
ELITE PERFORMANCE PHYSICAL THERAPY, P.C. 
Michael DeFeo DPT 

PATIENT INFORMATION 
(MUST BE FILLED OUT COMPLETELY BY ALL PATIENTS) 

Patient Name:  
Patient Home Address:  
City:  
State:  
Zip:  
Home Phone #: (         ) Cell/ Beeper #:  (         ) 
Date of Birth:       /      / Social Security #:        /       /   
Sex        Male               Female Marital Status:   S /  M  /  D  /  W 

 
Name of Spouse:  
Date of Birth:      /       / Social Security #:        /       /   
Emergency Contact:  
Emergency Contact #: (         ) 
Relationship  
 
Patient Employer:  Spouse Employer:  
Employer’s Address:  Employer’s Address:  
City:  City:  
State:  State:  
Zip:  Zip:  
Employer Phone #: (         ) Employer Phone #: (         ) 
 
Who is your Primary Physician?  
Physician Address:  
City:  
State:  
Zip:  
Physician Phone #: (         ) 
 
How were you referred to this office? Another Physician or Hospital Emergency Room 
Physician Name:  Hospital:  
Physician Address:  Address:  
City:  City:  
State:  State:  
Zip:  Zip:  
 
Pharmacy Name:  
Pharmacy Phone #: (         ) Pharmacy Fax: (         ) 
Pharmacy Address:  
 
 

 

 
 


