Sports and Orthopaedic Therapy Services, LLC 
10605 Concord Street #105 Kensington, MD 20895
Phone: 301-946-7717 Fax: 301-946-8794

PATIENT INTAKE FORM

Therapist: ____________________				Date: ____________________

Primary/Referring Physician’s Name: ____________________ Phone #: ___________________

Patient Information 

Patient Name: ___________________________		DOB: ____________________

Status: Single / Married / Divorced / Widowed / Child         Sex: Male / Female   SS#: ____________________

Address: ___________________________________  City: ______________  State: ___  Zip Code: _________

Home Phone #:  ____________________  Cell #: ____________________  Other #: ____________________

Email: ____________________   May we send Bulletins to your Email? Yes / No 

Employer: ____________________   Retired:  Yes / No 

Emergency Contact: ____________________  Relationship: ____________________  Tele #: ____________

Medical Insurance: Primary Insurance 

Insurance Co. ____________________  Policyholder’s Name: ____________________   DOB: ___________

Relationship to Patient: ____________________  Employer: ____________________ SS#: _______________

Member ID #: ____________________   Group #: ____________________

Secondary Insurance

Insurance Co. ____________________  Policyholder’s Name: ____________________   DOB: ___________

Relationship to Patient: ____________________  Employer: ____________________ SS#: _______________

Member ID #: ____________________   Group #: ____________________

Medical Release/Authorization of Payment
I hereby authorize the release of any medical information necessary to process this claim. I further authorize payment to be made directly to SPORTS. I understand I am responsible to ensure payment from my insurance company within 90 days. I understand that I am financially responsible for all services rendered by SPORTS. 

Print Name: ___________________  Signature: ____________________________  Date: _______________

How did you hear about us? _________________________________________________________________
Patient Intake Form

