
ProCare Physical  Therapy 
  

New Patient Information 
Today’s Date:__________________   
 

 
 
Name:____________________________ Date of Birth: _____________SSN:______________________ 
 
                  Street Address      City/State/Zip Code:  
________________________________           _______________________________________________ 
 
Home Phone: _________________Cell Phone: _________________Work Phone: __________________ 
 
Employer:________________________________________Occupation:__________________________ 
 
Employer Address/City/State/Zip Code: 
_____________________________________________________________________________________ 
 
Emergency Contact/Relationship: ________________________Daytime Phone #: __________________ 
 
For the current year, have you received speech, occupational, pulmonary, or physical therapy prior to your 
visit today?______________   If yes, how many visits have you had?__________________ 
 
Have you had any Chiropractic care this year?__________________   If yes, how many visits?_________  
 
Referring Physician:__________________________________ Phone #: __________________________ 
 
Date and time of next scheduled follow-up appointment with Doctor?_____________________________  
 
Primary Care Physician:_________________________________________________________________ 
 
Attorney’s Name:____________________________________ Phone #___________________________ 
(Complete only if Auto Accident or Workmen’s Compensation Case) 
 
Attorney’s Address:_____________________________________________________________________ 
 
General Health Insurance Information: 
 
Insured’s Name (if other than self):________________________________________________________ 
 
Insured’s Date of Birth: _________________ Insured’s Employer:_______________________________ 
 
Automobile Insurance Information (complete only if a car accident has occurred):  
 
Insurance Company:____________________________________________________________________ 
 
Policy #:_________________________  Phone#/Adjusters Name:_______________________________ 
 

19033 E. Plaza Drive Parker, CO  80134 * Ph 303-805-4497 * Fax 303-805-3937 

How did you hear about us? Referral/By Whom?__________________  Internet___ Drive by____ Other_________


	text_1bfhc: 
	text_2gjnd: 
	checkbox_3papk: Off
	checkbox_4adjw: Off
	text_5hevo: 
	text_6viju: 
	text_7ylyj: 
	text_8vaxs: 
	text_9mldf: 
	text_10xned: 
	text_11ihqo: 
	text_12wtwc: 
	text_13wikp: 
	text_14hnqg: 
	text_15cro: 
	text_16kieh: 
	text_17ejsv: 
	text_18qwik: 
	dropdown_19buzf: [No]
	text_20mgkt: 
	dropdown_21ygjv: [No]
	text_22ueer: 
	text_23wxt: 
	text_24jrso: 
	text_25rysw: 
	text_26tphb: 
	text_27wnqe: 
	text_28xjgk: 
	text_29mmlt: 
	text_30anac: 
	text_31ohbb: 
	text_32vopv: 
	text_33oxil: 
	text_34mdkq: 
	text_35gdrl: 


