Therapist__________________    First Physical & Functional Rehab @ Waipahu
New Patient Information
Last Name:_____________________________ First:__________________________ Middle Initial:____ Sex:  M  F

Age:______ DOB:______________ Social Security:___________________________ Marital Status:______________

Address___________________________________________City___________________Zip Code________________

Home Phone:_____________________Work:_______________________________Cell:________________________

Email:_________________________________________________________

Employer Name:__________________________________________ Occupation:_____________________________

Referring Physician:______________________________Primary Care Physician:____________________________

Diagnosis:_______________________________________________________________________________________

Date of Injury:_______________  Description of incident:________________________________________________

Please indicate the date of your last visit with your M.D.____________ Next Appointment:____________________

How did you hear about us (referred by):______________________________________________________________

Insurance Information: Type of Injury (circle one)     Work Related      Auto      Private   other____________

1. Insurance Company__________________________________Member ID#_________________________________

Subscriber Name:________________________________________SocialSecurity#____________________________

DOB:_______________      Relationship: Self     Spouse   Child  Other____ 

Adjuster/Case Name:___________________________Attorney Name:______________________________________

2. Insurance Company__________________________________Member ID#_________________________________

Subscriber Name:________________________________________SocialSecurity#____________________________

DOB:_______________      Relationship: Self     Spouse   Child  Other____ 

Adjuster/Case Name:___________________________Attorney Name:______________________________________

Medical History(check all that apply)

__High Blood Pressure        ___Lung Disease   ___Diabetes               __Cancer         __Heart Disease   
   __Asthma    

__Vascular Disease              ___Pace                ___Heart Rhythm     __CVA/Stroke __Current Pregnancy   __Allergies

Other(Include Past surgery)______________________________________________________________________________________________

Medication:___________________________________________________________________________________________________________ 

Emergency Contact Name: ________________________Phone:_____________________________Relationship: _________________________

I authorize payment of medical benefits to First Physical & Functional Rehab for services rendered and supplies issued to me or the above 

named patient.  Regardless of my insurance coverage, I will be totally responsible for all charges incurred for Physical Therapy Services 

rendered to me or the above named patient. I authorized the release of any medical information necessary to process this claim.

_____________________________________________________                             ______________________________

Patient Signature 









  Date

Parent or Guardian consent required if patient under 18 years of age.

________________________________________________________                       ____________________________

Parent/Legal guardian signature







              Date

