
	  

THANK YOU FOR CHOOSING ALEXANDRIA REHABILITATION! 
PHONE: 320.335.2515 | FAX: 320.335.2717 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

 
 
 
 

Patient Information 
 
Name Last____________________ First__________________ MI____ Date_____________________ 

Current Address___________________________ City _____________ State ______ Zip___________  

LOCAL Phone H_____________________ W____________________ Cell______________________ 

E-Mail Address_____________________________ Social Security_____________________________ 

� Male    � Female    � Student    � Single    � Married     � Divorced     � Widowed     � Separated     

Date of Birth: Month_______ Day______ Year______ Driver’s License__________________________ 

Permanent Address_______________________________________ Phone______________________ 

City____________________________ State____________________ Zip _______________________ 

Employer_________________________________ Occupation________________________________ 

Responsible Party 
Who is responsible for the account? 
 
Name Last_______________ First__________ MI____ Relationship to Patient____________________ 

Address ________________________________ City_______________ State________ Zip_________ 

�  Male     �  Female    �  Single     �  Married     �  Divorced     �  Widowed     �  Separated     

Date of Birth: Month_______________ Day _____________Year ______________  

Employer_____________________ Work Phone_______________ Home Phone_________________ 

Insurance Co_____________________________   Policy #___________________________________ 

Insurance Phone #_________________________Is There Secondary Insurance? Y______N________ 

In Case of Emergency: 

Name of Friend/Relative: __________________ Relationship: ________________ Phone #__________ 

General Information 
 
Referring Doctor_________________________ Family Doctor_________________________________ 

Description of Problem____________________ Date of Onset ________________________________ 

Was there an Accident? Auto______ Work ________Other______ Claim Number _________________ 

Adjuster _______________________________ Adjuster’s Phone Number _______________________ 

Have you had Surgery?  Y___N___ If yes, when? ________ Surgeon___________________________ 
 


