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PATIENT INFORMATION FORM  

First Name: ________________________ Middle Initial: ____ Last Name: _________________________________ 

Nickname (if applicable): ______________________________ 

Address: _______________________________________________________________________________________ 

______________________________________________________________________________________________ 

City: ___________________________ State: __________ Zip code: _______________________________________  

Social Security #: ________________________________ Gender:            �  Male             �  Female 

Marital Status:     �  Single     �  Married     �  Widowed     �  Divorced     �  Legally Separated 

Spouse (if applicable): ____________________________________________________________________________ 

Date of Birth: ________________________________ Home Phone: _______________________________________ 

Work Phone: _________________________________ Cell Phone: ________________________________________ 

Email Address: _________________________________________________________________________________ 

Employer: ____________________________________ Occupation: _______________________________________ 

Employment Status:     �  Full Time     �  Part Time     �  Retired     �  Not Employed 

What was your reason for choosing Sapp’s Physical Therapy? 

�  Advertisement     �  Website or Internet     �  Mailing     �  Friend     �  Doctor ____________________________    
�  Insurance Plan     �  Family      
�  Other (please explain): _____________________________________ 
 
Have you had Physical Therapy or Massage Therapy before?  �  Yes  �  No   
 
When:___________________________Where:________________________________________________________ 
Are you receiving home health care?     �  Yes  �  No   

INSURANCE INFORMATION                                                                                                        
PLEASE GIVE YOUR INSURANCE CARD TO THE RECEPTIONIST  

Primary Insurance Name: _________________________________________________________________________ 

Subscriber’s Name (If Different): _______________________________Employer:____________________________ 

Date of Birth: ___________________________________________________________________________________ 

ID. #: ________________________________________ Group/Policy #: ___________________________________ 
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Patient’s Relationship to Subscriber:  �  Self     �  Spouse     �  Child     �  Other: ____________________________ 

Name of Secondary Insurance: _____________________________________________________________________ 

Subscriber’s Name (If Different): ___________________________________________________________________ 

Date of Birth: ___________________________________________________________________________________ 

ID. #: ________________________________________ Group/Policy #: ___________________________________ 

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

AUTO OR WORK INJURY CLAIM 
PLEASE PROVIDE YOUR INSURANCE INFORMAION  

Insurance Name:    �  Auto: _________________________ �  Labor & Industries: ___________________________ 

Adjuster/Claim Manager: ___________________________ Phone: ________________________ Ext.: ___________ 

Address: _______________________________________________________________________________________ 

City: ___________________________ State: __________ Zip code: _______________________________________  

Claim #: _____________________________Accident Date: _________________ Cause: ______________________ 

ATTORNEY INFORMATION  
Name: ___________________________Law Firm: __________________________ Phone: ____________________ 

Address: _______________________________________________________________________________________ 

City: ___________________________ State: __________ Zip code: _______________________________________  

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 Sapp’s Physical Therapy and Sports Medicine.  I understand that 
I am financially responsible for any balance.  I also Authorize Sapp’s Physical Therapy and Sports Medicine to 
release any information required to process my claims. 

 

______________________________________________________________________________________________ 
PATIENT / GUARDIAN SIGNATURE                                                                    DATE 
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