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Client Registration 2011

                                        * Please print legibly *

Name of client: _______________________________________   
Street: _____________________________________________   
City: _______________________________   State: _______   Zip: ___________
Home phone: ___________________________ Cell phone: ____________________________
Email: _______________________   

Disability: ________________________________________   Date of birth: ________________
Gender: ______   Height: ___________   Weight: ____________

Client is:      Ambulatory      Non- ambulatory         ///         Verbal      Non- verbal
Client uses:     Wheelchair       Crutches       Braces       Walker       Cane
Client is able to sit independently:            Yes             No
Adaptive equipment (i.e. afo’s, hearing aid, shunt, etc.) : ________________________________
________________________________________________________________________
Previous Ride4Fun client?   _____No   _____Yes   _____       
Previous client of another TR program?   _____No   _____Yes
	If yes, when?   ____________________    Where?   ______________________________
Please tell us your goals for this activity (use back of page if necessary): ___________________
______________________________________________________________________________
______________________________________________________________________________

If the client is less than 18 years of age, the parent or legal guardian should fill in below:

Father ___________________________________   Phone #: (home) ______________________
Employer ________________________________                   (work) ______________________
Mother __________________________________   Phone #: (home) ______________________
Employer ________________________________                   (work) ______________________

Address of (circle one)       Mother       Father      if different from client’s address:
_____________________________________   ________________   __________   __________
(street)				                             (city)		    (state)	   (zip)

Name and Address of Legal Guardian (if different from parent)
___________________________________________________  (home) __________________
___________________________________________________  (work) __________________
Name and Address of Caregiver (if different from parent)
___________________________________________________  (home) __________________
___________________________________________________  (work) __________________


Referring Physician: ___________________________________    Phone: ________________
Family Physician: _____________________________________    Phone: ________________

EMERGENCY CONTACT(S): __________________________________________________
	_______________________________________________________________________
	_______________________________________________________________________
	_______________________________________________________________________

2011 Registration form, page 2, for client __________________________________________



INSURANCE INFORMATION

PRIMARY INSURANCE:
Insurance company __________________________   Group/Plan number __________________
Insurance company street/P.O. Box _________________________________________________
City ____________________________   State _____________   Zip code ____________
Does this plan cover all family members?   _____YES   _____NO
Name of policy holder ___________________________   Relationship to client _____________
Insured’s date of birth ______________________    Insured’s SSN _______________________
Employer _____________________________________________________________________
Employer’s address _____________________________________________________________

SECONDARY INSURANCE:
Insurance company __________________________   Group/Plan number __________________
Insurance company street/P.O. Box _________________________________________________
City ____________________________   State _____________   Zip code _____________
Does this plan cover all family members?   _____YES   _____NO
Name of policy holder ___________________________   Relationship to client _____________
Insured’s date of birth ______________________    Insured’s SSN _______________________
Employer _____________________________________________________________________
Employer’s address _____________________________________________________________


SIGNATURE

I authorize payment of medical benefits to myself or to the named provider for professional services rendered.  I authorize the release of any information necessary to process my medical claim.  I have received a copy of my Patient’s Rights.  I verify the above information is accurate and I understand it is my responsibility to immediately update, in writing, any changes in my registration information.



__________________________________________________		_________________
Signature (adult client or parent/guardian of minor client)		            Date

 (
A Non-Profit Organization
E-mail:  
ride4pt@aol.com
Website:  
www.ride4fun.org
)[image: ]
Please return completed form to:	

Ride4Fun, Inc.
8957 Austin Road
Saline, MI  48176
Phone:  734-944-6651
Fax:  734-944-8147
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