
Playtime Children’s Therapies 
PATIENT INFORMATION SHEET 

 
 
Payor Source:       Medicaid    Insurance                 Private Pay 
 
Is Condition Accident Related?    Yes  ______     No ______ 
 
Date of Accident: _________________      State: _________________ 
 
Where Did Accident Occur?     Home ______  Auto ______  Other ______ 
 
Primary Insurance Company:  ___________________________________________ 
 
Policy #: _________________        Group #: _________________ 
Address:   ____________________________________________________________ 
 
Policyholder Name: ___________________________________________ 
Social Security #: _________________     Date of Birth: _________________ 
 
Secondary Insurance Company:  _________________________________________ 
 
Policy #: _________________        Group #: _________________ 
Address:   ____________________________________________________________ 
 
Policyholder Name: ___________________________________________ 
Social Security #: _________________     Date of Birth: _________________ 
 
Responsible Party:        Self        Spouse      Other     (Do not list insurance co.) 
 
Address: _________________ Social Security: _________________ 
City: ________________     State: _______ Zip:________ Phone: ________________ 
 
In Case of Emergency, Contact: _____________________ Phone: ________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



  
 
 
 
 
 
  
 


