
 

 
 
 

Coastal Rehab, LLC 

2 Davis Point Lane, Suite 1A, Cape Elizabeth, ME 04107  

Tel 207.767.9773 Fax 207.541.9212 www.coastalrehab.me  

 

PATIENT INFORMATION: 

Name:   

Home Address: 

Home Phone: 

Other Phone: 

Date of Birth:     /     / 

Social Security Number: Gender:   M /  F  

Primary Diagnosis: 

Reason for therapy:  

□ Do not resuscitate 

Worker’s Compensation / Liability case manager and phone:  

Employer's Name and Address:  

 

Auto Liability Related?   Y / N                          Auto Insurance: 

Auto Case ID#:                                                 Auto Case Manager:  

Receiving Home Healthcare Services:  Y  /  N       Agency Name: 

Marital Status (circle one):  married   divorced   widowed   single   other 

PHYSICIAN: 

Primary Care Physician Name: 

PCP Phone: 

Referring MD:  

Referring MD Phone:  

Does patient have order?  

 

RESPONSIBLE PARTY/EMERGENCY CONTACT: 

Name: Mailing Address: 

 

 

Phone:  

Relationship to Patient: 
□ Medical POA   □ Financial POA    □ Emergency Contact 

□ Guardian   □ Other: ___________________ 

INSURANCE:   **Please attach copy of insurance cards and photo ID** 

Primary Insurance / Plan Type: ID Number: 

Phone Number: 

Secondary Insurance / Plan Type: ID Number: 

Phone Number: 
If MEDICARE is 2ndary, circle one of the following reasons:  

Working aged                  End Stage Renal Disease(ESRD)  

Automobile/No Fault      Worker's Compensation  Federal 

Agency (Public Health)  Black Lung  Veterans Administration  

Disability                            Liability   

Would you like to be informed of benefit 

coverage?  Y or N 

Would you like service at the office OR home?  

 

 Name of Person Completing Form:  I certify that to the best of my knowledge, the information on 

this form is correct. Signature:  

 

 


