
Seawolf Physical Therapy 
12201 Industry Way, Suite 4 

Anchorage, AK 99515 

Phone 907-677-9653    Fax 907-677-9657 
www.seawolfpt.com 

 

Seawolf Physical Therapy 

12201 Industry Way Suite 4, Anchorage AK 99515 
907-677-9653 ~ F907-677-9657 

 

Patient Intake Form 
 

 

Patient Information 

 

Name:__________________________________________  Date of Birth:_____________  SSN:________________   Gender: M  F      

 

Mailing Address:_________________________________Zip:___________   Email Address: ________________________ 

 

Primary Phone: (         )                                                      Other Phone: (         )_____________________   Marital Status:   M  S  D  W 

 

Employer: ______________________________ Work Phone:______________________________ 

 

Referring Physician:____________________________________________ 

 

 

Emergency Contact Information 

 

    Name:______________________________________________    Phone Number:______________________________ 

   Address:_____________________________________________    Relationship:________________________________ 

 

Insurance Information: 

 

      Primary Company Name:________________________________________        Policy/Claim#_______________________ 

      Address:_______________________________________________        Phone Number:______________________  

      Primary Policy Holder: ___________________________________   Primary DOB:__________    Relationship:____________ 

      Primary Address: ________________________________________    Phone:_____________________________ 

      Check one:        Commercial           Worker’s Compensation         No Fault/Accident         Date Of Injury:_________________ 

 

      Secondary Company Name:________________________________________        Policy/Claim#_______________________ 

      Address:_______________________________________________        Phone Number:______________________  

      Primary Policy Holder: ___________________________________   Primary DOB:__________    Relationship:____________ 

      Primary Address: ________________________________________    Phone:_____________________________ 

      Check one:        Commercial           Worker’s Compensation         No Fault/Accident        Date Of Injury:_________________ 

 

 

Patient/Guardian Signature: ____________________________     Date: ___________________________ 

 

http://www.seawolfpt.com/

