
 
          810 E. Woodfield Rd (Courtyards on Woodfield), Schaumburg, IL 60173 Tel: (847) 240-2000   ▪ Fax: (847) 240-2044 

pt@ptsolutionsgroup.com 

PHYSICAL THERAPY SOLUTIONS INC 

Orthopedic, Neurological & Vestibular Rehabilitation Consultants                                                               Your Health, Our Hands 
 

Patient Information Form 

 
PATIENT NAME: Please Print                                                                                    Date: _________________    

                      

Name (Last) _____________________________________ (First) _________________________ (M I) _______ 

Address: ______________________________________________________ Apt #________________________ 

City: _____________________________ State_____ Zip___________ 

Home Phone_______________________                                                 Cell# ____________________________  

Email: ___________________________________________   

  

Date of Birth________________ Sex: M____ F____     Age_______ SS#________________________________ 

Marital Status: S____ M____W____ D_____  

 

Have you had therapy this year?  Yes / No 

Employer: _____________________________________    Occupation: _________________________________ 

(If patient is minor, state parent’s employer’s) 

Employer’s Address______________________________ City________________ State___ ZIP______________ 

Business Phone#___________________ Ext_____ If Student School Name__________________  FT/PT 

Referred By (Circle one):    Physician / Self / Website / Insurance/ Friend 

 

Is injury due to auto accident?   Yes / No                                         Are you receiving Home Health?    Yes / No 

 

EMERGENCY CONTACT: 

Name (Last) _____________________________________ (First) __________________________( M I)_______ 

Address: ______________________________________________________ Apt #_________________________ 

City: _____________________________ State_____ Zip___________ Home Phone_______________________ 

 

-------------------------------------------------------------------------------------------------------------------------------------- 

 

GUARANTOR INFORMATION (If not above):       

Name_________________________________Relationship_______________________Phone_______________ 

Address _____________________________Apt__________ City _________________State____ Zip_________ 

Date of Birth _____________ Sex: M_____ F____ SS# _____________________Driver Lice_______________ 

 

-------------------------------------------------------------------------------------------------------------------------------------- 

 

REFFERING PHYSICIAN: 

Physician’s Name_______________________________________ Phone Number_________________________ 

Address (Street) _____________________________Suite ______City ___________________State ___Zip_____ 

 

PRIMARY CARE PHYSICIAN: 

Physician’s Name_________________________________ Phone Number_______________________________ 

Address (Street) _____________________________Suite________ City _______________State ____Zip______ 
 

           


