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PATIENT INFORMATION SHEET 
(  ) CROSSROADS  (  ) CATONSVILLE 

Welcome to our office! In order to serve you properly we will need the following information.  
Please print. All information will be strictly confidential. 

 
TODAY’S DATE: _____________________________ 
 
PATIENT’S NAME:____________________________________________ DOB:_________________ 
SINGLE:___ MARRIED:___ WIDOWED:___ DIVORCE:___ SEPARATED:___ SEX: M____ F____ 
HOME ADDRESS:___________________________________________________________________ 
CITY:________________________ COUNTY:___________________ STATE:_______ ZIP:________ 
HOME PHONE:__________________________ SOCIAL SECURITY #:________________________ 
CELL PHONE:___________________________ EMAIL: ____________________________________ 
IF MINOR NAME OF PARENT OR GUARDIAN:__________________________________________ 
 
NAME OF EMPLOYER:_______________________________________________________________ 
WORK ADDRESS:___________________________________________________________________ 
CITY:_____________________________ STATE:______ ZIP:___________PHONE:______________ 
OCCUPATION:______________________________________________________________________ 
 
NAME OF HEALTH INSURANCE COMPANY:___________________________________________ 
ADDRESS:__________________________________________________________________________ 
CITY, STATE, ZIP:___________________________________________________________________ 
POLICY #:__________________________________________________________________________ 
IS INSURANCE THOUGHT YOUR EMPLOYER: Y____ N____ 
 
NAME OF SPOUSE:____________________________________________ DOB:_________________ 
SOCIAL SECURITY #:________________________________________ INSURANCE: Y____ N____ 
NAME OF THEIR HEALTH INSURANCE COMPANY:_____________________________________ 
ADDRESS:__________________________________________________________________________ 
CITY, STATE, ZIP:___________________________________________________________________ 
POLICY #:__________________________________________________________________________ 
IS INSURANCE THROUGH THEIR EMPLOYER: Y____ N____ 
NAME OF EMPLOYER:_____________________________________PHONE:__________________ 
 
REFERRING MD’S NAME:__________________________________PHONE:___________________ 
ADDRESS:__________________________________________________________________________ 
CITY, STATE, ZIP:___________________________________________________________________ 
 
PCP DOCTOR’S NAME:_____________________________________PHONE:__________________ 
ADDRESS:__________________________________________________________________________ 
CITY, STATE, ZIP:___________________________________________________________________ 
 
LAWYER’S NAME:_________________________________________PHONE:__________________ 
ADDRESS:__________________________________________________________________________ 
CITY, STATE, ZIP:___________________________________________________________________ 
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DATE OF ACCIDENT/INJURY/START OF ILLNESS: __________________________________ 
TYPE OF ACCIDENT/INJURY: AUTOMOBILE: __ WORK: __ CAB: __ BUS: __ OTHER: ___ 
PLEASE DESCRIBE HOW ACCIDENT/INJURY OCCURRED:______________________________ 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
HAVE YOU BEEN TREATED HERE BEFORE? YES___ NO___ IF YES WHEN:____________ 
HAVE YOU RECEIVED PHYSICAL THERAPY SERVICES FOR THIS PROBLEM AT 
ANOTHER FACILITY? IF YES, PLEASE PROVIDE NAME, ADDRESS AND PHONE: 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
 
IF AUTOMOBILE ACCIDENT:  
NAME OF OWNER OF CAR YOU WERE IN: ____________________________________________ 
PHONE: __________________________________ LICENSE TAG#:___________________________ 
NAME, ADDRESS, & PHONE # OF AUTO INSURANCE COMPANY:________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
AGENT’S NAME: ___________________________________ POLICY #: ______________________ 
CLAIM OFFICE NAME, ADDRESS, & PHONE #:_________________________________________ 
____________________________________________________________________________________ 
CLAIM REP. NAME: _________________________________CLAIM #:_______________________ 
 
IF WORKMAN’S COMPENSATION: 
NAME OF EMPLOYER: ______________________________________________________________ 
NAME, ADDRESS, & PHONE # OF WORKER’S COMP. INSURANCE COMPANY:_____________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
CLAIM REP. NAME: _________________________________CLAIM #:_______________________ 
 
IF CAB OR BUS: NAME OF CAB/BUS COMPANY: ______________________________________ 
 
IF OTHER: NAME & ADDRESS WHERE ACCIDENT/INJURY OCCURRED: 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
NAME OF NEAREST FRIEND/RELATIVE NOT LIVING WITH YOU WE CAN CONTACT IN 
CASE OF EMERGENCY:______________________________________________________________ 
RELATIONSHIP TO YOU: _____________________________PHONE:________________________ 
 
How did you hear about our practice? doctor, friend, internet, previous patient (circle one) 
Other:__________________________________________________________________  
I certify that the information I have reported above is correct as it pertains to this claim. 
 
________________________________________________________ ________________________ 
PATIENT, PARENT, OR GUARDIAN SIGNATURE   DATE 
m:\originals\administive\new intake 


