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PHYSICAL THERAPY AND
'SPORTS MEDICINE CENTER

5117 Gartea St
Laesa, CA 91841

105880850 - FAX 6195890878

PATIENT INFORMATION
Patient Name
Addres
i State Zip
Home Phone (__), cal), Work ()
Date of Birth Age Sex___ Marita Status
Socia Security # Driver's Licene # & Stae
Who referred you to s?. Fmail
‘Emergency Contact, Phone (),
Name of Your
Employer Occupation
Address
city. state zp
Date of Injury or Onset Area of Body Injured
‘Was injury: Work Related Auto Accident Other

1fyou have a lien arrangement with us, please provide the following information:

Attorney's Name Phone (__)_
Address, Fax ()
city Seate, zip

Lanthorize the release of any medicalinformation necessary (o processthi claim, T authorize payment
of mdical benefts directly o the Physical Therapy and Sports Medicine Center Therapy and

‘Sports Medicine Center forservices rendered. 1 understand that unlessother arrangements

ave been made, all charges are due and payable at th time services are rendered.

PatientGuardian Signature, Date





