
PATIENT INFORMATION 

Patient LEGAL Name (Last, Middle, First): _________________________ _ 

Preferred Name: ________ _ Whom May We Thank for Referring You? _________ _ 

DOB: SSN: Marital Status: Os OM □Other Sex: OM OF 
------- ---------

Address: 
----------------------------------------

Patient Employer/School: ____________ _ Occupation: ____________ _ 

Contact Info: Cell ( Home ( 

Work ( Email _________________ _ 

Emergency Contact: ___________ _ Phone: _________ _ Relationship: ___ _

Preferred Method of Appointment Notification: 

-or-
□Text Cell Phone Provider (Circle One): AT&T/Cricket/Google/Sprint/T-Mobile/Verizon/Virgin 

□Email If different from above, please provide: _______________ _ 

ACCIDENT INFORMATION, IF APPLICABLE (Personal lniury/Worker's Compensation} 

Is this condition due to an accident? □ No □Yes (If yes, notify Front Desk and request a Personal Injury Form)

INSURANCE INFORMATION 

Please check all that apply: □ Insurance □Secondary Ins □Medicare □Other ______ _

Subscriber (Name of person responsible for this account): _____________________ _ 

Subscriber's DOB: Subscriber's Employer: ________ _ 
-------

Relationship to Pt: ___ _ 

Primary Insurance Carrier: ______________ _ 

Subscriber ID#: ___________ _ 

Secondary Insurance Carrier: _____________ _ 

Subscriber ID#: ___________ _ 

ASSIGNMENT & RELEASE Please initial acknowledgements below: 

Ins. Phone: ____________ _ 

Group #: _____________ _ 

Ins. Phone: ____________ _ 

Group #: _____________ _ 

__ I certify that I, and/or my dependent(s), have insurance coverage with the aforementioned company(ies) and assign directly 

to Doctor Tyler Forbes/Ryan Mcclinton/Heike Klima/Sean Golden all insurance benefits, if any, otherwise payable to me for 

services rendered. I understand that I am financially responsible for all charges whether or not paid by insurance. I 
authorize use of my signature on all insurance submissions. The above-named doctor may use my health care information 
and may disclose such information to the above-named Insurance Company(ies} and their agents for the purpose of 
obtaining payment for services and determining insurance benefits or the benefits payable for related services. 

__ I have been presented with Back In Motion's Notice of Privacy Practices and understand that I am entitled to a copy upon 

request. Back In Motion has my permission to contact me via phone/email/mail in relation to the status of my and/or my 

dependent(s) account and any outstanding balance. 

Optional: □ I authorize Back In Motion to share my billing/health information with ___________ (name),

my __________ (relationship).

__ I have been advised of Back In Motion's Cancellation Policy, and acknowledge my responsibility to notify the office should I 
need to change my appointment date/time at least 24 hours prior to my scheduled appointment in order to avoid a $50 fee. 

__ This form has been completed correctly to the best of my knowledge and I understand that I will be responsible for charges 
incurred if the information provided is not correct. 

Patient Signature _______________________ _ 

**Office Staff Only** □NP □EP Entered By: ___ _ Date: ___ _ 

Date 
---------

Dr: □Tyler □Ryan □Heike □Sean 
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