
Larson Rehabilitation Services, PLC 
 

Patient Information: 
 
Legal Name:_______________________________________________  Date: _______________ 
 
Local Mailing Address: ___________________________________________________________ 
                                                                               City                                 State       Zip 
 
Home Phone: _____________________________ Cell Phone: ____________________________ 
 
E-Mail Address: _____________________  Preferred Phone # for Contact: __________________ 
 
DOB:  ______________     Sex: (Circle One) F  M           Social Security Number____-___-_____ 
 
Employer: _________________________________________Work Phone: __________________ 
 
Occupation: ______________________________ Address: _______________________________  
 
Family Status:  Single__       Married __      Divorced __    Separated __   Widow/er __  Minor  ___ 
 
Spouse’s Name: __________________________________  Spouse’s DOB: __________________ 
 
Spouse’s Social Security Number _____-___-______  
 
Spouse’s Employer: __________________________________ Work Phone: _________________ 
 

Fill out only if patient is a minor or someone else will be responsible for payment. 
 
Responsible Party:______________________________________ Home Phone: _______________ 
 
Mailing Address: _________________________________________________________________ 
                                                                                      City                State               Zip 
 
Employer: _________________________________________ Work Phone: __________________ 
 
Occupation: __________________________________ Address: ____________________________ 
 
Relationship to patient: _________________________________ 
 

Insurance Information: We must have a copy of your insurance card. 
 
Insurance Company: _________________________ Policy Number: ________________________ 
 
Group Number:  _________________________ Policy Holder:  ____________________________ 
 

Work Related Injuries: 
 
Insurance Company: _____________________________  Claim Number: ____________________ 
 
Phone Number: __________________________  Contact Person: ___________________________ 
 
 


