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                     DAY ONE PHYSICAL THERAPY   PATIENT INFORMATION 

First Name: _________________ Middle Initial: ______  Last: _____________________    Male   Female 
DOB: ________________   SS# ________ - ________-________  

Address: ___________________________City: ______________________ State ____  Zip Code: __________ 
 
Home Phone: _____________________   Cell Phone: _______________   Work Phone: __________________ 

Emergency Contact: ____________________________ Relationship: ____________ Phone: ______________ 

Referring Doctor's Name: ______________________________________  Phone: _______________________ 
Address: ____________________________________     Last Seen by Referring Doctor: ______/_____/______ 
Date of Injury: _________________________  Date of Surgery (if applicable): __________________ 
 
ARE YOU RECEIVING HEALTH CARE SERVICVES OF ANY KIND IN YOUR HOME? ______YES ______NO 
IS THERE ANY ATTORNEY INVOLVED IN YOUR CASE/INJURY? ______ YES ______NO 
________________________________________________________________________________________ 
                                                                        EMPLOYER INFORMATION 

Name of Employer: ____________________________  Address: _____________________________________ 
IS THIS INJURY WORK RELATED? _______ YES (Proceed to bottom of page)             ______NO 

_________________________________________________________________________________________ 

                                                                         INSURANCE INFORMATION 
PRIMARY INSURANCE   ________________________ ID # __________________________  Group # _________ 
Name of Policy Holder: _____________________   Policy Holder DOB: ________ SS# _____________________ 
Relationship to Policy Holder: _______________________ 
DO YOU HAVE ADDITIONAL INSURANCE COVERAGE BESIDES THE ABOVE? ________ YES ______ NO 
_________________________________________________________________________________________ 
 
SECONDARY INSURANCE __________________________ ID# ___________________GROUP#_____________ 
 
Name of Policy Holder: ______________________Policy Holder DOB: ________ SS# _____________________ 
 
Relationship to Policy Holder: ___________________ 
__________________________________________________________________________________________ 
                                                               WORKER'S COMPENSATION (IF APPLICABLE) 
Date of injury: _____________  Claim # ___________________ How injury occurred: ____________________ 
 
Name of adjustor: ____________________ Phone____________________________ Fax: _________________ 
 
Have you had physical therapy for this injury? ______ Yes ______ No 
 


