
HARTFORD PHYSICAL MEDICINE 

864 Wethersfield Ave

Hartford, CT 06114


 

Today’s Date:______/_____/______                       E-Mail Address: ___________________________ 

 

Last Name:_______________________, First Name:____________________ Middle Initial ______ 

 

Street Address:_________________________ Apt.#____ City:_____________ State:____ Zip:______ 

 

Home Phone:__________________ Cellular:__________________  Work Phone:________________ 

 

S.S.#:____/____/____  Birth date:____/___/____ Age:____   M      F    Single    Married    Divorced  


                         
                                                                                                       
   Separated     Widow 

Ethnicity   White   Black or African American   Hispanic or Latino     Pacific Islander   Other ________ 

 

Employer:___________________________  Occupation:________
______________________ 

 

Employers Address:____________________ City:______________ State:____ Zip:_________ 


 

Please check any insurance coverage for you or your spouse that is applicable in this case. 

 

  Major Medical   PPO/HMO  Health Insurance:_____________________ ID# __________________ 

 

Relationship To Insured   
  Self      Spouse      Child       Other __________________ 

 

  Auto Accident      Work Injury      Personal Injury      Slip & Fall    DOA:__________________ 

 

Insurance Co. Name:________________________ Adjuster:__________________________   

 

Address:__________________________ City:_______________ State:____ Zip:___________ 

 

Phone:______________ Effective Date:____/___/____ Claim/Policy No:_________/_________ 

 

PLEASE BRING INSURANCE CARD AND DRIVERS LICENSE TO THE FRONT DESK TO COPY 

 


Person who you designate to receive, change or inquire about your information:  

 


Print Name: __________________________   Relationship to You: _________________________ 


 


I have reviewed all of the above information.  I agree that all the data above is accurate and a true 

account of my injuries which I sustained in my accident. 

 


Patient  Signature:____________________________________________    Date:________________ 

 


Witnessed by:________________________________________________  Date:_________________

 



