
  

 

PATIENT INFORMATION  

Patient Name:                                                              Date of Birth:         /       /            Marital Status:  Single/Married/Divorced                      

Mailing Address:                                                                                     City                                  State               Zip 

Home Phone:                                                    Cell Phone:                                             Work Phone: 

May we leave phone messages regarding your appointments?     � Yes    � No                                                                             

Email address:                                                                                                   May we send you emails?     � Yes    � No                

Employer:                                                                                                                     Occupation: 

Employer Address:                                                                                                              Social Security #: 

Spouse or Legal Guardian Name (if under 18):                                                       

Emergency Contact Name:                                                                                                 Phone: 

MEDICAL INFORMATION 

Referring Physician:                                                                                                   Phone:  

Primary Physician:                                                                                                     Phone: 

Date of Injury/Onset of Symptoms:                                                     Date of Surgery:                                         

Injury due to an accident?   � Yes   � No                 If yes:   � Work    � Auto    � Other_________________________ 

If auto accident what state did it occur?                               Diagnosis/Body Part: 

BILLING INFORMATION  (please present insurance card and photo I.D. to receptionist) 

Primary Insurance:                                                                       Adjustor: 

Phone:                                                                                            Fax: 

Address: 

Group/Claim #:                                                                             Policy ID: 

Name of Insured:                                                                          Insured’s Birthday:      /       /                     � Male       � Female 

Insured’s Address (if different from patient) 

Relationship to Patient:                                                               Insured’s Employer: 

Secondary Insurance:                                                                  Phone: 

Address: 

Group#:                                                                                          Policy ID: 

Name of Insured:                                                                          Insured’s Birthday:       /     /                      �Male      � Female 

REFERRAL SOURCE  (How did you hear about our clinic?) 

� Doctor     � Friend     � Family     � Web Search    � Local Advertising     � Phone Book     � Driving  By      � Other 
 

The above information is true to the best of my knowledge.   
 

Signature:                                                                                                              Date:       
 

NORTHSTAR Physical Therapy         9652 W. State St.  | Star, ID 83669  |  P 208.286.0766  | F  208.286.0768 


