
Clark Physical Therapy 

Patient Intake Form 

 

Name_______________________________   SS#_________________________________ 

DOB _______________________________ Gender_______ Marital Status  ____________ 

Phone______________________________e-mail_________________________________ 

Address___________________________________________________________________ 

Employer_____________________________Address______________________________ 

_________________________________________________________________________ 

Emergency Contact/phone number____________________________________________ 

How did you hear about us?__________________________________________________ 

PCP/phone number_________________________________________________________ 

Worker’s Compensation or Auto Fill out the following: 

Insurance name and address__________________________________________________ 

Claim#____________________________Name of Adjustor_________________________ 

Phone #___________________________ 

Who will be responsible for this bill?____________________________________________ 

                                 


