
 
 

Adult Patient Information Form 
 
Date_______________________             Home Phone__________________________ 
 
Name__________________________________________________________________  Birthdate _______________________________ 

Last Name                   First Name  Middle Initial 
 
Address_________________________________________________________________________________________________ 
 
City_____________________________________________  State_________________________  Zip___________________ 
 
Sex:     Male ____     Female ____          
 
Home Phone _____________________   Work Phone ___________________  Mobile Phone __________________ 
 
Emergency Contact Person ________________________________________ Phone # ______________________ 
 
Primary Care Physician ___________________________________________ Phone # ______________________ 
 
Referring Physician ______________________________________________ Phone # ______________________ 
 
What factors influenced your decision to come to this clinic? (Check all that apply)   
 
□ My Physician      □ Therapist Referral      □ Website     □ Location      □ Advertisement      □ In my Insurance Plan   
□ Friend/Family Member Referral      □ Used Clinic Previously        □ Other________________________ 

 
PRIMARY INSURANCE 

 
Cardholder’s Name__________________________________ Relation to Patient ________________ Birthdate __________ 
     
Insurance Company________________________________________ Soc. Sec. #___________________________ 
 
ID #__________________________________  Group #___________________________  Person Code _________ 
 
Address (if different from patient’s)_______________________________________ Phone____________________ 
 
City___________________________________________  State___________________________  Zip__________________ 
 
Cardholders Place of Employment_________________________________________________________________ 
 
Business Address____________________________________________  Business Phone____________________ 
 

SECONDARY INSURANCE 
 
Cardholder’s Name__________________________________ Relation to Patient ________________ Birthdate __________ 
     
Insurance Company________________________________________ Soc. Sec. #___________________________ 
 
ID #__________________________________  Group #___________________________  Person Code _________ 
 
Address (if different from patient’s)_______________________________________ Phone____________________ 
 
City___________________________________________  State___________________________  Zip__________________ 
 
Cardholders Place of Employment_________________________________________________________________ 
 
Business Address____________________________________________  Business Phone____________________ 
 
 

Curative New Berlin Therapies, LLC 
2895 S. Moorland Road 
New Berlin, WI 53051 
262-782-9015 
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