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New Patient Forms                                                                                                                                                                                                             Revised 10/2007 

                                                   NEW PATIENT FORM  
PLEASE PRINT CLEARLY 

Date:______________________________________                                               Email Address:___________________________________________  
                                                       

Name: (First)      (Last)        (M.I.)   
 

Home Address:               
 

Mailing Address:__________________________________________________________________________________     
 

City       State    Zip       
 

Home Phone:     Work Phone:    Other Phone:     
 

Social Security Number:      Date of Birth:    Age:  Sex:    M   /   F 
 

Drivers Lic #:    Emergency Contact:     Telephone:    
Referring Physician:              
 

Referring Dr. Address: ____________________________________________________________  Phone Number ___________________________ 
 

Status Married  /  Single  /  Divorced  /  Separated  /  Widowed  Student No  /  Full-Time  /  Part- Time   
 

Employment Full-Time  /  Part-Time  /  None  /  Retired Employer _____________________________________________ 
 

Do you currently or have you in the past 6 months had Home Healthcare Services?      Yes  No 
Have you been hospitalized in the past 60 days?          Yes  No 
If Yes to either question, who is your Home Healthcare Provider: ____________________________________________________________ 
Have you had physical and/or speech therapy treatment this year?    Yes  No 
If Yes, where? ___________________________________________________________________________________________________________________ 
How did you hear about us?    Physician     Phonebook     Brochure    Employer   Other _________________________ 
 

Injury Type:   Work   Auto   Home   Other:     Date of Injury:     
 

If Work Comp Claim:   Employer at time of Injury: ________________     Phone:     
 

Attorney Involved?    Yes  /   No    Attorney Name: Telephone #: ___________________   
 

Primary Insurance:       Subscriber Name:     
 

Relationship to Patient:        Subscriber:                    
                          ID #        Date of Birth        Group/Policy # 
 

Secondary Insurance:       Subscriber Name:     
 

Relationship to Patient:        Subscriber:                    
                          ID #        Date of Birth               Group/Policy # 
 

Patient Signature:      Date:     
(OFFICE USE ONLY BELOW THIS LINE) 

   

Area(s) Being Treated:           ____________  
 

Diagnosis Code:    Description:    ___________________________________________  
 

Program Code: ______________________________________________ Therapist:    _________   
 

Financial Class:    CASH    B Cross    B Shield    HNet    UHC    MC    W/C    Indust    CCPN Auth #: _______________________ 
       

PQRI Questions Discussed?  Y   N (If yes, Date: _____________) Charge Ticket Marked?  Y   N  (If yes, Date: ______________) 

Office:  AG   Atas  Bksf   Galt  Lodi  MB  Paso  SLO  SM  SMMain  Stock  Temp    HAND:  SLO  SM  SMMain Temp 


