WESTGATE ORTHOPAEDIC PHYSICAL THERAPY & EXERCISE, INC. P.S.
PATIENT INFORMATION SHEET

PATIENT INFORMATION

Patient Name: Last First M.1. Phonet:

Patient Address: Street City State Zip

SSN: Sex: DOB: Age:
M/F

Patients Employer: Occupation:

Employers Address: Work Phone:

Name of Spouse or Guardian if a Minor: DOB: SSN:

Emergency Contact Name: Relationship: Phonet:

Reason for Visit:

Injured Body Part include Left or Right if appropriate:

Activities presently unable to do:

Describe your pain (sharp, dull, aching, burning,etc)

Have you been treated at Westgate Physical Therapy? How did you hear about Westgate Physical Therapy?
Therapist:
Have you ever had physical therapy for this injury? Where:
Y/N
Work Related: Motor Vehicle Accident: Date/Time of Injury: Surgery Date
Y/N Y/N Y/N
How did the injury happen: Where did the injury happen:
INSURANCE INFORMATION CO PAYMENTS ARE EXPECTED AT TIME OF SERVICE
Primary Insurance Name: ID#: Group#:
Subscriber Name: DOB: Relationship to the Patient:
Secondary Insurance Name: ID#: Group#:
Subscriber Name: DOB: Relationship to the Patient:
Auto Insurance Name: Claim#:
Adjuster's Name: Phone#:
Attorney Name: Phone#:
Attorney Address: STREET CITY ZIP

PLEASE PROVIDE OUR OFFICE WITH A COPY OF YOUR INSURANCE CARD TO PHOTO COPY
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HISTORY

Referring Physician Name:

Referring Physician Phone #:

Primary Care Physician Name:

Primary Care Physician Phone #:

Please Check if you have or have ever had any of the following:

Please list all surgeries: Dates:

Cancer

Diabetes

Stroke

Heart Disease

Arthritis

Asthma

Pace Maker

High Blood Pressure

Epilepsy

Osteoporosis

Circulatory problems

Pin or Metal Implants

Pregnant

List any medication you are currently taking:

HIV/Aids

Hepatitis B

Hepatitis C

Do you smoke?

Other:

| hereby assign all medical benefits to which | am entitled from any and all insurance/health plan to Westgate Orthopaedic
Physical Therapy & Exercise. This assignment of benefits will remain in effect until revoke in writing by me. | herby
authorize Westgate Orthopaedic Physical Therapy & Exercise to release all information necessary to secure payment.

| agree that | am financially responsible for all charges incurred by my dependents or me for the services rendered,
regardless of insurance coverage or lack thereof. Any outstanding balance may be subject to a 1.5% service fee if not

paid in full within 90 days from the date of service.

I also understand that 24 hours notice is required for cancellation of appointments. If 24 hour notice is not provided |

understand | will be billed for missed appointments.

PATIENT/GUARDIAN SIGNATURE

DATE
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