










ACCT. NO._________________
                                                                  PHYSICAL THERAPY ASSOCIATES, P.S.              DATE _________________     
3020 South Grand Blvd.  Spokane, WA  99203  (509) 456-6917

PATIENT INFORMATION

Patient Name: ___________________________________________________________________  SEX:      Male         Female



            Last


First

                 MI

                          (Circle one.)

Address: ___________________________________________________________________________________________________           


 Street address or P.O. Box


City
                         State
                        Zip Code


Name of parent/ guardian

 
         if patient is a minor :______________________________( Address, if different than above):  ____________________________

=====================================================================================================

Home Phone: (____)__________________Cell Phone: (_____)_______________Social Security Number:  ______-_____-_________






   (Optional)



       (If necessary for insurance purposes)

Date of Birth: ______/_______/__________                               Marital Status:        Single         Married        Divorced     Widowed

          Month           Day            Year




                (Circle one of the above.)

======================================================================================================

EMPLOYMENT INFORMATION




CONTACT INFORMATION

Is Patient Employed:    Yes       No      Student


Emergency Contact Name: ____________________________




  (Circle one)












Relationship: _______________Phone #: ________________
    Employer: ____________________________________

 
    or School Name: _______________________________

  
 








 Referring Physician: _________________________________
    Employment 






 Phone: ___________________________________________

Address:      ___________________________________

 








 Primary Care Physician: _____________________________
    Work Phone: (____)________________Ext: _________

 Phone: ___________________________________________

Occupation: ___________________________________

     =====================================================================================================
    INSURANCE INFORMATION
    Primary Insurance: ______________________________

Secondary Insurance: ________________________________
    Subscriber ID #: ________________________________

Subscriber ID #: ____________________________________
   

 Group #: ______________________________


Group #: ___________________________________
    Is Patient the Subscriber: 
Yes




Is Patient the Subscriber:      Yes




            If No, please fill out info below.




 If No, please fill out info below.
    Subscriber Name: ________________________________

Subscriber Name: ___________________________________
    Employer: _____________________DOB: _____________

Employer: ______________________DOB: ______________

======================================================================================================

INJURY INFORMATION

Condition related to:       Employment         Sports       Auto ________        Home         Other




                          (Circle one of the above.)
                State

Date of Injury:  ________/_______/________________



Month
     Day
          Year

Body Part Injured: _____________________________

Side of Body:       Right
        Left

Both



        (Circle one of the above.)




                                                        Over, please.









