6717 S.900 E., Suite 201
Midvale, UT 84047
Phone: 801-649-4690 Fax: 801-984-4011

;‘g FASTTRACK T

PHYSICAL THERAPY & SPORTS MEDICINE

PATIENT INFORMATION

Name: Date:

Address: SSN:

Home Phone: ( ) Work Phone: ( ) Cell Phone: ( )

Email: Best Way to Contact (circle): Home / Work / Cell / Email

WE MAY: Send Mail to My Address Listed Here: YES / NO Call My Phone Numbers Listed Here: YES / NO

Send Email to My Address Listed Here: YES / NO Leave Messages on My Voicemail(s): YES / NO

Date of Birth: Age: Height: Weight: Marital Status:

Work Status (circle): full-time / part-time / retired / student / homemaker / not employed currently

Occupation: Major Job Requirement(s):

INSURANCE INFORMATION

Primary Insurance Company: Address:

Insurance Phone #: ( ) Policy #: Group #: Claim #:

Name of Main Policy Holder: D.O.B.: Relationship to Patient:

Secondary Insurance Company: Address:

Insurance Phone #: ( ) Policy #: Group #: Claim #:

Name of Main Policy Holder: D.O.B.: Relationship to Patient:

MEDICAL INFORMATION

Referring Individual/Physician: Date Last Seen: Seen for this Injury?: YES / NO
Reason for P.T. Today: Date of Onset: Diagnosis:

Did this Injury happen at Work?:  YES / NO Was this a Motor Vehicle Accident?: YES / NO
Surgery Date: How Injury Occurred:

Any Diagnostic Test(s) Performed (X-ray, MRI, etc): Results:

Any Previous Treatment for this Injury?: YES / NO If so, Please List and Date:

Please List any/all Medical Problems:

Please List any/all Current Medications:

Your Goal in Coming to P.T.:
Thank You Very Much. Please Return this Form to the Front Desk.




