
 
Patient Registration Form  Account#:_________________Physician: ____________________________  

PLEASE PRINT 

Patient Information 
Patient Name:____________________________________________________________________________________  
Address:________________________________________________________________________________________  
City, State, Zip:__________________________________E-Mail Address:____________________________________  
Home Phone : _____________________ Work Phone: _______________________ Cell: ________________________  
Birth Date: ______________________________________ Age: ________________________ Sex:       Male      Female 
Occupation: ____________________________________Patients Social Security#: _____________________________  
Employer Address:________________________________________________________________________________  
Spouse or Nearest Relative (Name/Phone/Address) :_______________________________________________________  
Primary Care Physician: ____________________________________________________________________________  
Date of Injury: __________________________________  Mechanism of Injury: _______________________________  
Was your injury sustained at work?      Yes      No                   If Yes, has claim been filed      Yes      No 
How Did You Hear Of This Practice: __________________________________________________________________  

Responsible Party Information 
Responsible Party: _______________________________Relationship to Patient:_______________________________  
Home Phone: _____________________ Work Phone: _______________________ Cell: ________________________  
Occupation: ____________________________________Patients Social Security#: _____________________________  
Employer Address:________________________________________________________________________________  

Insurance Information 

Primary Insurance: _______________________________Secondary Insurance: ________________________________  

Insurance Co Name :__________________________ Insurance Co Name: ________________________________  

Policy Holder:______________________________ Policy Holder: _____________________________________  

Policy Holders SS# : __________________________ Policy Holders SS#: _________________________________  

Policy Holders DOB: _________________________ Policy Holder DOB: ________________________________  

Relationship to Patient:________________________ Relationship to Patient: ______________________________  

Workman’s Compensation Insurance 
Insurance Carrier: ________________________________Claim #: __________________________________________  
Adjustor:_______________________________________Adjustor Phone: ____________________________________  
Address:________________________________________________________________________________________  
 
Authorization To Release Information:  I hereby authorize Southwest Sports Medicine to release any 
information required in the course of my examination or treatment to the above stated insurance companies: 

Signed (Patient Or Parent, If Minor) : ____________________________________________ Date: _________________  
 
Authorization To Pay: I hereby authorize payment directly to the business office of Southwest Sports Medicine for 
the surgical and/or medical benefits, if any otherwise payable to me for services.  I understand that I am financially 
responsible for the charges not covered by my insurance.  In the event of default, I promise to pay collection cost and 
reasonable fees as may be required to obtain collection of this account: 

Signed (Patient Or Parent, If Minor) : ____________________________________________ Date: _________________  
 
Cancellation Policy: if I am unable to keep my appointment, I will notify SWSM no later than 24 hours prior to my 
scheduled appointment.  If I fail to notify SWSM, I agree to pay a $25 cancellation penalty: 

Signed (Patient Or Parent, If Minor) : ____________________________________________ Date: _________________  


	Acct: 
	Dr: 
	PtName: 
	CityStateZip: 
	HomePhone: 
	WorkPhone: 
	PtDOB: 
	PtAge: 
	PtSex: Off
	PtOccupation: 
	PtAddress: 
	EMail: 
	PtRelative: 
	PtPCP: 
	InjuryDate: 
	InjuryMechanism: 
	WorkInjury: Off
	WorkClaim: Off
	HowDidYouHear: 
	RepParty: 
	RPRelationship: 
	CellPhone: 
	RPHomePhone: 
	RPCellPhone: 
	PtSSN: 
	RPOccupation: 
	RPSSN: 
	PtEmpAddress: 
	RPEmpAddress: 
	PrimaryInsurance: 
	SecondaryInsurance: 
	PrimaryInsuranceCo: 
	PrimaryInsurancePH: 
	SecondaryInsuranceCo: 
	SecondaryInsurancePH: 
	PrimaryInsurancePHSSN: 
	SecondaryInsurancePHSSN: 
	SecondaryInsurancePHDOB: 
	PrimaryInsurancePHDOB: 
	PrimaryInsurancePHRelationship: 
	SecondaryInsurancePHRelationship: 
	WComp: 
	WCClaimNo: 
	WCAdjustorPhone: 
	WCAdjustor: 
	WCAdjustorAddress: 
	RPWorkPhone: 
	ReleaseDate: 
	AuthrizationDate: 
	CancellationDate: 


