PHYSICAL THERARY

PATIENT INFORMATION

TODAY’S DATE SS # DOB AGE SEX
PATIENT'S NAME ADDRESS

CITY STATE ZIP PHONE #

EMPLOYER: ADDRESS PHONE #

PATIENT’S RELATION TO INSURED: SELF ~ SPOUSE OTHER (please circle one)

IS CONDITION RELATED TO (please circle yes or no on each):

EMPLOYMENT YES NO
AUTO YES NO
OTHER YES NO

IF YES TO ANY OF THE ABOVE, DATE OF ACCIDENT/INJURY

ARE YOU CURRENTLY HAVING THERAPY ELSEWHERE: YES__ OR NO__ IF YES, WHERE?

HOME CARE OUT PATIENT OTHER

IN CASE OF EMERGENCY PLEASE NOTIFY TO: PHONE #

HOW DID YOU HEAR ABOUT US: DOCTOR YELLOWPAGE __ FRIEND___ INTERNET_____ OTHER_ _
IF DOCTOR REFERRED: NAME PHONE

Official Remarks:

PATIENT’S SIGNATURE (OR responsible Party) Date :

Locations
18200 E.Ten Mile Road, Suite 200, Eastpointe MI 48021
Tel: 586-771-7500 Fax: 586-200-5109



