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THERAPEUT



Sally Stauffer: 971-222-5360

Molly Brumder: 503-753-6943 

Email: thrivetherapeutics@gmail.com                                         We believe everyone deserves the opportunity to thrive.


PATIENT REGISTRATION FORM
Patient Information

	Date of Birth
	First Name
	Middle Name
	Last Name
	Social Security #
	Sex

	Present Address
	City
	State
	Zip

	Referred By


Sibling Information

	Date of Birth

1
	First Name
	Middle Name
	Last Name
	Social Security #
	Sex

	2
	
	
	
	
	

	3
	
	
	
	
	

	4
	
	
	
	
	


Primary Guardian Information

	Relationship to Patient


	First Name
	Middle Name
	Last Name
	Social Security #
	Sex

	Mailing Address
	City
	State
	Zip

	Home Phone

(        )
	Work Phone

(       )
	Cell/Pager

(       )
	E-mail

	Name of Employer
	Occupation


Secondary Guardian Information

	Relationship to Patient


	First Name
	Middle Name
	Last Name
	Social Security #
	Sex

	Mailing Address
	City
	State
	Zip

	Home Phone

(        )
	Work Phone

(       )
	Cell/Pager

(       )
	E-mail

	Name of Employer
	Occupation


Medical Insurance Information

	Name of Insured
	Insurance Company
	ID Number/SS Number
	Group/Policy



	Billing Address
	Co-Payment


Please list your MAIN CONCERNS/reasons for seeking occupational therapy services:___________________
______________________________________________________________________________
SIGNATURE: ___________________________________
DATE: ___________

Insurance Release: I hereby authorize Thrive Therapeutics to furnish the above named insurance company all the information they may request concerning the patient’s present condition.  I hereby assign to Thrive Therapeutics all benefit for service rendered.



FOR OFFICE USE ONLY

Completed Procedures



	Entered System
	Date

	Confirmed Insurance
	Date



	Confirmed with Client
	Date


	Client Deductible Amount
	Insurance to pay

____% for visits ___-___ and ____% for visits ___-___

	Effective Date
	Prior Authorization needed


