
MOUNTAIN RIVER PHYSICAL THERAPY 
Patient Information Form   (please print neatly) 

 
Today’s Date: ___________________________________ P.T.: _______________________________  
 
Referring Dr ____________________________________ Dr Ph#: _____________________________    
 
Date of onset/injury:______________________________ Diag:_______________________________ 
 
Work related:  [  ]  Yes  [  ]  No  if yes;  State________  Claim# _________________ DOI___________ 
 
MVA or Personal Injury:  [  ]  Yes  [  ]  No  If yes;  Attorney’s Name: ___________________________ 
 
Are you currently receiving Home Health Care?  ____________________________________________ 
       

PATIENT INFORMATION 
 
Patient’s Full Name: __________________________________ Home Ph# _______________________ 
 
Mailing Address: ______________________________________ Work Ph#  ______________________ 
 
City, State, Zip _______________________________________________________________________  
 
Birth date:  _____________________  SS#: _____________________________  [  ] Male   [  ]  Female 
 
Employer & Address: _________________________________________________________________ 
 

HEALTH INSURANCE INFORMATION 
 

Insurance Company Name: ____________________________________________________________  
 
Address: ______________________________________________________ Phone# ______________ 
 
Policy Holder’s Name: _________________________________ Policy Holder Birth date: __________ 
 
Policy holder’s SS#: ___________________________________  Relationship to patient: ___________ 
 
Policy/ID# _________________________________________________  Group# _________________  

If there is a secondary insurance, complete the following:  
 

Insurance Company Name: ____________________________________________________________  
 
Address: ______________________________________________________ Phone# ______________ 
 
Policy Holder’s Name: _________________________________ Policy Holder Birth date: __________ 
 
Policy holder’s SS#: ___________________________________  Relationship to patient: ___________ 
 
Policy/ID# _________________________________________________  Group# _________________  
 
_____________________________________________________________________  
Signature of Patient or authorized person’s signature (parent, legal guardian, etc)  Revised  Jan 2011 
                      Reviewed Jun 2011 


