PHYSICAL THERAPY OF LOS GATOS

PATIENT INFORMATION FORM

15047 Los Gatos Boulevard
Los Gatos, CA 95032

T 408 358 6505
F 408 358 6404
mailbox@ptoflosgatos.com

www.ptoflosgatos.com

Patient Name Date of Birth

Home Address City Zip
Mailing Address City Zip
Telephone Number Cell Phone Number

Social Security Number Driver’s License Number

Employer Name Employer Phone Number

Employer Address City Zip

Payor (Party responsible for payment)

Payor Address City Zip



Referring Physician

Primary Health Insurance Primary Health Insurance Phone Number
Primary Health Insurance Address City Zip
Name of Insured Insured’s Date of Birth

self spouse child

Patient Relationship to Insured (please circle)

Insurance ID Number Group Number Deductible Amount
Secondary Health Insurance Secondary Health Insurance Phone Number
Secondary Health Insurance Address City Zip

self spouse child

Patient Relationship to Insured (please circle)

Insurance ID Number Group Number Deductible Amount
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YES NO YES NO

Date of Injury Employment Related? Auto Accident?
Insurance Company Insurance Company Phone
Insurance Company Address City Zip
Claim Number Adjuster’s Name
YES NO

Do you have an attorney for this injury?

Attorney’s Name Attorney’s Phone Number

Attorney’s Address City Zip
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