
  

 

Garden City  

Rehabilitation Center 
 

1150 Reservoir Avenue, Suite 103  Cranston, RI 02920 
Tel: 401.942.2625  Fax: 401.942.3097  www.gcrehab.com 

INTAKE FORM 
 
Patient Name: ________________________________    Phone: (      ) ________________ 
 
SS#: ______________________________               Date of Birth: ____________________ 
 
Address: ______________________________________________________________ 

(Street Address) 
               
_____________________________________________________________________ 

(City)     (State)    (Zip Code) 
 
Email Address: __________________________________________________________ 

***   I give GCRC permission to contact me by email*** 
 
Emergency Contact Person:   _________________________________________________ 
 
Phone: (      ) ____________________________________________________________ 
 
Relationship:  ___________________________________________________________ 
 
Policy Holder’s SS #:  ______________________________________________________ 
 
Policy Holder’s Name: ______________________________    Policy Holder’s DOB: _______ 
 
Policy Holder’s Employer:   __________________________________________________ 
 
Patient’s Occupation: ______________________________________________________ 
 
Insurance Type: _________________________ Insurance Number: __________________ 
 
Primary Care Physician: ____________________________________________________ 
 
Referring Physician:   ______________________________________________________ 
 
Diagnosis:  _____________________________________________________________ 

Is the injury due to an accident?  YES      NO    AUTO / OTHER 
 
I understand that I am responsible for contacting my insurance company regarding deductibles and 
co-payments/coinsurance information.  I agree to pay all co-pays, deductibles and other charges not 
covered by my Health/Auto Insurance. 
 
 
_________________________________________               _____________ 
PATIENT SIGNATURE        DATE  


