
CORE Sports Physical Therapy and Orthopedics

Kapolei Medical Park

599 Farrington Highway, Suite 102, Kapolei, HI 96707

Phone: (808) 674-1142    Fax: (808) 674-1143

Last Name: First Name: Middle Initial:

Address: City/State: Zip Code:

Email Address to Contact: Home Phone # Work Phone # Cell Phone #

Date of Birth: Sex: (circle one) Social Security Number:

Male Female Other

EMERGENCY CONTACT: Relationship: Phone:

Referring Physician : Primary Care Physician: Other Providers:

Employer's Name: Your Job Title: Supervisor's Name and Contact Info:

Work Address: City/State: Zip Code:

Were you involved in an accident? If yes, circle which type? Date of Occurrence:

Yes No

WORKER'S COMPENSATION Insurance Address: Name of Insurance Adjustor:

Name of Employer's Worker's 

Compensation Insurance: 

Claim Number: Phone Number: 

MOTOR VEHICLE RELATED Insurance Address: Name of Insurance Adjustor:

Name of Motor Vehicle 

Insurance: 

Claim Number: Phone Number:

PRIMARY PRIVATE INSURANCE:Policy Holder's Name: Policy #:

(HMO, HMSA, MEDICARE, HPH, etc)

Date of Birth: Group #:

SECONDARY PRIVATE Policy Holder's Name: Policy #:

INSURANCE: 

Date of Birth: Group #:

If you have, Attorney's Name: Attorney's Address:Attorney's Phone #: 

At work Motor Vehicle

CSPTO PATIENT INTAKE FORM

EMPLOYMENT INFORMATION (Required for all Worker's Compensation Injuries)

ACCIDENT AND INJURY INFORMATION

INSURANCE INFORMATION

Relationship to Policy Holder?

Relationship to Policy Holder?

Office Use Only: Completed by:     Date:               


