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Physical Therapy Specialties, LLC
PATIENT INFORMATION FORM                                  
	PATIENT INFORMATION

	Patient’s Last Name
	First
	Middle
	 FORMCHECKBOX 
 Mr.
 FORMCHECKBOX 
 Mrs.
	 FORMCHECKBOX 
 Miss

 FORMCHECKBOX 
 Ms.
	Marital Status

	     
	     
	     
	
	
	 FORMCHECKBOX 
 Sgl      FORMCHECKBOX 
 Mar      FORMCHECKBOX 
 Div      FORMCHECKBOX 
 Sep      FORMCHECKBOX 
 Wid

	Social Security
	Birth Date:
	Age
	Sex
	Spouse/Partner Name:
	Home Phone No.

	     
	      /       /      
	     
	 FORMCHECKBOX 
 M   FORMCHECKBOX 
 F
	     
	(      )      

	Home Address
	City
	State
	ZIP Code
	Cell Phone No.

	     
	     
	     
	     
	(      )      

	Occupation
	Employer
	Work Phone No.

	     
	     
	(      )      

	Referring Physician:
	Diagnosis:
	Date of Injury / onset:
	 FORMCHECKBOX 
 Work Related

	     
	     
	      /      /      
	 FORMCHECKBOX 
 Accident Related


	INSURANCE INFORMATION
	(please give your insurance card to the receptionist)

	Person Responsible for Bill
	Birth Date
	Address (if different)
	Home Phone No.

	     
	     
	     
	(      )      

	Occupation
	Employer
	Employer Address
	Employer Phone No.

	     
	     
	     
	(      )      

	Primary insurance:

     
	ID # / Medicare #

     
	Group Number:

     

	Subscriber’s Name (If not Patient)
	Subscriber’s Address
	Subscriber’ Phone No.

	     
	
	(      )      

	Patient’s Relationship to Subscriber
	 FORMCHECKBOX 
 Self
	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Child
	 FORMCHECKBOX 
 Other
	     

	Name of Secondary Insurance (if applicable)
	Subscriber’s Name
	ID # / Medicare #


	Group Number:



	     
	     
	     
	     

	Patient’s Relationship to Subscriber
	 FORMCHECKBOX 
 Self
	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Child
	 FORMCHECKBOX 
 Other
	     


	NOTIFY IN CASE OF EMERGENCY

	Name of  Friend or Relative (not living at same address)
	Relationship to Patient
	Friend or Relative Home Phone No.
	Friend or Relative Work/Cell  Phone No.

	     
	     
	(      )      
	(      )      

	Primary Physician:
	Physician Address:
	Physician Phone No.

	     
	     
	(      )      


	The above information is accurate to the best of my knowledge.  I will notify the staff of any changes to the above information.  

Consent to Treatment / Release of Information:
I understand that individual results from physical therapy vary based on the nature of the patient’s injury, overall health condition, and level of participation, among other variables, and that as a result no specific results from physical therapy are guaranteed.  I also understand that physical therapy may involve the use of therapeutic equipment and machines, which may involve some risk of injury.   I release and hold harmless Kathy   Patton, PT  and Physical Therapy Specialties, LLC against all claims arising from my use of services and facilities, both on behalf of myself and  anyone making a claim on my behalf.  I hereby consent to treatment and authorize the release any information requested by my insurance company concerning my present illness or injury.
Privacy Policy:
This office complies with the HIPPA policies and no patient information will be released without your consent in writing. 




	X
	
	

	
	PATIENT/GUARDIAN SIGNATURE
	DATE                                                   REV. 05/11




















