
Patient Information Form 8-2006 

Canyon Physical Therapy & Aquatic Rehabilitation 
2852 N Navajo Dr. Suite A • Prescott Valley, AZ 86314 

 

Patient Name  ___________________________________________________________ DOB ____________________ Age ___________ 

Mailing Address _________________________________________________________________________________ Apt. #___________ 

City________________________________ State_______________ Zip Code______________ Home Phone _______________________ 

SSN___________________________________________________  Marital Status  S M D W 

Employer _____________________________________________ Occupation ________________________________________________ 

Address ________________________________________________________________________________________ 

City________________________________ State_______________ Zip Code _____________ Work Phone ________________________ 

Referred By_________________________________________ Primary Care Physician_________________________________________ 

 

Spouse, Parents, or Emergency Contact 
 

Name_______________________________________________ Relationship ____________________ Phone _______________________ 

Address  ________________________________________________________________________________________________________ 

City________________________________ State_______________ Zip Code _____________ Work Phone ________________________ 

 

Date of Present Injury or Condition ___________________________________________________________________________________ 

 

INSURANCE 
Primary Insurance___________________________________________________ Phone ________________________________________ 
Address _________________________________________________City_________________________ State_________ Zip __________ 

Name of Policy Holder if other than patient______________________________________ SSN __________________________________ 

ID#______________________________ Group# __________________________________ Policy Holder DOB_____________________ 

 

Secondary Insurance _________________________________________________ Phone  _______________________________________ 

Address _________________________________________________City_________________________ State_________ Zip __________ 

Name of Policy Holder if other than patient ______________________________________ SSN __________________________________ 

ID#______________________________ Group# __________________________________ Policy Holder DOB_____________________ 

 

Is this an Industrial (work related) injury?___________  or an Auto accident covered by Auto Insurance?___________ 
Please complete appropriate insurance information. 

Industrial Carrier_____________________________________________ Contact Person ________________________________________ 

Address _________________________________________________City_________________________ State_________ Zip __________ 

Phone_______________________________________Claim #__________________________ Date of Injury _______________________ 

Employer at Time of Injury _________________________________________________________________________________________ 

Address _________________________________________________City_________________________ State_________ Zip __________ 

Contact Person _____________________________________________________________ Phone ________________________________ 

 

Auto Insurance Co.________________________________________________________Policy # _________________________________ 

Address _________________________________________________City_________________________ State_________ Zip __________ 
Contact Person _____________________________________________________________ Phone ________________________________ 

Name of Policy Holder_______________________________________________________Claim # _______________________________ 

Date of Accident _________________________________________________ Do you have an attorney ____________________________ 

Attorney Name ___________________________________________________________  Phone__________________________________ 

 

  

____________________________________________________________________ ________________________________________ 

Patient/Responsible Party Signature      Date 


