First Name 

Last Name

MI

Address 

City

State

Zip


SS # 

Date of Birth 


[Home ph]

[Work ph]

[Email]

Indicate preferred contact phone number
Job Title/Occupation 

Employer

Address 

City

State

Zip


Primary Healthcare Provider Name (MD, ND, PAC, ARNP, etc.) 


Referring Provider 

How did you hear about us?

Emergency Contact Name 

Phone Number

Responsible Party Information 

Relationship:  ( Self  (see info above)
( Spouse/Partner
( Parent
( Other


First Name 

Last Name

MI

Address 

City

State

Zip


SS # 

Date of Birth 


[Home ph]

[Work ph]

[Email]

Job Title/Occupation 

Employer

Address 

City

State

Zip


Insurance Information


( Primary Insur. Co 

( Secondary Insur. Co.


( L & I Claim No. 
 
( Auto Accident Claim No. 


( Private Pay

( DSHS /Medical Coupons
Contact/Rep 


Preferred Provider?       ( Yes     ( No 

Out of Network Benefits?         ( Yes     ( No

(  Private Insurance/PPO/HMO
Insurance Co. 

Pre-authorization required?         ( Yes     ( No

Insured Name

PT or MD call?  Phone:


Policy No.

MD order?         ( Yes     ( No

Group No. 

PCP order?       ( Yes     ( No

Effective Date

Who is PCP?   Dr. 


Co-Pay

Pre-existing injury/dx restrictions or waivers?

Deductible Amount?

PT only/Rehab Comb? Any used?


DME benefits 

$ or Visit Limit?


Types of Benefit         ( Annual     ( Fiscal

Notes


These benefits have been explained to me 


(  Worker Comp/L&I
Claim No. * 

Is claim open?         ( Yes     ( No

Employer at time of injury**


Claim Mgr Phone

Date range or visit limit?


Date of Injury

Previous PT claim?         ( Yes     ( No

* XLY – state, WT – SI, PJ – old

** If claim is closed, patient, provider or MD can appeal in 60 days. Was it rejected or in appeals now?         ( Yes     ( No
Copy of L&I Card here:
Authorization Summary


Is pre-authorization required?         ( Yes     ( No

No pre-authorization needed, only need:         ( MD order     ( PCP order

Self Referral OK        ( Yes     ( No
 

Authorization No.

No. visits

Date Range




No. visits

Date Range




No. visits

Date Range

@ MoveMend


3221 Eastlake Avenue E


Suite 110,


Seattle WA 98102  


Phone: 206 641 7733 fax: 206 641 3272











REGISTRATION FORM












