
Elk Rapids Physical Therapy, P.C. 
Patient Information 

 
 
Name:__________________________________________  Birth Date: _____/______/_____  Age:_____ 
 
Address:_________________________________________________________________________________ 
                   (Street/ PO Box)                  (City)                        (State)              (Zip) 
 
Home Phone:__________________________       Work Phone: _________________________________ 
 
Soc.  Sec. #_________________________  Marital status:  Single / Married / Divorced / Widow(er)            
 
In Case of Emergency, please contact: ________________________________ phone: ____________ 
                                                                                                                                                                   
If patient is a minor, responsible party must complete: 
     
                 Name: __________________________________________ 
                 Address: (if different from above)  
 
                          ___________________________________________ 
 
                          ___________________________________________          
 
Date of Injury (or onset of pain) _________________________________ 
 
Type of accident:  Job: __________   Employer: ____________________________________ 
                                  Contact Person: ______________________________ 
 
                           Auto: __________  Claim # ______________________________________ 
                                                      Contact Person: ______________________________ 
            
 
                          Other:___________________________________________________________ 
 
For Office Use Only: 
 
 Referring Physician:___________________________________________________________ 
 
 Diagnosis:______________________________________    Dx Code:___________________ 
 
 Date of Onset:________________________   Date Of Evaluation:____________________ 
 

Insurance Information Below 


