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Patient Intake Information

Name: ____________________________________ Diagnosis: _________________________

Address, City, State, Zip: _________________________________________________________

Home #: __________________________

Cell: _______________________________

SSN: _____________________________

DOB: ___/___/___ 
Gender:  M ⁭ F ⁭

Marital Status (circle one): Married

Single

Widowed

Other

Employer: ________________________

Phone #: ____________________

Address: _________________________

City/ State/ Zip: ______________________

Treatment for: _____________________

Injury date:  ___/___/___

Referring Physician: ________________________________________   Phone #: ___________

Primary Care Physician:  ____________________________________   Phone #:  ___________

Spouse name: ________________ Employment: _________________ Phone#: _____________

How did you hear about Orthos Physical Therapy? ____________________________________

Emergency Contact Information

Name: _________________________________
Relationship: ________________________

Phone #: _______________________________

Insurance/Workers Comp. Information:

Insurance Company Name: _____________________________ Phone #: __________________

Policy ID#: _____________________________   Group #: ______________________________

Subscriber (if not patients):___________________ DOB: ___/___/___ Relationship: _________

Adjuster:_________________________________ Claim#: ______________________________

Claims Submission CO. Name: ____________________________________________________

Address: ________________________________ City:_______________ State:____ Zip: _____

I give permission to Orthos Physical Therapy, Inc. to release information to my insurance company.  I authorize payment directly to Orthos Physical Therapy, Inc.  I understand I am responsible for payment within 45 days of service received.


Signature: ____________________________________  Date: ___/___/___

