
                                     Physical Medicine & Pain Physicians 
  
                                        Patient Information      
                                                         ( Please print clearly )      
 
Thank you for choosing us for your healthcare needs. Please fill out this form completely.  
We may ask you to look over this information from time to time to make sure it stays up-to-date. 
 
How did you find us? :   Physician (Name)___________________  Patient (Name)__________________ 
                                         Yellow Pages       Advertisement      Internet      Other:_________________ 
 
Patient’s Name:_______________________________________________________________ 
                                     Last                                         First                                                 Middle Initial 
 
SS #:_________________________ 
 
Date of Birth: ____/____/________              Age: ______      Sex:  Male    Female    
     
Address: _____________________________________________________________________ 
               _____________________________________________________________________  
                             City                                State                     Postal Code 
 
Telephone #: Home (        )___________________  Work: (        )____________________ 
                      Cell    (        )__________________   Email:__________________________ 
 
Occupation: _____________________________Employer: ____________________________  
Family Doctor (PCP) :__________________________ Tel #:___________________________ 
----------------------------------------------------------------------------------------------------------------------------------
Patients with Workers Compensation or Automobile related injury need not fill out this section   
 
Insurance Company: ( Primary ) _______________________________________________________ 
                                    ( Secondary ) _____________________________________________________ 
 
Name of insured person: _______________________________________________________________ 
 
Policy # : ______________________________  Group # : ____________________________________ 
 
Co-Pay: $______.00                                             Deductible: $_______.00 
 
Are we a provider?           YES         NO 
 
Mail Claims to (Address): Attn:___________________________________________    
                                                     ___________________________________________ 
                                                     ___________________________________________ 
Telephone #:   __________________________   Fax #: _________________________   
                                                                                                


