
Integrated Physical Therapy 
 
 

PATIENT INFORMATION FORM 
 
 
Name: _____________________________________________ Birthdate:___________ Age: ______   M/F 
 

Social Security #: __________________________ Address: _____________________________________ 
 

City: ________________________ State: _______Zip Code: _________  Phone: (H)__________________  

 
Email Address____________________________________________________________________________ 

 
Date of Injury/Accident ________________________________________ Phone: (Cell) _______________  

 
Employer:  ______________________Occupation: __________________ Phone (W)__________________ 

 

Employer Address ____________________________________________ HR Phone ___________________ 
 

Reason for visit:___________________________ Referring Doctor: ________________________________ 
 

Primary Doctor: __________________________ Date of next Doctors appointment:___________________ 

 
Spouse/Legally Responsible Person__________________________________________________________ 

 
Spouse/Legally Responsible Person’s Employer___________________ Work Phone____________________ 

 

Emergency Contact:   Name: _________________________________ Phone:________________________ 
 

Are you currently receiving Home Health Care ________Yes  _________No 
 

How did you hear about our clinic?  _______Doctor ________ IPT Staff _________ Phone Book  
                                                  _______ Radio ________ Newspaper ________ Other 

 

 

INSURANCE INFORMATION (Circle One) 
 

Self Pay  Automobile Ins.  Workman’s Compensation Private Insurance  

 
PRIMARY 

Insurance Company: ______________________________ Adjuster: _______________________________ 
 

Address: ____________________________________City: ______________State:____Zip Code:_________ 
 

Phone: __________________Claim/Group: _________________Policy/ID: __________________________ 
 

 

SECONDARY (if applicable): 
Insurance Company: ______________________________ Adjuster: _______________________________ 
 

Address: ____________________________________City: ______________State:____Zip Code:_________ 
 

Phone: __________________Claim/Group: _________________Policy/ID: __________________________ 
 

__________________________________________________________________________________ 
Three Springs  1 Mercado St.  Suite 201      Durango, CO  81301 

Main Avenue  1401-A Main Ave.      970-385-0620  FAX 


