
                                                New Patient Intake Form 
     

  Location: Lisle Clinic         Naperville Clinic              Fall & Balance Institute         

 
Referring Dr: _______________  Primary Care Dr: ______________________ 

 

Name: __________________________________________________________  
  First   Middle   Last 

 

Address 1:  ______________________________________________________ 

 

Address 2:  ______________________________________________________ 

 

City: _________________ State: ____________ Zip Code: ____________ 

 

SS#: ________________________ Gender:     Male     Female 

 

Primary Phone: _______________ Work Phone: ________________________ 

 

Alternate Phone: _________________ Email: __________________________ 

 

Birthday: _____________________ Reason for Therapy: _________________ 

 

Employment Status:  
o Employed 
o Full Time Student 
o Part Time Student 

o Retired 
o Other

 

Marital Status: 
o Single 
o Married 
o Divorced 

o Widowed 
o Other 

 

 How did you hear about DPT? ______________________________________ 

 

Emergency Contact Name:  ________________________________________  

  

 Phone: _______________________ Relation: __________________________ 

 

 

X___________________________________________       ____________ 
Patient Signature                   Date 

 

Phone: (630) 434-0271    Fax: (630) 515-1536 



 

Insurance Information 

 
Insurance   Self-Pay   Workers Comp 

 
   Primary Insurance: _______________________________________________________  Phone #:_________________________________ 

 

  Claims Address: ____________________________________________________________________________________________________

  

  Policy Holder: ___________________________________ DOB: ________________ Relation to Policy Holder: _______________________ 

 

  Employer: ______________________________________  Employer Phone #: __________________________________________________ 

 

  ID/Claim #: ___________________________________________________         Group #: _________________________________________ 

   

 

  Secondary Insurance: _______________________________________________________  Phone #:________________________________ 

 

  Claims Address: ____________________________________________________________________________________________________

  

  Policy Holder: ___________________________________ DOB: ________________ Relation to Policy Holder: _______________________ 

 

  Employer: ______________________________________  Employer Phone #: __________________________________________________ 

   

  ID/Claim #: ___________________________________________________         Group #: _________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

    x______________________________________     ___________________ 
 Patient Signature            Date 

We Look Forward to Seeing You Soon! 
 

OFFICE USE ONLY- THIS SECTION WILL BE COMPLETED BY THE DOCTORS OF PHYSICAL THERAPY STAFF 

 

This information is a quote of benefits given to our staff from your insurance company.  This is not a guarantee of payment, and information 

reflected below may vary from your actual coverage. It is a patient’s full responsibility to know all aspects of their policy and coverage. 

 

Authorization Required:    Y       N                   OrthoNet:  Y      N                  ACN:           Y       N 

 

 

Co-Pay: __________________________ Co- Insurance: ___________________________ Deductible: ____________________________ 

 

Contact: __________________________________________________         Deductible Met:    Y         N     ($________________ met) 

  

Policy Effective Date: ____________________________________  Out of Pocket Max: __________________________________ 

         

         Out of Pocket Met:       Y        N      ($________________ met) 

 

Visits Per Year: _________________________________________________________________________________
  

 

Additional Information/Restrictions:__________________________________________________________________________ 

 

_______________________________________________________________________________________________________________ 
 

____________________________________________________________________________________________ 

 

____________________________________________________________________________________________ 
 

Case Mgr/Adjuster: ____________________________________  Case Nurse: _______________________________________________ 

 

Phone: ________________________________x_____________   Phone: _____________________________________x____________ 

 
Fax: ______________________________________________         Fax: ____________________________________________________ 

 

 

 

 

 

 

 

 


