
Penn-Trafford Physical Therapy, Inc.
Patient Information

Patient Name:________________________________Date of Birth:_______________________
Address:_______________________________________________________________________
City, State, Zip:_________________________________________________________________
Home Phone#: (___)______________Work#:(___)_____________ Cell#:(__)______________
Marital Status: S   M   W   D          Email Address:____________________________________ 
New Patient_____ Return Visit_____ Age ______ M_____ F_____
Referring Physician: __________________________Phone #_____________________________
Primary Care Physician:_____________________________ Phone #______________________
Reason for Choosing Facility?_______________________________________________________
How did you hear about us?_________________________________________________________

IF PATIENT IS UNDER 18 YEAR OF AGE- GUARDIAN OF RESPONSIBLE PARTY:
Your Name:________________________________Relationship to Patient:___________________
Address:__________________________________________________________________________
Home Phone:(___)____________Work Phone:(___)____________Cell Phone:(___)____________

WORK RELATED INJURY
Employer at time of injury:__________________________________Date of injury:____________ 
Employer Address:_________________________________________________________________
Employer Phone#(____)_____________________Claim#__________________________________
Insurance Carrier:____________________________________Phone#(____)________________
Address:__________________________________________________________________________

AUTO RELATED INJURY
Insurance Carrier:____________________________________Phone#(___)___________________
Address:__________________________________________________________________________
Date of Injury:_______________________
Claim#____________________________________

PRIMARY HEALTH INSURANCE
Insurance Company Name: __________________________________________________________
Policy Holder’s Name:_______________________________ Relationship to Patient:___________
Policy Holder’s Date of Birth:___________________
Policy Holder’s ID#:__________________________________Group#________________________

SECONDARY HEALTH INSURANCE
Insurance Name:___________________________________________________________________
Policy Holder’s Name:_______________________________Relationship to Patient:___________
Policy Holder’s Date of Birth:___________________
Policy Holder’s ID#__________________________________Group#________________________

PEOPLE TO CONTACT IN CASE OF EMERGENY
_______________________________________________ Phone#____________________________
________________________________________________Phone#___________________________


