
 
 

Hershey Orthopedic & Spine Rehabilitation 
Patient Information Questionnaire 

 
WELCOME! Please fill in the appropriate or highlighted areas below. 

 
PERSONAL 
Name: ____________________________________________ Today’s Date: ______________ 
Social Security #: ____________________________________Date of Birth: _______________ 
Address: ________________________________City: ___________ St: ____ Zip: __________ 
 
COMMUNICATION 
Home phone: _______________ Work Phone: _____________ Cell Phone: _______________ 
Email:_______________________________________________________________________ 
 
CONTACT INFORMATION 
Who should we contact in case of emergency? ______________________________________ 
Relationship: __________________Emergency contact phone: _________________________ 
 
REFERRAL INFORMATION 
Who referred you to our clinic? ___________________________________________________ 
Who is your primary physician? ___________________________________________________ 
What was the date of your last physician, nurse practitioner or physician assistant 
visit?_________________ 
What is the date of your NEXT physician, nurse practitioner or physician assistant visit? 
_________________ 
 
INSURANCE INFORMATION (Please bring any appropriate insurance information to the 
initial visit) 
Insurance Company: ____________________________ Phone: ________________________ 
Member ID #:___________________________________ Group #_______________________ 
Name of Policy Holder____________________________ Policy Holder Date of Birth ________ 
 
EMPLOYMENT 
Current Employer:  ____________________________________________________________ 
What kind of work do you do? (Please describe if you do lifting, office work, sitting/standing, 
etc.) ________________________________________________________________________ 
 


