
 
Patient Registration 

 
Patient Name: _________________________________ Gender: _________________ 

Birth Date: ______________ Age: ______________ SSN: ___________________ 

Address: ___________________________ City: ___________ State: ____ Zip: _______ 

Home Phone #: _____________________ Cell Phone #: ________________________ 

Email Address: ______________________________________________________________ 

Occupation: _________________________ Employer: __________________________ 

Business Address: ___________________ 

___________________________________ 

Business Phone: _____________________ 

Emergency Contact: _________________ Relationship: ________ Phone: ___________ 

 
 
Referring Physician: __________________________________________________________ 

Primary Care Physician: _______________________________________________________ 

How did you hear about Atta Rehab, LLC: ________________________________________ 

 
Insurance Information 

 
Primary Insurance 
Insurance Company: ____________________ Policy Holder: _________________________ 

Policy Number: ________________________ Group Number: ________________________ 

Policy Holder Name and Birth Date: ________ 

______________________________________ 

Relationship to Patient: __________________ 

 
Secondary Insurance 
Insurance Company: ____________________ Policy Holder: _________________________ 

Policy Number: ________________________ Group Number: ________________________ 

Policy Holder Name and Birth Date: ________ 

______________________________________ 

Relationship to Patient: __________________ 

 
 
Patient/Guardian Signature: ______________________________ Date: __________________ 
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