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New	Patient	Information	Sheet	

Patient	Name	_____________________________________	

Patient	date	of	birth:______________________________________	SS#:	________________________________	

Parent	name:	___________________________________________		Email	_______________________________	

Telephone	number	:__________________________________							Alternative_____________________________	

Address:	____________________________________________________________________________________	

Emergency	contact	(name)_______________________________			(Number)_____________________________	

Primary	Insurance:		

Insurance	company:	_______________________________	ID	number:	__________________________________	

Name	of	policy	holder	(or	self):	___________________________	Relationship	to	patient:	___________________	

If	not	self:		

DOB	of	policy	holder	___________________________________	

SS	number	of	policy	holder:	______________________________	

Employer	of	policy	holder:	______________________________	

Address	of	policy	holder	(if	different	from	patient):	________________________________________	

__________________________________________________________________________________	

Secondary	insurance:		

q				I	do	not	have	a	secondary	insurance	(leave	this	section	blank)		

Insurance	company:	___________________________________	ID	number:	______________________________	

Name	of	policy	holder	(or	self):	___________________________	

	

Physician	information:		

Referring	physician:	__________________________________	date	last	seen:	___________________	

Primary	care	physician:	_______________________________	date	last	seen:	___________________	

I hereby authorize the Kids RehabGYM to release health care information necessary to file a claim with the above 

3rd party payers and assign benefits payable to the Kids RehabGYM.  

Guardian	signature:	__________________________________________			Date:	______________________	


