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CHUGACH

PHYSICAL THERAPY

THERAPIST OWNED & OPERATED





2740 Lake Otis Parkway 

11001 O’Malley Centre Dr.#104      

Anchorage, Alaska 99508

Anchorage, Alaska 99515

   
Phone: (907) 743-3333

Phone (907) 644-6006                     
Fax: (907) 272-8164

Fax (907) 644-9090  

   
	PATIENT INFORMATION                                                   INSURED ( If not patient) 
	Relationship to Patient

	Last                                                First                                                     MI
	
	Last                                                First                                                     MI

	Mailing Address
	
	Mailing Address

	City                                                 State                                                  Zip Code
	
	City                                                 State                                                  Zip Code

	Home Phone                                   Day Time / Cell Phone

	
	Home Phone                                    Day Time / Cell Phone

	Birth Date                                       Age                                    Marital Status


	
	Birth Date                                         Age                                         Marital Status

	E-Mail Address
	
	E-Mail Address

	Social Security Number                                                                             Male       Female

                                                                                                                      FORMCHECKBOX 
            FORMCHECKBOX 


	
	Social Security Number                                                                             Male       Female

                                                                                                                      FORMCHECKBOX 
            FORMCHECKBOX 


	Occupation                                                                  Work Phone Number


	
	Occupation                                                                    Work Phone



	Employer


	
	Employer



	Employer Address
	
	Employer Address

	City                                                 State                                                  Zip Code 
	
	City                                                 State                                                  Zip Code

	

	Emergency Contact Person


	Relationship  


	Phone Number



	Referring Physician


	Family Physician 




INJURY / SYMPTOM INFORMATION

	Injury / Symptoms                                                                                     

 

	Date of Injury or Onset of Symptoms
	Auto related?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No

	Work Related?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  

	Employer Contact::


INSURANCE INFORMATION

	Primary Insurance
	Secondary Insurance (Medicare Only)

	ID / Claim Number
	ID / Claim Number

	Phone Number                                                       Contact               
	Phone Number                                                     Contact               


________________________________________________________________________________________________________________          _______________________________

SIGNATURE









              DATE

