
 

Willow Physical Therapy, LTD 
1919 Lathrop St., Suite 222 Fairbanks, AK 99701 

* Ph: (907) 456-5990 * Fax (907) 456-7418 
 

 
Today’s Date____________________________ 

 
Please Print 
Name___________________________________________ (circle one)  M / F      Birth Date_______________________                
       
Mailing Address ________________________________________ City_________________ ST____ Zip_________ 
 
Physical Address________________________________________ City_________________ ST____ Zip_________ 
 
Home Phone____________________ Emergency name & phone__________________________________________ 
 
Soc. Sec. #___________________________ Referred by DR.____________________________________________ 
 
Employer_______________________________________  Work Phone___________________ 
 
 
   Date of Injury_______________   *  Auto ______in which state ? ____      *   Work Comp____     * Other______ 
 

Pol.      Primary Insurance Information 
Holder (if other than above) __________________________ Ins. Co Name_________________________________ 

Address_________________ City_____Zip______  Ins. Co Address_______________________________ 

Phone#______________ Birth Date____________  Ins. Co Phone_________________________________ 

Relation to Patient__________________________  Pol/claim #___________________________________ 

Soc. Sec#______________________    Group #________________ 

Employer____________________________ Work #_____________ 

Secondary Insurance Information 
Pol. Holder_______________________________  Ins. Co Name_________________________________ 

Address_______________ City_____Zip________  Ins. Co Address_______________________________ 

Phone#______________ Birth Date____________  Ins. Co Phone_________________________________ 

Relation to Patient__________________________  Pol/claim #___________________________________ 

Soc. Sec#______________________    Group #________________ 

Employer____________________________ Work #_____________ 
 

The following person(s) may contact Willow Physical Therapy regarding my appointments, treatment, and/or billing information : 
 

NAME:___________________________________________  ***     NAME:___________________________________________ 
 
RELATIONSHIP:_______________________________  ***     RELATIONSHIP:_______________________________ 

 
SIGNATURE:______________________________            

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx 
 

PATIENT ID # ________________  DX__________  DX__________  DX___________      PT_______ 


	Pol.      Primary Insurance Information
	Secondary Insurance Information

