Lake Region Therapy Services

Intake Form










Date: _____________________
Personal Information
please print clearly

Name: ________________________________________________________________________________




last




first



middle initial

Home Address: _________________________________________________________________________





street




city

state

zip

Home Telephone: (____)_____________________


Social Security #: ______________________    Date of Birth: ______________  Age: _____   Sex: _____

Marital Status:
   S   M   W   D
Spouse’s name: ___________________________________________

Nearest Relative (other than spouse): ________________________________________________________

Address: _______________________________________________________________________________





street




city

state

zip

Phone: _______________________________
Relationship: ____________________________

Employment Information

Occupation: __________________________________   Employer: ________________________________

Employer Address: _______________________________________________________________________





street




city

state

zip

Employer Phone: _____________________________
Ext./Dept. ______________________________

Medical Information

Reason for being seen: ____________________________________________________________________

Date of injury or onset: ___________________________
Related to work:
____yes
____no









Auto accident:

____yes
____no









Other:


____yes
____no

Please explain how injury occurred: _________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Who referred you to our clinic? _____________________________________________________________

Attorney Information
Name of attorney representing you: __________________________________________________________

Attorney’s firm name: ____________________________________________________________________

Attorney’s FULL MAILING address: ________________________________________________________

______________________________________   Attorney’s phone: ________________________________
Insurance Intake Form

Worker’s Compensation Injury Billing Information                    

Complete information is needed in order to process your claim.

Name of employer: _____________________________________________________________________

Address of employer: ___________________________________________________________________






street



city

state

zip

Phone # of employer: ___________________________________________________________________

Worker’s compensation insurance carrier: ___________________________________________________

Address of carrier: _____________________________________________________________________






street



city

state

zip

Adjuster’s name: __________________________________  Adjuster’s phone: _____________________

Claim #: ______________________________________________________________________________

Auto Accident Injury Billing Information

Complete information is needed in order to process your claim.

Name of insurance company: ________________________________________________________​​​​​​​​​​______

Name of the policy holder: ________________________________________________________________

Relationship to the policy holder (self, spouse, child, other) ______________________________________

Address of insurance company: ____________________________________________________________






street



city

state

zip

Ins. company phone #: _____________________________ Adjuster’s name: ________________________

Policy #: ________________________________________ Claim #: ______________________________

Major Medical Billing Information

Complete this section regardless of the nature of your injury

Major health insurance carrier: _____________________________________________________________

Carrier address: _________________________________________________________________________






street



city

state

zip

Carrier phone #: ______________________________ Name of insured: ____________________________

Insured I.D.#: ______________________________ Group/Policy # of insured: _______________________

Assignment of Benefits

I hereby assign and request payment of medical benefits to Lake Region Therapy Services.  I also understand that I am financially responsible for any charges not covered by insurance.

Patient Signature: ______________________________________________ Date: ____________________

Please print your name: ___________________________________________________________________

