
Steel Valley Physical Therapy 

Patient Registration Form 

Today’s Date: _____________ Referring Doctor: ___________________________ 

Date of Follow-up Appt. with Dr: _____________________________ 

1.  Patient’s Last Name________________________ First ______________ MI __ 

Address _____________________________________________________________ 

City______________________________  State_______ Zip Code_______________ 

Home # ____________________    Work #____________________  Ext. ________ 

Cell # ____________________         May we leave a message? ________________ 

SS# ____________________   DOB ______________ Age______   Sex:  M   or   F 

Emergency Contact (outside of your home, neighbor, friend or relative): 

Contact Name and #:__________________________________________________ 

 

2. Name of Patient’s Employer _________________________________________ 

Employer Address _____________________________________________________ 

City _____________________________  State________  Zip Code______________ 

Occupation___________________________________________________________ 

 

3. Parent’s Information (if patient is under the age of 17) 

Last Name ___________________________ First __________________ MI ______ 

Address  ( If different from above)  _______________________________________ 

City _____________________________  State_________  Zip Code_____________ 

Home# ___________________   Work# _____________________  Ext. _________ 

DOB _______________________   SS#_____________________________ 

 

4. Primary Insurance Name ____________________________________________ 

ID# ___________________________ Group# _____________________________ 

Are you the subscriber?  Y  or  N   If NO, name of subscriber___________________ 

Patient’s relationship to subscriber ________________________________________ 

SS# (of Subscriber)________________      DOB (of subscriber)  _______________ 



 

5. Secondary Insurance Name__________________________________________ 

ID# ___________________________    Group# ____________________________ 

Are you the subscriber?  Y  or  N   If NO, name of subscriber___________________ 

Patient’s relationship to subscriber ________________________________________ 

SS# (Subscriber)_________________       DOB (of subscriber)  ________________ 
 
6. Date of Injury ( if applicable ) _________________________________________ 

 

7. Auto Insurance (if injury was due to automobile accident) 

Auto Insurance Co.______________________Name of Insured_________________ 

Address _____________________________________________________________ 

City____________________________  State _______  Zip Code _______________ 

Policy # __________________________     Claim # _________________________ 

Adjustor’s Name______________________________ Phone # _________________ 

 

8. Worker’s Compensation (if work related injury) 

Are we a panel provider? ______________________________________________ 

Name of Employer (at time of injury) __________________________________ 

Worker’s Comp. Insurance Co.___________________________________________ 

Address  ____________________________________________________________ 

City ____________________________ State _______  Zip Code _______________ 

Claim # _____________________________________________________________ 

Adjustor’s Name ____________________________ Phone# ___________________ 

 

9. How did you hear about Steel Valley Physical Therapy? 

Doctor_________________________ Friend/Family__________________________ 

Insurance Co. ________________________ Other___________________________ 

 

 


