PATIENT INFORMATION
PAIR & MAROTTA PHYSICAL THERAPY

NAME: (LAST) (FIRST) MI)
HOME ADDRESS
City State Zip Code
Home Phone: Cell: E-Mail:
Social Security: Birth date: Age: Sex: M F Marital Status: S M D W
EMPLOYER: (if you are under 18, please list your parent’s employers here and under Spouse employer)
Company Name: Occupation:
Address: Zip Code:
Work Phone Work Fax:
STUDENT: Full Time / Part Time
Spouse’s Name: Social Security:
Spouse’s Employer: Address:
Work Phone: Work Fax:
REFERRING PHYSICIAN: NAME:
ADDRESS
PHONE: FAX:
NAME OF RELATIVE/FRIEND NOT LIVING WITH YOU
PHONE NUMBER: ( )
RESPONSIBLE PARTY/PERSON
NAME SSN:
ADDRESS PHONE
RELATIONSHIP TO PATIENT: Self  Spouse  Child:  Other ~ EMPLOYER NAME:
PLEASE INDICATE METHOD OF PAYMENT FOR TREATMENT (DEDUCTIBLE, CO-PAY, CO-INSURANCE, NON-COVERED ITEMS):
Cash Check Visa/Mastercard
INSURANCE INFORMATION
PRIMARY SECONDARY
INSURANCE CO. INSURANCE CO.
ADDRESS ADDRESS
CITY STATE ZIP CITY STATE ZIP
PHONE: ( ) ) PHONE: ( )
ID/SS#: ID/SS#
GROUP/CLAIM # GROUP/CLAIM #:
INSURED NAME: INSURED NAME:
RELATIONSHIP TO PATIENT: RELATIONSHIP TO PATIENT:
DATE OF BIRTH DATE OF BIRTH
EMPLOYER EMPLOYER
ADDRESS ADDRESS
CITY STATE ZIP CITY STATE ZIP
EMPLOYER PHONE # EMPLOYER PHONE #
INJURY INFORMATION
INJURY RELATED?  YES ~ NO DATE OF INJURY / / TYPE: WORK AUTO OTHER
HOW DID INJURY OCCUR?
ATTORNEY: ADDRESS
CITY STATE Z1P PHONE: ( )

Signature: Date:




