
PATIENT INFORMATION 

Spring Grove Physical Medicine & Rehabilitation, 2100 Route 12, Suite 100, Spring Grove, IL 60081 

Name: _______________________________________________ 
Date:  _______________________________________________ 
Birthdate:  _______________________________________________ 
SS#:  _______________________________________________ 
Home Address: _______________________________________________ 

City: _______________________________ State: ______ 
Home phone: ________________________  Cell phone: _____________________________ 
Work phone: _________________________ Other phone: _____________________________ 
Email: _____________________________________________________ 
Preferred method of contact: _______________________________________________ 
Referred by: ________________________________________ 
Occupation:  ________________________________________ 

Marital status:  
Spouse’s name: 

    single       married       divorce       separated        widowed. 
______________________________________ 

Race: White       Hispanic or Latino       Black or African American       Asian

American Indian or Alaska Native       Native Hawaiian or other Pacific Islander

Ethnicity:   

Preferred Language:       English       Spanish     Ω  Other (specify):
Insurance Information 
Company name:  ____________________________________________ 
Phone number: ____________________________________________  
Insured’s name: ____________________________________________ 
Relation: _______________  Date of birth:  ______________ 
Insured’s ss#:  ____________________________________________ 
Member ID #:   ____________________________________________ 
Group #: ____________________________________________  

Emergency contact information 
Who should we contact:  _____________________________________ 
Relation: _____________________________________ 
Home phone number:  _____________________________________ 
Work phone number:   _____________________________________

I consent to receiving text/voice/unencrypted e-mail messages      Yes 

_______________________________________ ________________________________ 
Patient Signature Date 

Zipcode: __________
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