
North Hagerstown Rehabilitation 
580 Northern Avenue 

Hagerstown, MD  21742 
 

Patient Information 
 

Last Name: _____________________  First Name: ____________________ MI: ______ 
 
Address: ___________________________ City/State: __________________ Zip: _____ 
 
Home Phone: ______________________   Work Phone: _________________________ 
 
DOB: _________ Age: _____ SSN: ____-_____-_____  Sex: M/F    Marital Status: ____ 
 
Emergency Contact: _______________________________________________________ 
 
Area to be treated: ______________       Surgery/Injury Date: ______________________ 
 
Primary Care Physician: ___________________________________________________ 
 
Referring Dr.: ____________________________________________________________ 
 
How did you hear about us?:________________________________________________ 
 
 
 
Assignment of insurance, benefits, release of information and authorization to treat:  
Responsibility for payment, assignment of benefits authorization and medical release:  I, 
the undersigned, do hereby expressly guarantee payment in full of any and all claims and 
charges in consideration for medical services rendered to, or to be rendered to me by 
North Hagerstown Rehabilitation.  I hereby authorize and demand the assignment of my 
basic medical, major medical, auto medical, third party medical or any other medical 
benefits that may apply, herein specified and otherwise payable to me, directly to North 
Hagerstown Rehabilitation.  I authorize North Hagerstown Rehabilitation to release 
medical information acquired in the course of my treatment and examination to my 
insurance company.  If for any reason the account should become delinquent, I agree to 
pay all rebilling charges, interest charges, collection of costs and reasonable legal fees.  I 
have read and understood the North Hagerstown Rehabilitation payment policies.  
 
 
Signature: _____________________________________   Date: ___________________ 
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