
Patient Intake Information 
 PATIENT INFORMATION                                                 EMAIL ADDRESS:_____________________________ 

 /         /          :etaD :laitinI elddiM :emaN tsriF :emaN tsaL

Parent Name if patient is a  :emaN tsriF :emaN tsaL – ronim

 :piZ :etatS :ytiC :sserddA

Birth date:             /         / Age:   Male  Female  S.S. #:              -           - 

Home Phone:  (         )            -                Alternative Phone (Cell, Pager):  (         )            -                Spouse:

Chose Clinic Because/ Referred to Clinic By  Dr.:                                        Insurance Plan  Family   Friend 

 Former Patient   Close to Work/Home   Website  Yellow Pages   Street Sign  Other:

 WORK INFORMATION 
 .txE                -            )         ( enohP kroW :reyolpmE

   sutatS tnemyolpmE :noitapuccO  Full Time   Part Time   Retired  Not Employed 

 CARE PROVIDER INFORMATION/ INFORMATION ABOUT CURRENT CONDITION 
 /         /        :etaD yregruS/melborP fo tesnO /         /        :nees tsal etaD :rD gnirrefeR

 /         /           :dezilatipsoh fi etad egrahcsiD /         /       :nees tsal etaD :PCP/.rD ralugeR

 INSURANCE INFORMATION ( PLEASE GIVE YOUR INSURANCE CARD TO THE RECEPTIONIST )

Primary Insurance Name:   

 /         /         : etad htriB :)tnereffid fI( emaN s’rebircsbuS

 # yciloP/puorG          :# .DI

Patient’s Relationship to Subscriber:  Self  Spouse        Child        Other: 

Name of Secondary Insurance: 

Subscriber’s Name: Birth date :         /         / 

 # yciloP/puorG          :# .DI

Patient’s Relationship to Subscriber:  Self  Spouse        Child        Other: 

 AUTO OR WORK INJURY CLAIM              ( PLEASE PROVIDE YOUR INSURANCE INFORMATION FOR BACKUP )

Insurance Name:   Auto :                                                   Labor & Industries:

 :.txE :enohP :reganaM mialC/retsujdA

 :piZ :etatS ytiC :sserddA

 :esuaC/         /             :etaD tnediccA :# mialC

 ATTORNEY INFORMATION 
                -            )         ( :enohP :mriF waL :emaN

 :piZ :etatS ytiC sserddA

 IN CASE OF EMERGENCY 
Name of Local Friend or Relative (Not Living at Same Address): 

Relationship to Patient: Home Phone: (       )          - Work Phone: (       )          - 
I authorize my insurance benefits be paid directly to Institute of Physical Therapy and Fitness, PA (IPT). I understand that I am financially 
responsible for any balance. I also authorize IPT to release any information required to process my claims. 

PATIENT /GUARDIAN SIGNATURE                                                                     DATE 

State:


