
PREMIER       PATIENT INFORMATION 

P H Y S I C A L  T H E R A P Y        Worker’s Comp Case 
 
LAST NAME: _________________________   FIRST NAME: _________________________   MI: ________ 
 

DEMOGRAPHICS: 

DOB: _______/_______/_______ 
Referring MD: 

SSN: __________-_______-__________ MD PHONE: 

HOME #: MD FAX: 

CELL/WORK #: NPI #: 

ADDRESS: _____ Script Received  

_____ Patient to Bring Script      Rx Date: ____________ 

_____ Script to be Faxed  
 

* Diagnosis: ____________________________ 

 

EMERGENCY CONTACT: 
 

Name: __________________________________ 
 

Phone: _____________ Relation: _____________ 

 

EMPLOYER: 

 

Contact Person: __________________________________ 

 

Contact #: _______-_______-_________ 
 

W/C INFORMATION: 

Billable Company (W/C Carrier): Billing Address: 

 

Claim #: 

______________________________________ 

 

Auth. Visits #: __________ 
 

Auth. Dates: ________________ - _______________ 

 

Adjustor Name: 
 

Phone: _______-_______-_________  ext. ________ 

 

Fax:  _______-_______-_________ 

 
 

 

MAX CAP for Tx: $ _______________________ 

 

 

Case Mngr. Name: 
 

Phone: _______-_______-_________  ext. ________ 

 

Fax:  _______-_______-_________ 

DOI:  _______/_______/_______ 
 

Notes: 

 

 

 

 

Evaluation: ____________________ Time: _____________________ Therapist: ___________________ 


