Physical Therapy and Sports Medicine

s .. SAPP’S

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: &Bmone;

Work Phone: Rbelhe:

Email Address:

Employer: [f2¢icun:

Employment Status:  Full Time Part Time Retired Not Employed
What was your reason for choosing Sapp’s Physicaldpy?

Advertisement Website or Internet  Mailing Friend Doctor

Insurance Plan  Family
Other (please explain):

Have you had Physical Therapy or Massage Therajoydi® 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. #: uGrolicy #:




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

Name of Secondary Insurance:

Subscriber’'s Name (If Different):

Date of Birth:

ID. #: uGrolicy #:

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 Sa#ddress):

Relationship to Patient:

Home Phone: k Mhame:

| authorize my insurance benefits be paid direti$app’s Physical Therapy and Sports Medicinenderstand that
| am financially responsible for any balance. sceRuthorize Sapp’s Physical Therapy and Sportsidites to

release any information required to process myrdai

PATIENT / GUARDIAN SIGNATURE DATE



LUITUD 1o v |

Asthma L] % L}
Emphysema L] C]
Shortness of Breath Q_ L]

EXERCISE | | WORKACTIVITY | | STRESSLEVEL | | HABITS
[ ] None [] sitting ] Low [] Smoking Packs a Day
] 1-2 x Week [] Standing [] Medium [] Alcohol Drinks a Week
[]3-4 x Week [] Light Labor [] High [] Coffee/Soda Cups a Week
[ 5+ x Week [JHeavy Labor
What types of exercise do you perform? :
What things cause stress in your life? :
Are you taking any seizure medication? LIYES [ INO If yes list name:

Are you taking any medications that might affect your lungs, heart, consciousness or general well-being while participating in therapy?

[OYES [NO  Ifyes list name:

List all medications you are currently
taking:

List all surgeries in the past two years (Including dates):

Are you What
pregnant? CJYES [INO week?:

Have you had any injuries related to work? [JYES []NO Ifyes list body part and date.:

Have you had any Auto Accidents [JYES [INO Ifyes list body part and date.:

Have you had Physical Therapy or Massage Therapy before? [JYES [INO Where:

Signature of Patient, Parent, Guardian, Personal Representative Date







