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PATIENT INTAKE 

 
Patient Demographics: 
   
IN CASE OF EMERGENCY CONTACT: Name:_________________________________________ 

Relationship:_________________________________         Phone:____________________________ 

Patient Information:                                                                                                                         

NAME: (Last) _______________________________(First) __________________________ (MI)____ 

Address: (Street)______________________________________________________________________ 

(City)___________________________________________    (St.)________    (Zip)________________ 

D.O.B_____/_______/_______ 

Home phone:    __________________________    Cell______________________ Work____________ 

Number to reach you DURING BUSINESS HOURS:  (Please Circle)        Home / Work / Cell   

Gender: ___________                Marital status:  S / M / D / W / Other: ___________ 

Employer:___________________________________       Occupation:___________________________ 

Employer Address: (street) ________________________________________________________________ 

(City) __________________________________________       (St.) _______    (Zip) _______________ 

Email Address: ______________________________________________________________________                  

How were you referred to Specialized Orthopedic Physical Therapy? 

____Physician     ____Family / Friend     ____Phone Book     ____Internet     ___Other:_____________ 

 

Injury Information: 

Referring MD ______________________________   Family MD ______________________________  

Type of injury:  _______________________________________      Date: ______ /_______/_________  

Did you have surgery?          _____Y _____N           Date: ______ /_______/_________ 

Did you receive injections at hospital?  _____Y _____N     Date: ______ /_______/_________ 

Attorney Information:        Date: ______ /_______/_________ 

Is there an attorney involved? Y_____ N_____     

Attorney Name:_______________________________________________________________________    

Attorney Address (street) _______________________________________________________________ 

(City) ____________________________________________ (St.) ________  (Zip) ________________     

Phone: _____________________________________________________________________________  


