
 IN CASE OF EMERGENCY NOTIFY:

 Name:

 Address:

 

 Telephone Number:

INSURANCE INFORMATION ONLY

Primary Insurance

Responsible Party’s Name:_______________________________

Address:______________________________________________

_____________________________________________________

Telephone: ____________________________________________

Primary Care Physician: _________________________________

Address:______________________________________________

_____________________________________________________

Insurance Company: ____________________________________

Address:______________________________________________

_____________________________________________________

Telephone Number:_____________________________________

Member ID:____________________________________________

Group ID:_____________________________________________

Secondary Insurance

Insurance Company: ______________________________________

Address:________________________________________________

_______________________________________________________

Telephone Number:_______________________________________

Member ID:_____________________________________________

Group ID:_______________________________________________

visit our website: call us:

www.yogaandmassage.center 704-332-7700
Jeffrey F. Widmann, LMBT, CPT, E-RYT #1757

Professional Services Description Fee
(1) 97112 Neuromuscular Re-education (:15 x _______) __________

(2) 97124 Deep Tissue Massage (:15 x _______) __________

(3) 97530 Functional Yoga (:15 x _______) __________

(4) ___________________________________________ __________

(5) ___________________________________________ __________

(6) ___________________________________________ __________

(7) ___________________________________________ __________

Professional Services Description Fee
(8) __________________________________________ __________

(9) __________________________________________ __________

(10) __________________________________________ __________

(11) __________________________________________ __________

(12) __________________________________________ __________

(13) __________________________________________ __________

(14) __________________________________________ __________

 Subtotal __________  

 TOTAL CHARGE __________

Patient’s Name: Date:

Address: Home Phone:

 Cell Phone:

Employer: Work Number:

Referring Physician: Physician’s Phone Number:

Physician’s Diagnosis: Present Symptoms:

©2019 Advanced Therapeutics Pain Relief and Wellness Center 122019
Jeffrey F. Widmann LMBT, CPT, E-RYT   #1757

EIN: 47-2453442


	Patients Name: 
	Date: 
	Address 1: 
	Address 2: 
	Home Phone: 
	Cell Phone: 
	Employer: 
	Work Number: 
	Referring Physician: 
	Physicians Phone Number: 
	Physicians Diagnosis 1: 
	Physicians Diagnosis 2: 
	Present Symptoms: 
	Neuromuscular Reeducation 15 x: 
	undefined: 
	Deep Tissue Massage 15 x: 
	Functional Yoga 15 x: 
	4: 
	5: 
	6: 
	7: 
	1: 
	2: 
	3: 
	4_2: 
	5_2: 
	6_2: 
	13: 
	14: 
	undefined_2: 
	TOTAL CHARGE: 
	Insurance Company: 
	Responsible Partys Name: 
	Address 1_2: 
	Address 2_2: 
	Telephone: 
	Primary Care Physician: 
	Address 1_3: 
	Address 2_3: 
	Insurance Company_2: 
	Address 1_4: 
	Address 2_4: 
	Telephone Number: 
	Member ID: 
	Group ID: 
	8: 
	9: 
	10: 
	11: 
	12: 
	Fee 1: 
	Fee 2: 
	Fee 3: 
	Fee 4: 
	Fee 5: 
	Fee 6: 
	Fee 7: 
	Address 1_5: 
	Address 2_5: 
	Telephone Number_2: 
	Member ID_2: 
	Group ID_2: 
	Name: 
	Address 1_6: 
	Address 2_6: 
	Telephone Number_3: 


