
Advanced Care Physical Therapy 
246 Ryders Lane, Milltown, NJ 08850 Tel:732-246-3585 

Patient Intake Form 
 

Today’s Date:  

PATIENT INFORMATION 

 

Patient’s name:  

 

Date of Birth: 

 

Street Address: 

 

City/State/Zip Code: 

 

Cell phone no.: 

 

Home phone no.: 

 

Email Address 

 

Social Security no.: 

 

Sex:     (M)          (F) 

Referring Physician:  

 

Date of Accident / Incident: 

 

Work Status:  (Full-time)   (Part-time)   (Retired)   (Not Working) 

 

Occupation: 

 

Employer: 

 

Marital status:  (Married)        (Single)         (Divorced) 

 

Student: (Full-time)      (Part-time)          (Not a Student) 

 

School or College: 

 

 Height:                                         Weight: 

 
INSURANCE INFORMATION 

Name of Insured: 

 

 

Insured Address (if different): Insured’s Home phone no.: 

  

Insured Sex:         (M)          (F) 

 

 

Insured’s Date of Birth:  
 

 
 

Insured’s Social Security: 

 

 

 Relationship to Insured:         (Self)             (Spouse)                   (Child) 

 Claim # (if applicable): 

 

  

  Adjuster’s Name: 

 

 

  Adjuster’s Phone: 

 

 

PAYEMENT INFORMATION 

I am a Self-Pay patient and would like to: 

  

 Pay at the time of service in full prior to each visit 
 Pre-Pat for multiple visits 
 Payment plan over time 

 

 I have insurance and would like to 

 Have you deal directly with them (I will assign my benefits to you by completing the Assignment of Benefits form) 

 

                 My Insurance Co-Pay is: 

                 My Co-Insurance Pay is: 

                 My Deductible is: 

IN CASE OF EMERGENCY 

Name of local friend or relative: Relationship to patient: phone no.: 

 

 
  

 



Assignment of Benefits Form 
 

Patient’s name:  

 

Date of Birth: 

 

Name of Insured (If other than patient): 

 

Insured’s Date of Birth: 

 

Relationship to Insured:    (Self)    (Spouse)     
                                           
                                          (Other) ______________________ 
 

ID#:  

 

Insurance Policy #: 

 

Group #: 

 

Claim #: 

 

 

 

 

 

I hereby instruct and direct _____________________________insurance company to pay by check made out and mailed to: 

 

 

Kiara Physical Therapy, LLC 

DBA Advanced Care Physical Therapy 

246 Ryders Lane, Milltown, NJ 08850 
 

 
If my/this current policy prohibits direct payment to therapist/doctor, I hereby also instruct and direct you to make out the check to me 
and mail it to the above listed address for professional or medical expense benefits allowable, and otherwise payable to me under 
my current insurance policy as payment towards the total charges for the profession services rendered. 

 

This is a direct assignment of my rights and benefits under this policy. 
 

This payment will not exceed my indebtedness to the aforementioned assignee, and I have agreed to pay, in a current manner, any 
balance of said service charges over and above this insurance payment.  

(Check each box and sign at the bottom) 

 A photocopy of this assignment shall be considered as effective and valid as the original 
 

 I authorize the release of any medical or other information pertinent to my case of any insurance company adjuster, or attorney 
involved in this case for the purpose of processing claims and securing payment of benefits 
 

 I authorize the use of signature on all insurance submissions 
 

 I authorize Kiara Physical Therapy LLC to deposit checks made in my name 
 

  I authorize Kiara Physical Therapy LLC to initiate a complaint to the insurance 
 

 

Signature of Policy Holder                                                           Signature of Claimant, if other than Policyholder 

 

Witness                                                                                                                Date 
 


