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New Patient Form

Corbin Pyhsical Therapy Patient Information Form
  

Todays Date _________________________ Birthdate ______________ Male or Female (circle one)
Name ______________________________ Phone ________________ Cell __________________
Street Address ___________________________________________________________________________
City ________________________________ State ______________________ Zip ___________________
S.S. Number _________________________ Diagnosis/Problem __________________________________
Referring Doctor ______________________ Date Seen by Physician _____________________________
Employer ____________________________ Work Phone _________________________ Ext. __________
Address ________________________________________________________________________________
City ________________________________ State ______________________ Zip ____________________

IN CASE OF EMERGENCY, PLEASE CONTACT
Name ______________________________ Relationship_________________ Phone/Cell ______________

Fill Out Appropriate Section:
A.  Workers' Compensation Insurance Information (if work related)
Name of Employer at time of injury __________________________ Date of injury ____________
Workers' Comp Insurance _________________________________ Phone __________________
Claim Number _________________________________ Adjuster __________________________

B. Private Health Insurance Information (if billing your private health insurance)
Primary Insurance Company _______________________________________________________
Insurance Phone ______________________ Insured's Name _____________________________
Insured's ID# _________________________ Group Number _____________________________
Relationship to Insured __________________________________________________________

C. Auto Insurance (if billing your auto insurance)
Insurace Company _____________________________ Insurance Phone __________________
Insured's Name ________________________________ Date of Accindent _________________
Adjustor's Name ______________________ Claim Number _____________________________

Assignment And Release 
I hereby authorize my insurance benefits to be paid directly to Southeastern Kentucky P.T., Inc. and I am 
financially responsible for non-covered services. I also authorize Southeastern Kentucky P.T., Inc. to realease 
my information required to process this claim.

Patient Signature _________________________________________________
Parent/Guardian Signature __________________________________________________


	Sheet1

