
                                                                                                                                              Advanced Center for Physical Therapy, PLC 
Greene County Office                                           Charlottesville Office 
5928 Seminole Trail, Suite 103                    2114 Angus Road, Suite 107 
Barboursville, VA  22923                                   Charlottesville, VA 22901 
Phone:  (434) 985-2198                                        Phone: (434) 295-4473 

  Fax: (434) 985-3227                                                  Fax: (434) 295-2691 
 
 

 

PATIENT REGISTRATION FOR PHYSICAL THERAPY 
(PLEASE PRINT CLEARLY) 

 
Patient Name:  _______________________________________________________________________________________________________    
First      Middle Initial     Last 
 
Address:  _______________________________________________________________________________________________________ 
Street                                                                                   City                                        State                  Zip 
 
Home Phone: (______) ___________________ Work Phone: (______) ____________________ Cell Phone: (______) ____________________ 
 
SSN: _______-______-__________  Sex: □ M □ F  Birth date: ______/______/_________ 

 
EMAIL Address: ____________________________________________________    How did you hear about us? ____________________________ 
 
    
Referring Physician:  ______________________________________ (Phone): (______) __________________ Last Visit:  __________________ 
          First           Last  
 
Date of next appt with Physician: ________________  Date of Injury: _________________ 
 
 
Primary Physician:      □ same as above     -OR-:    _________________________________ 
         First   Last 
 
Patient Employer: _______________________________  Patient Occupation: _______________________________ 
 
Circle One:  Full Time     Part Time     Unemployed     Retired     Student    Marital Status:   □ S    □ M    □ D    □ W      

 
Emergency Contact: ______________________________ (_________________)             Phone: (_______) _________________________ 
                      Relationship 
 
 
INSURANCE 
 
Policy Holder’s Name: _________________________________  Date of Birth: ________________  Relationship to Patient: __________________ 
 
Policy Holder’s SSN: _______-______-__________ 
 
Responsible Party (if patient is under 18): _______________________________________________   Relationship:  _______________________ 
            First              Middle Initial               Last 

 
 

 
IF JOB RELATED INJURY 
 
Claim Number: ___________________________________  Name of Insurance Company: _________________________________ 
 
Claim Adjuster/Manager: ___________________________  Phone Number: ____________________________________________ 
 
Place of employment at the time of injury: _________________________________ Phone Number: ______________________________ 
 
 
IF AN AUTO ACCIDENT INJURY 
 
Was a Police Report Filed?  □ Yes □ No  Police Report Case Number: _________________________________________________ 
 
Your Insurance Company Name: _____________________________ Policy ID Number: _________________________________ 
 
Agent’s Name: _____________________________ Phone #: ________________________________ Claim #: __________________________ 
 
Third Party Insurance Company Name: _______________________________ Policy ID Number: ________________________________ 
 
Agent’s Name: _____________________________ Phone #: _________________________________ Claim #: _________________________ 
 
Attorney’s Name: __________________________________ Phone #: __________________________________________ 


