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To Achieve Better Results

Patient Name (First, Middle, Last): ________________________________________________________________

Date of Birth: ___________________ SS #: ____________________ Age: ____ Sex: ____ HT: _____WT:_____ 

Home Phone# (___) ________________ Cell# (___) _____________ E-mail: ______________________________

Current living status:  Home ______ Skilled Nursing Facility _____________   Inpatient Facility _______________

Mailing Address: ______________________________________________________________ Apt #: __________

City: _______________________________________________________ State: __________ Zip: _____________

List all Allergies: _____________________________________________________________________________ 

Parent/Legal Guardian (if under age 18) __________________________________________________________

Primary Insurance: ________________________________________________ Phone: ____________________
									
Policy Holder Name: ______________________________________________ Date of Birth: _________________

ID#: __________________________________________ Group#: _______________SSN: __________________

Same address as patient? ____ If not, Please provide: __________________________________________________
	
Secondary Insurance: ______________________________________________ Phone: _____________________

Policy Holder Name: ______________________________________________ Date of Birth: _________________

ID#: __________________________________________ Group#: _______________SSN: __________________

Same address as patient? ____ If not, Please provide: __________________________________________________

Do you have a Medicare advantage plan? ________________________________________________________
           
Is this visit accident related? _____ Work related _______ Auto ________ Other _________________________

Worker’s Compensation? ___ If yes, Please provide the Claims Contact:__________________________________

Emergency Contact Information

Name: ________________________________________________ Phone: _______________________________

Primary Care Physician or Referring Physician 

Name: ___________________________________________________ Phone: ____________________________

Physical Therapy

Facility & Therapist Name: ______________________________________________________________________

Phone: _______________________________________ E-mail: ________________________________________
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