
Today’s Date:________________
Patient Information

First Name:_____________________Middle Initial:____  Last Name:_______________________
Address:_______________________ City:_________________ State:________ Zip:__________
Home Phone:________________ Work Phone:______________ Cell Phone:_________________
E-Mail Address:________________________________________  Sex:    M     F
Social Security Number:_________________________________  Date of Birth:______________
Occupation:______________________________________________________________________
Employer Name:______________________ Employer Address:___________________________
Primary Care Physician:___________________  Referring Physician:______________________
Emergency Contact Name:___________________________ Relationship:___________________
Emergency Contact Phone Number:_________________________
                             Guarantor Information (Person Responsible for bill)  Check patient :________
Guarantor Name:_______________________ DOB:__________SSN:________________________
Relationship to the patient:__________________  Employer:________________________________
Home Address:____________________________________________________________________
Home #:___________________ Cell #_____________________ Work #:______________________

How did you hear about us?  (Please tell us if we can thank someone for your referral!)
________________________________________________________________________________
Were you previously a patient of Integration Physical Therapy?   YES   NO
Have you had Physical Therapy elsewhere?_________________________________

Insurance Information
Primary Insurance Company:___________________________Specialist Co-pay Amount:_______
Group Number:_______________________  Policy Number:________________________________
Insured’s Name:____________________ Date of Birth:________ SSN:______________________

Workman’s Compensation or Accident
Is today’s visit due to a work related accident/injury?  YES      NO      Auto/Other  YES    NO
Employer Name:_________________________ Supervisor Name:_________________________ 
Was work notified?   YES    NO     Worker’s Comp Insurance:_____________________________
Case Manager Name:_______________________________ Claim Number:__________________
State where accident occurred______________  Date of Injury_____/_____/______
Do you have an attorney?   YES     NO
! Attorney’s Name:______________________________
! Attorney’s Address:____________________________
! Attorney’s Phone No.___________________________

Please complete if Patient is a Minor
Mother’s Name:__________________________Father’s Name:____________________________
Mother’s Address:________________________Father’s Address:_________________________
City:________________ State____Zip:________City:________________ State____Zip:________
Phone:__________________________________Phone:__________________________________


