
 
Alpine Physical Therapy 

 

PATIENT INFORMATION 

FIRST NAME MIDDLE NAME LAST NAME PREFERRED NAME/NICKNAME 

MAILING ADDRESS CITY STATE ZIP 

DATE OF BIRTH GENDER SOCIAL SECURITY NUMBER MARITAL STATUS 

CELL PHONE HOME PHONE, IF DIFFERENT EMAIL ADDRESS 

EMPLOYER, NAME AND PHONE NUMBER 

EMERGENCY CONTACT RELATIONSHIP TO PATIENT PHONE NUMBER 

HOW DID YOU HEAR ABOUT ALPINE PT? WHO REFERRED YOU TO OUR CLINIC? 

HAVE YOU HAD PRIOR PHYSICAL THERAPY VISITS THIS YEAR AT ANY OTHER LOCATIONS (FOR ANY DIAGNOSIS)? 

IF YES, HOW MANY VISITS HAVE YOU HAD?  _____________ 

YES NO 

 

ACCOUNT RESPONSIBILITY (If different than above) 

NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT RELATIONSHIP TO PATIENT DATE OF BIRTH 

MAILING ADDRESS CITY STATE ZIP 

CELL PHONE HOME PHONE WORK PHONE 

 

WORK INJURY/ACCIDENT INFORMATION, if applicable 

ACCIDENT DATE CLAIM NUMBER ACCIDENT INSURANCE CO. 

ADJUSTER NAME ADJUSTER PHONE ADDITIONAL INFORMATION 

ATTORNEY NAME (if you have one managing your claim)  ATTORNEY PHONE NUMBER 

 

---------------------------------        FOR OFFICE USE ONLY          -------------------------------- 

Verification Date Insurance Plan / Phone 

Policy/ID Number Group Number Effective Date Auth Required 

Deductible (met) Coverage/Co-pay Visit Limits Visits Used YTD 

Other Details: (authorization, coverage, exclusions, OOP, etc) 

 


