
 
MERRICK PHYSICAL THERAPY PLLC 

Patient Registration Form 
 
Date:________________________     Date of  Birth:_______________       Age:  _____________                         
 
 Name:___________________________________________    Phone: (Home):___________________ 
                                                                                                                  (Work):______________________ 
 E-Mail Address: ___________________________________              (Cell):_______________________ 
 
Sex:  M   F                      Marital Status: S   M   D   W            Social Security # _______-_____-________            
 
Address______________________________________ Apt # 
                                            Street 
                _________________________         ________      ______________   
                               City                                                State                 Zip Code                                                    
                                                  
Employer:____________________________________Occupation:_______________________                                            
 
Address:________________________________________________________________________ 
     Street                                City                 State                                 Zip Code                                                     
 
*Spouse/Parent:__________________________________*Social Security:________________________ 
*Address:___________________________________________________________________________ 
                               Street                                   City                            State                            Zip Code 
 
Referring  Physician:_______________________________________Phone #:______________________ 
**Address:____________________________________________________________________________ 
                                 Street                                    City                                   State                   Zip Code 
Primary Care Physician:_____________________________________Phone #:_____________________ 
**Address:____________________________________________________________________________ 
                                   Street                                 City                             State               Zip Code                                    
 
* if applicable   ** if known 
 
Is the problem/condition you are coming here for….. 
                      Work Related ?   Yes      No           or             Auto Injury?      Yes       No 
If Yes…..  
                Has injury been reported?     Yes      No 
 
If you are a female, might you be pregnant?      Yes      No 
 
Have you received physical therapy for this or any other condition?  Yes  No  When and Where? 
 
______________________________________________________________________________________ 
 
The above information is true to the best of my knowledge. 
 
_____________________________________________                      _____________________ 
                          Signature of patient or guardian                                                      Date 
 
 
Please be advised a private room is available if you are uncomfortable speaking a loud to 
the therapist during the evaluation or subsequent treatments.  Please make the therapist 
aware.  _________ (Initial) 


