
Momentum Physical Therapy 
  

Patient Registration Form: Commercial Insurance 
 
Init: ______ 
  
Name: __________________________________________________________________ 

Street address:____________________________________________________________ 

City: _____________________________  State: ________________  Zip:____________ 

Home ph: __________________ Cell: ___________________ Work:________________ 

DOB: ____________ SS#:___________________  DOI:__________ DOS ___________ 

Work status:______________ Referral source: __________________________________ 

Dr: _______________________________  Ph: ______________ Fax: _______________ 

Office: ________________________  Dx: _____________________________________ 
  
  
Insurance co:_____________________________________________________________ 

Claims mailing address:____________________________________________________ 

City: _____________________________  State: ________________  Zip:____________ 

Phone number: ___________________________________ 

Group number: _______________________________________ 

ID#: ________________________________________________ 

Member’s name : _____________________________________ 

Member DOB: _________________  Member SS#: _________________________ 

  
Verification:  For office use only 
Spoke with: ________________________ 

In network: _____ Out of network: ______ 

Coverage: _______________________________________________ 

Deductible: _______ Met? _______  Co-pay: ___________ 

Other: ________________________________________________________________ 

________________________________________________________________________

_______________________________________________________________________ 

  
  
  
Verified by: _________  Date: ___________ 


