
PATIENT INTAKE  
REGISTRATION FORM 

 
         Phone (206) 301-0600 
         Fax (206) 301-0601 
PATIENT INFORMATION           _            
 
Patient Name:             Gender:   M    or     F  
          LAST                                                     FIRST                                            MI 
BirthDate:_______/_______/_________ Age:_______ SocialSecurity # ______________________________________ 
 
Address: ___________________________________________________________APT#____________ 
 
City _____________________________________      State______________      Zip________________ 
   
 Home#: (______) ______-_______Cell#: (______) ______-________ Work#: (_____) _____-_______ 
 
Email address:  _______________________________________________________________________ 
 
Referring Physician: ___________________________________________ Phone: (        ) ___________   
 
Alternate Contact (not living at the above address): 
 
Name: ______________________________ Phone# (_____ ) ______-________ Relation: ___________ 
 
INJURY INFORMATION                
 
Diagnosis or chief complaint ____________________________________________________________ 
 
Injury or Onset Date: ___________________    Date of surgery (if applicable) ____________________ 
 
Where did your injury occur? (circle one)     home/school       work        auto accident      other:__________ 
 

INSURANCE INFORMATION           
 

Insurance Name:__________________________ Member service phone# _______________  
 

 
HEALTH INSURANCE Subscriber ID#_____________________________Group#______________ 
 
Subscbr Name:______________________________ SubscbrEmployer: ______________________ 
 
Relationship:      __ self __ spouse __ dependent        Subscriber’s birthdate: _____/______/_______ 
 

 

 
WORK INJURY: CLAIM# _______________________ Employer:_____________________________
 
  Claim Adjuster Name ____________________________ Have you had previous PT for this injury?   Y       N
 

 

 

 
AUTO ACCIDENT: PIP Claim# ______________________________   What State occurred? _______
                             Adjuster Name: ___________________________    Driver or passenger 
             **please note your personal PIP benefits will be billed for you, however we do not bill 3rd party or liability insurance** 
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