
Central Coast Lymphedema Therapy 
1061 Murray Ave., San Luis Obispo, CA  93405 

 
PATIENT INFORMATION 

 
Patient Full Name ____________________________________ Date of Birth______________ 
 
 Age:_____   Male ____  Female ____ SS#:_____________________________________ 
 
 Address: ________________________________________________________________ 
 
 City:__________________________________ State:__________ Zip:_______________ 
 
 Home Phone:(____)___________ Work phone:(____)__________  Cell:(____)________ 
 
 Married___  Single___  Widowed___                        Student:  Full-time___  Part-time___ 
 
Emergency Contact: 
 
Name:__________________________Phone:_________________ Relationship:____________ 
 
 
Employer:_______________________________________________Full-time___ Part-time___ 
 
 Address:________________________________________________________________ 
 
Physician:_____________________________________________________________________ 
 
 Address:____________________________City:______________State:____Zip:_______ 
 
 Phone :(_____)_______________________Fax #:(_____)_________________________ 
 
 Referred by:_____________________________________________________________  


