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Patient Intake Form
10121 W Clearwater Ave Suite 113, Kennewick, WA, 99336
Phone: 509-491-3807 Fax: 509-593-5020

First Name: 		Middle Init:		Last Name:	
Preferred Name (if different): 		Social Security No.:	
Birthdate: 		Gender:  ⃝ M   ⃝ F		Marital Status:  ⃝ Single   ⃝ Married   ⃝ Widowed
Email (used for appointment reminders):	
If Patient is a Minor, Parent(s) or Guardian’s name:	
Primary Phone No.:		Type:  ⃝ Cell    ⃝ Home   ⃝ Work 
Secondary Phone No.:		Type:  ⃝ Cell    ⃝ Home   ⃝ Work 
Mailing Address: 	
City:		State:  ___________     Zip:  	
Physical Address, if different:	
City:		State:  ___________     Zip:  	
Guarantor (if patient is a minor)
Guarantor’s Name:  	
Guarantor’s Address, if different:  	
City:		State:  ___________     Zip:  	
Referring Physician
Physician Name: 		Phone No.:	

Emergency Contact Information
Name of Emergency Contact: 	
Relationship to Patient: 		Phone No.:	

Insurance Information (Please give your insurance cards and photo id to the receptionist.)
Is your treatment today regarding either a work-related accident or an auto-accident injury?    ⃝ Yes    ⃝ No
Primary Insurance		Group No.:	
Subscriber’s Name, if other than patient:		Policy No.: 	
Patient’s Relationship to Subscriber:  ⃝ Self   ⃝ Spouse  ⃝ Child   ⃝ _______	Subscriber’s Birthdate:	
Secondary Insurance		Group No.:	
Subscriber’s Name, if other than patient:		Policy No.: 	
Patient’s Relationship to Subscriber:  ⃝ Self   ⃝ Spouse  ⃝ Child   ⃝ _______	Subscriber’s Birthdate:	


I hereby certify the above information is true and correct to the best of my knowledge. I understand that while Phoenix Physical Therapy contracts with many insurance companies, it is my responsibility to verify with my plan that Phoenix Physical Therapy is a participating provider. It is also my responsibility to find out what my coverage options are with my insurance plan. I further understand that Phoenix Physical Therapy will assist me in obtaining authorization from my primary care physician or insurance company if necessary. If however, authorization is not obtained, I may be financially responsible for services rendered. I hereby authorize Phoenix Physical Therapy to submit insurance claim forms along with medical records necessary to obtain payment from my insurance company. I understand that I am responsible for all charges regardless of insurance coverage. I acknowledge that photo IDs taken are used to assist in patient recognition per HIPAA guidelines.

Signature: ______________________________________________________	Date: ___________________________
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