
Waldron’s Peak Physical Therapy and Sirona Physical Therapy 
Patient Intake Questionnaire 

 

Please take a few minutes to fill out the following packet so that we are better able to assist you in your recovery. We look forward to working 
with you and thank you for choosing Waldron’s Peak Physical Therapy and Sirona Physical Therapy for your physical therapy services. 

Patient Information 
Patient Name (Last, First, MI):      

 

Preferred Name       
Miss Ms. Mrs. Mr. Dr. 

 
Preferred Pronoun: He She They Other   

 

What is your current gender identity? (Please check all that apply) 
 

Male Female Transgender (FTM) Transgender (MTF) Genderqueer 
Intersex Other Prefer not to answer   

 

D.O.B.: _ 
Address: City: State: Zip:    
Home Phone:  ( )_   Cell Phone: ( ) Work Phone: ( )   
What phone can we leave voice messages on? Please circle. 
Email:    

 
Sex:  M F Marital Status:    

 

Would you like to receive TEXT appointment reminders?  YES or NO 
 

Guarantor Information (person responsible for paying bill/Insurance policy holder) 
Guarantor Name (Last, First, MI):   
Address:                       City  State Zip    
Home Phone: ( )   D.O.B.    Relationship to Patient:     

 

Emergency Contact 
Name (Last, First, MI):  Relationship to Patient:    
Phone #: ( )   

 

Physician Information 
Referring Physician:    

 
Phone #: ( )   

Family Physician:  Phone #:(        )   
Additional Physician(s) involved with care:        
Phone #: (          ) / Phone #: (          )    

 

How did you hear about Wald ron’s Peak or Sirona Physical Therapy? 
◻ Dr. � Friend � Website � Other    

 
 

Patient or Guardian Signature:    Date:    
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