
       PHYSICAL THERAPY 
3300 Behrman Pl, New Orleans, LA 70114, Office 504-374-0015  Fax 504-374-0016  ~   5555 Bullard Ave Su 102 * New Orleans, LA, 70128 Office 504-245-2483  Fax  504-245-2489

Physical Therapy & Sports Reconditioning      www.xtremept.net  

Name:  _______________________________ Date of Birth: _____- _____ - _____ 

Address:  _____________________________     City:  ___________________ State: ________ 

Zip: __________ Phone: _____- _____ - _____ Cell: _____- _____ - _____ Age: ________ 

Social Security #: _____- _____ - _____                   Marital Status: _____ M _____ S _____ Other 

Employer: __________________________________ Employer Phone: _____- _____ - _____ 

Primary Insurance: _________________________________ Policy/I.D. #: _____________________ 

Secondary Insurance: _______________________________ Policy/I.D. #: _____________________ 

Workman’s Comp: _________________________________ Claim #: _________________________ 

Adjustor: __________________________________________________________________________ 

Date of Injury: _____- _____ - _____     Adjustor Phone: _____- _____ - _____ Ext: _____ 

Attorney: ________________________________________ Attorney Phone: _____- _____ - _____ 

Attorney Address: __________________________________________________________________ 

Have you received physical therapy this year? _____ Yes _____ No 

Are you currently receiving any type of home health services? _____ Yes _____ No 

Who is the Doctor that referred you to Xtreme Physical Therapy? ____________________________ 

How did you hear about us? __________________________________________________________ 

Is your injury related to: _______________ Auto _______________ Work _______________ Other 

Emergency Contact: __________________________________ Phone: _____- _____ - _____ 

I certify that the information above is true and correct to the best of my knowledge and I will notify Xtreme 
Physical Therapy of any changes to the above information. 

__________________________________________ ___________________________ 
Signature (Parent if Patient is minor)  Date 
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