Physical Therapy Services

PATIENT INTAKE FORM

Name:

Phone Number: Cell Phone Number:
Address:

City: State: Zip:
Date of Birth: Date of Injury:

SS #: Employer:

Physician: Next Appt:

Primary Insurance:

Secondary Insurance:

If Insurance is not in your name please complete the following:

Insured’s Name:

Insured’s Employer:

Insured’s DOB: Insured’s SS#

I consent to the treatment of rehabilitation services and I agree to assign insurance
benefits to Physical Therapy Services. I understand and approve that medical
information, including notes, will be sent to my physicians, as well as my insurance
company.

Signature of Patient:

Date:




