Welcome to 

Atlantic Sports & Rehabilitation Services, Inc.

1410 Incarnation Drive, Suite 101 (  Charlottesville, VA 22901 ( (434) 978-4915 (  Fax (434) 978-7194

PATIENT INFORMATION  

(please print)
Patient’s Legal Name: ___________________________________________________________________    SS#: ___________________________         


              First                                Middle  Initial                                      Last
Street: ___________________________________________     Date of Birth: _______________     Marital Status: (S    (M    (D    (W

City: ________________________________    State: _______    Zip: ____________     Home Telephone #: ________________    Sex:  (M  (F  
Cell Phone:___________________________                                                          Email Address:____________________________________________
Employer: _______________________________________________                   Occupation:  ______________________________________________
Work Address: ___________________________________________
Work Phone #:  ____________________________________________

Spouse’s Name: __________________________________________
Spouse’s SS#:  ____________________________________________

Spouse’s Employer: _______________________________________
Spouse’s Work Phone #: ____________________________________
Referring Physician: _______________________    Phone: ___________             Primary Physician: ______________________    Phone: ___________                         Date of Injury: _____/_____/_____        Place of Injury:    (Home or School      (Work      (Auto Accident      (Other
Have You Had Therapy Before?  (Yes    (No         If Yes, Where: _________________    When: _________    Diagnosis: ____________

In case of emergency, person to be notified:

Name: ____________________________________________                  
Relationship to Patient: ____________________________________
Home Phone: ______________________________________                               Work Phone: ____________________________________________
INSURANCE INFORMATION
Primary Insurance: ____________________________________   
                    Secondary Insurance: ___________________________________
Policy Holder’s Name: ____________________________________ 
                    Policy Holder’s Name:  ___________________________________

Policy Holder’s Date of Birth: ______________________________
                    Policy Holder’s Date of Birth: ______________________________

Policy/ID#: ____________________    Group#: _____________                            Policy/ID#: _____________________   Group#: _______________

Patient’s Relationship to Policy Holder: 



                   Patient’s Relationship to Policy Holder: 


( Self    ( Spouse    ( Child    ( Dependent

                                   ( Self    ( Spouse    ( Child    ( Dependent

IF JOB RELATED INJURY

Claim Number: _______________________________________              Name of Insurance Company: _____________________________________

Claim Adjuster/Manager: _______________________________
      Phone Number___________________      Date of Injury: _____/_____/_____
Place of employment at the time of injury: _____________________________________________     Phone Number: __________________________

AUTO INSURANCE INFORMATION
Was a Police Report Filed?  ( Yes    ( No

Police Report Case Number: _______________________________________________

Your Insurance Company Name: ____________________________    Agent’s Name: ____________________ Phone #: ___________________ 
 Policy Number: _________________________________                         Claim #: _________________________________

Third Party Insurance Company Name: ______________________     Agent’s Name: ____________________  Phone #: ___________________

Policy Number: ______________________________________               Claim #: ________________________________________

Attorney’s Name: _____________________________________   
      Phone #: _______________________________________

I hereby consent to physical, occupational, or speech therapy as prescribed by my physician.  I also certify that all of the above information is true and correct to the best of my knowledge.  I will notify you of any changes.
_______________________________________________________________ 

________________________________________
        Patient Signature (Parent/Guardian if patient is a minor)





    Date

_______________________________________________________________
                                 ________________________________________

                                          Witness Signature







    Date
