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SET Sports Physical Therapy  555 13th St NW Washington, DC 20004 p 202.347.1800
f  202.521.3499

Patient Information Record

Patient’s Name _________________________________________________   Date ____________________
(first)                  (middle)                    (last)

Address _______________________________________ City ______________ State ______ Zip _________

Home Phone _________________ Work Phone ___________________ Mobile Phone __________________  

Date of Birth _______________________ Age ________  Social Security Number ______ - _____ - ______  

Email Address _____________________________________  Sex  M   F   Marital Status   S   M

Referring Physician  _______________________________  Date of Injury ___________________________

Employer’s Name ____________________ Occupation _________________ Phone # __________________

Emergency Contact ____________________________________  Contact Phone # ____________________

Insurance Information

Primary Insurance Company/Type _______________________________ Effective Date _______________

Subscriber ID Number _______________________ Group Number _______________ Plan Code _________

Insured Name (if different from patient) __________________________ Insured SSN _____ - ____ - ______  

Insured Date of Birth ____________ Insured Address ____________________________________________

Billing Information

Type of Credit Card Visa MC Amex     Name (if different from above) _______________________

Billing Address  (if different from above) _______________________________________________________

****************************************    For Office Use Only ****************************************

Deductible ________________  Deductible Met? _________________  Out of Pocket Met? _____________   

Effective Date _______________ Approved Visits/max _________________ Co-insurance (%) __________   

Claims Address  ___________________________________________________________________________

Insurance Phone _________________  Number Fax Number ________________   Payer ID# ____________   

Physician Information

Referring Physician ___________________________ Specialty ________________ NPI ________________

Address  _________________________________________________________________________________

Phone Number _____________    Fax Number _________________    Prescription Date _______________
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