ProCare

REHABILITATION L.L.C.

Patient Intake Form

Name SS#

Last First MI
Address City State Zip
Email Address Phone #

Preferred method of contact: (please check one) [IText [Email

[DMale DFemale Age Date of Birth Marital Status

Current work status:  [JFull-Time [Part-Time [JRetired [Disabled THomemaker [1Do not work
Employer and Phone # Occupation

Spouse’s Name Phone

Emergency Contact (if different) Phone

Primary Care Physician Referring Physician

Insurance Type:

OPrivate [JWorker’s Compensation [1Medicare ['Motor Vehicle [1Other:

Date of Injury/Accident: Claim #
Case Manager (if applicable) Phone
Attorney’s Name (if applicable) Phone

Insurance Company Name and Address

Primary Insurance Carrier

Name Telephone
Address Contact Name
Name of Policy Holder Relationship to Insured
Policy Holder SS # Policy Holder Date of Birth
Policy/Claim # Group #

Secondary Insurance Carrier

Name Telephone
Address Contact Name
Name of Policy Holder Relationship to Insured

Policy Holder SS# Policy Holder Date of Birth




