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 Tracy McGowan DPT, MTC; TLC Rehab Clinic Manager

Doctor of Physical Therapy, Certified Manual Therapist

11357 Countryway Blvd. • Tampa, FL 33626

P: 813.925.8832 • F: 813.925.8840


PATIENT’S NAME: _________________________________________
MEDICARE

Medicare/HICN #: _______________________ Secondary Ins. Company: _____________________ Group #: ________________
Name of insured: _____________________________________ ID #: _______________________ Ins. Co. Ph. #: _____-_____-_______
Insurance company address: ____________________________ City: _______________________ State: _____ Zip: ___________
____I do not have a Medicare HMO ____ I have a Medicare HMO ____I am not receiving home health ____ I am receiving home health
HEALTH INSURANCE/SECONDARY INSURANCE

Insurance Name: _________________________ Name of Insured: _________________________ Ins. Phone #: _____-_____-_______
Insured’s DOB: ___/___/___Insured’s S.S.#: _____-___-_____ Relationship to Insured: ____Self  ____Child ____Spouse ____Other
Patient ID #: ____________________________________________________ Group #: _______________________________________________
My deductible has been: ____ MET     ____ NOT MET     ____ PARTIALLY MET     ____ N/A     ____ DO NOT KNOW
AUTO INSURANCE INFORMATION (if billing your auto insurance)

Is this injury related to an auto accident? _____ Yes   _____ No   If yes, please fill out below:
Name of insured: _______________________ Date of injury: ____/____/____ In which state did the accident occur?______
Auto Insurance Name: _____________________ Name of adjustor: __________________________ Phone #: _____-_____-_______
Policy #: _______________________________________________ Claim #: _________________________________________________________

Attorney’s name: ___________________________________________________________________________ Phone #: _____-_____-_______
Amount of Medical Pay Coverage (Please check your policy for this information)__________________________________
WORKERS’ COMPENSATION

Is this injury related to a workers’ compensation claim? _____ Yes _____ No       If yes, please fill out below:
Name of employer at time of injury: ________________________________________________ Date of injury: ___/___/____ 
Claim#: _______________________________________________________________________________________________________________

Employer’s Address: _____________________________________ City: _______________________ State: _____ Zip: ____________
Workers’ compensation insurance: _________________________ Phone #: _____-_____-_______ Fax#: _____-_____-_______
Adjustor’s name: _______________________________________________ Phone#: _____-_____-_______ Fax#: _____-_____-_______

4 | Page

