
                           
 

Clark Physical Therapy                               Adel Physical Therapy                                         Clark “MFR” Physical Therapy 
2001 Westown Pkwy., Suite 107                 516 Nile Kinnick Dr. S., Suite B              1454 30th Street, Suite 109 
West Des Moines, IA  50265                Adel, IA   50003                                              West Des Moines, IA     50266 
Telephone:  515-440-3439                               Telephone:  515-993-5599                                        Telephone: (515) 327-0046 
Fax:  515-440-3832                               Fax:  515-993-1964                                                   Fax:  515-327-9389 
 

 
PATIENT REGISTRATION FORM 

 

Today’s Date ______________________________       Form Updated on _______________ Form Updated on________________ 
 

FIRST NAME____________________________   MI_______ LAST NAME__________________________________________ 
 

M / F     BIRTHDATE______________ AGE______ MARITAL STATUS: S / M / SEP / D /WI     S.S. #______-_____-_______ 
 

HOME ADDRESS_________________________________________________________________________________________ 

    Street/Apt#   City   State   Zip Code 
E-MAIL ADDRESS:  ______________________________________________________________________________________ 
 

HOME PHONE (         ) _____-_________  WORK PHONE (         ) _____-________x ______ CELL (         )_____-__________ 
----------------------------------------------------------------------------------------------------------------------------------------------------------- 
 

EMPLOYMENT STATUS:  FT / PT / R / UNEMPLOYED 
 

PLACE OF EMPLOYMENT_________________________________________________________________________________ 
 

EMPLOYMENT ADDRESS_________________________________________________________________________________ 
------------------------------------------------------------------------------------------------------------------------------------------------------------- 
 

SPOUSE’S NAME OR (IF CHILD, PARENT’S NAME)___________________________________________________________ 
 

                                    (IF CHILD, PARENT’S S.S.#)______________________________________________________________ 
 

SPOUSE’S EMPLOYER OR (IF CHILD, PARENT’S EMPLOYER)_________________________________________________ 
 

SPOUSE’S EMPLOYER’S PHONE NUMBER (     ) ______-__________ 
------------------------------------------------------------------------------------------------------------------------------------------------------------- 
 

FOR WORKERS COMPENSATION OR AUTO INJURY   -PLEASE FILL OUT OTHER FORM 
------------------------------------------------------------------------------------------------------------------------------------------------------------- 
 

EMERGENCY NOTIFICATION 
     NAME_______________________________________ RELATIONSHIP______________ PHONE (        )______-_________ 
    ADDRESS______________________________________________________________________________________________ 
------------------------------------------------------------------------------------------------------------------------------------------------------------- 
 

FAMILY DOCTOR________________________________________________________ 
 

REFERRING DOCTOR, IF ANY_____________________________________________ 
 
 

HOW DID YOU HEAR ABOUT CLARK PHYSICAL THERAPY? (Please check all that apply) 
 

 _____ PHYSICIAN REFERRAL      _____ FRIEND/FAMILY     _____ADVERTISEMENT     _____PHONE BOOK 
 _____ WEBSITE     _____ OTHER (Please explain) __________________________________________ 
 
 

                                                                                                                                                      INSURANCE INFORMATION 
 

PRIMARY INS__________________________________   SECONDARY INS________________________________________ 
 

EFFECTIVE DATE______________________________    EFFECTIVE DATE________________________________________ 
 

ID#____________________________________________   ID #____________________________________________________ 
 

INSURED PARTY_______________________________    INSURED PARTY________________________________________ 
 

BIRTH DATE____________SS#____________________    BIRTH DATE________________SS#_________________________ 
 

RELATIONSHIP TO PATIENT_____________________   RELATIONSHIP TO PATIENT_____________________________ 
 

ADDRESS IF DIFFERENT_________________________  ADDRESS IF DIFFERENT_________________________________ 
_______________________________________________    ________________________________________________________ 
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