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Fax: (425) 744-1527 

                                         21616 76th Ave W, Suite 104                                                                   1601 116th Ave NE, Suite 111
                                              Edmonds, WA 98026                           Bellevue, WA 98004

PATIENT INFORMATION SHEETPATIENT INFORMATION SHEET

PLEASE PRINT

Today’s Date: _____________________

First Name: ____________________________Middle: ___________________ Last Name: ______________________________

Street Address: _________________________________City:_________________________ State: ________ Zip: ___________

Home Phone: (______) ________________ Cell Phone: (______) ________________ Work Phone: (______) _______________

DOB: _________________Social Security #: ____________________ Male___ Female ___ Circle One: Married Divorced Single 

Employer: __________________________________________  

Employer Address: ___________________________ City: ________________________ State: _________ Zip: ____________

Emergency Contact

First Name: ___________________________ Last Name: ___________________________ Relationship: _________________

Home Phone: (______) ___________________ Cell Phone: (_______) ______________________

Is your visit with us related to an injury that you incurred on the job? _______________ Date of injury? _________________

If so, is this visit to be billed as Worker's Compensation? _________________________________________________________

Claim Number: ______________________________________

Claim Manager Name: ________________________________ Claim Manger Number: (_______) ________________________

Primary Insurance: ________________________________ Policy #: ________________________ Group #: _______________

Billing Address: _____________________________ City: _________________________ State: __________ Zip: ___________

Customer Service Number: (_______) _______________ Policy Holder Name: _______________________________________

Secondary Insurance: _____________________________ Policy #: __________________________ Group #: _______________

Billing Address: ____________________________City: ___________________________ State: __________ Zip: ___________

Customer Service Number: (_______) ______________ Policy Holder Name: ________________________________________

How did you hear about our clinic? ___________________________________________________________________________

Who is your Primary Care Physician (PCP)? ____________________________Phone Number: (_______) _________________

Who referred you to us? ________________________________________ Phone Number: (_______) _____________________

http://www.washingtonpain.com/
distributed
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