Staci Hendrickson MS, RDLD, NSCA-CPT
Intake Form – Adult
Date:	__________			Dx and Payment  (Offic e Use Only):_______________________
Name (Include Middle Initial):_________________________________________ Age and DOB:________________
Address (City, state, and zip):______________________________________________________________________
Phone Home:_________________________ Work:_________________________ Cell:_______________________
Where may we call?:___________________Email:____________________________________________________
Referral Source and Reason for Referral:_____________________________________________________________
Physician Name, Address, Phone Number:___________________________________________________________
_____________________________________________________________________________________________
Treatment Team Members:
_____________________________________________________________________________________________
Education (highest Degree)______________________Usual Occupation___________________________________
Others living in the home/other family members:


In Emergency, Notify:
Name, Address, Phone #_________________________________________________________________________
Complete the following only if billing Insurance:
Insured Name including middle initial (if different than patient):__________________________________________ 
Insured Address (if different than patient):___________________________________________________________
Insured DOB:_______________________ SSN:________________________________  Sex:  M/F
Insured Employer Name and Address:_______________________________________________________________
Insurance Name:________________________________________________________________________________
Insurance Address:______________________________________________________________________________
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Sact Hendrickson MS, RDLD, NSCA-CPT.




