
Patient Intake
Scheduled For: ______________________________  At: ______________  With: ______________________
									                         Date: ______________________Patient Demographics
Patient Name: ________________________________
Address: _____________________________________
_____________________________________________
Emergency Contact (or cell #): __________________
Phone (H): _____________ (W): _________________
E-Mail: ______________________________________
SS#: _______________________  DOB: ___________
Marital Status:  □ Single  □ Married  □ Other
How did you get hurt? _________________________
Body part injured? ______  Previous PT? □ Yes  □ No
How did you hear about Panetta? ________________
_____________________________________________
MD Last Seen On (Rx Date): ____________________

Insurance Information
□ Private  □  Workers Comp.  □ No Fault  □ Medicare

Insurance Carrier: ____________________________________

Address: ____________________________________________

____________________________________________________

Phone: ____________________  Fax _____________________

Insured:
Last, First Name: _____________________________________

Relation to Patient: ___________________________________

Address: ____________________________________________

____________________________________________________

SS#: ________________ Sex:  □ M □ F  DOB: _________

Private Insurance

ID #: ____________________________

Group #: _________________________

Have you ever had PT?  □ Yes □ No

If  yes, which body part? ____________

Dates: ___________________________

Referral # (if  required): ____________

Medicare

ID #: ____________________________

Secondary Ins. (Private/Medicare)

Insurance: ________________________

Phone: ___________________________

Workers Comp. & No Fault
Date of  Accident: __________________

Case # (WC): ______________________

WCB #: __________________________

Case # (NF): ______________________

Adjuster: _________________________

Phone: _______________ Ext.: _______

Are you  seeing a chiropractor?________

Attorney
Name: ___________________________

Address: _________________________

_________________________________

Phone: __________ Fax: ____________

Employer

Name: ______________________________________________

Address: ____________________________________________

Phone: ______________ Employed: □ Full time □ Part time PCC Completing Initial Intake: ________
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