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	SOUTHERN IDAHO THERAPY SERVICES

PATIENT INFORMATION SHEET
	DATE:   

	PATIENT:   
	NICKNAME:
	PHONE:     

	SSN#
	SEX:
	BIRTHDATE:
	AGE:   

	E-MAIL:

	CELL:

	P.O. BOX #  
	STREET ADDRESS:     

	CITY:      
	STATE:    
	ZIP      

	

	EMPLOYER:   
	WORK PHONE:   

	EMPLOYER ADDRESS:
	OCCUPATION:

	Have you been seen for physical therapy in another facility:  Yes   /   No     When:                                Where:

	Are you currently receiving Home Health Services ?    Yes   /  No     Which Agency?

	REASON FOR VISIT:
	X-RAYS?    Yes  /  No   If yes, where:

	HOW LONG HAVE YOU BEEN HAVING PROBLEMS/PAIN? 

	HAVE YOU BEEN TREATED FOR THIS CONDITION IN THE PAST?       Yes    /   No
     If yes… When?________________  Where? _______________________  Physician?_________________

	WAS THIS THE RESULT OF AN ACCIDENT?    Yes [  ]    No [  ]
	DATE OF ACCIDENT:

	TYPE OF ACCIDENT:  [  ] Worker’s Comp - Employer at time of accident:_____________________________

                                         [  ] Auto Accident - State _____________ 

                                         [  ] Other - Type of Accident?______________________________________________

                                                           Where did the accident happen?____________________________________



	

	REFERRING PHYSICIAN:  
	NEXT VISIT DATE:

	FAMILY PHYSICIAN: (If different)

	

	Marital Status:     [  ]  Minor              [  ]  Single            [  ]  Married            [ ]  Divorced           [  ]  Widowed            [  ]  Separated

	SPOUSE’S NAME:   
	PHONE/CELL:

	SSN#
	BIRTHDATE:
	OCCUPATION:

	EMPLOYER:
	WORK PHONE:

	IF MINOR:  

	FATHER’S NAME:
	PHONE/CELL:

	ADDRESS: (If different)

	SSN#
	BIRTHDATE:
	OCCUPATION:

	EMPLOYER:
	WORK PHONE:

	

	MOTHER’S NAME:
	PHONE/CELL

	ADDRESS: (If different)

	SSN#
	BIRTHDATE:
	OCCUPATION:

	EMPLOYER:
	WORK PHONE:


PATIENT NAME: ______________________
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	EMERGENCY CONTACT:

	NAME:    
	RELATIONSHIP:    

	ADDRESS:     
	PHONE:    


	A PHOTOCOPY OF YOUR INSURANCE CARDS IS REQUIRED

	PRIMARY INSURANCE:

	POLICY #
	GROUP #

	SUBSCRIBER NAME:
	BIRTHDATE:

	SSN#
	EMPLOYER:

	

	SECONDARY INSURANCE:

	POLICY #
	GROUP#

	SUBSCRIBER NAME:
	BIRTHDATE:

	SSN#
	EMPLOYER:

	

	I understand that I am financially responsible for the payment of medical charges incurred on the above-named patient at Southern Idaho Therapy Services, regardless of third party coverage.                                                                                       *Please initial ___________
I understand that it is ultimately my responsibility to contact my insurance company for physical therapy eligibility and benefits.

                                                                                                                                                                            *Please initial ___________
I authorize the above-named patient’s insurance company, or any responsible third party to pay benefits directly to Southern Idaho Therapy Services.                                                                                                                                               *Please initial ___________
I give my permission to allow Southern Idaho Therapy to take a photograph of the above-named patient and to include the photograph in the electronic medical record for identification purposes.                                                                                 *Please initial ___________
I have read all the information on this sheet and have completed the above answers.  I certify this information is true and correct to the best of my knowledge.                                                                                                                                       *Please initial ___________
I will notify you of any changes in the above information.                                                                                *Please initial ___________


	Patient’s Signature    
	Date    

	Parent’s Signature (If patient is a minor)
	Date


