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New Patient Registration 

 
Patientʼs Name:             
  Last Name    First Name    Initial 
 
Home Phone:   Cell Phone:   email address:     
 
Address:              
 
City:       State  Zip code:    
 
SS#     Sex:     Age:    Date of Birth:      
 
Single    Married    Separated   Divorced   
 
Patientʼs employer:         Occupation:     
 
Business address:        Business phone:      
 
How did you hear of Grand Central Physical Therapy & Hand Therapy? Please check all that apply:  
 
Friend     Physician     Internet Search      Other    
 
Referring MD              
 
Who should be notified in case of emergency?          
 
Phone number:       Relationship to patient       
 
Is your diagnosis due to a work or automobile-related accident? Yes   No   
Is there litigation involved? Yes   No   
 

Insurance Information 
 
Person responsible for account:            
    Last name  First name  Relationship to patient:  
 
If the person responsible for the insurance account is someone other than the patient, fill out the following: 
 
Address:        City:    State   
 
Zip code:   Phone     Employer:      
 
Employerʼs address:            
 
Business phone:       
 
Insurance company name/address:            
 
Policy #:      Group #:     SS# of person responsible     
 
Please fill out and sign the following release authorization so that we can process your insurance forms. 
 
I, the undersigned, certify that I or my dependent have insurance coverage with  
(name of insurance company)          . 
 
I understand that I am financially responsible for all charges, whether or not paid by my insurance. I herby authorize 
the use of this signature on all insurance submissions. 
 
Signature:       Date:      


