
Fusion Performance LLC 
609 West Johnson Ave 
Chesire, CT 06409 
 

Patient Information 

First Name: Last Name: Middle Initial: 
E 

Date of Birth: 
 

Home Phone: 
 

Cell Phone: 
 

Email Address: 
 

Address: 
 

City:  
 

State: 
CT 

Zip Code: 
 

Employer: 
 

Occupation: 
 

Work Phone: 
 

 

Emergency Contact: 
 

Phone Number: 
 

Relationship: 
 
 

 

Injury/Diagnosis 
 

Date of Injury 
 

Surgery? 
Yes       No  

Date of Surgery 

Physician: 
 

City: 
 

State: 
 

 

Work related Injury? 

Yes                 No  

Auto related injury? 

Yes                 No  

Medpay letter on file? 

Yes                  No  

 

Insurance Information 

Primary Insurance: 
 

Secondary Insurance: 

Policy Number: 
 

Policy Number: 

Group Number: Group Number: 

Relationship to Insured: 

Self         Spouse          Child          Other  

Relationship to Insured: 

Self          Spouse          Child          Other  

First Name: 
 

Last Name: 
 

First Name: Last Name: 

Date of Birth: 
 

Employer: 
 

Date of Birth: Employer: 

 

 

Patient Signature:_____________________________________________ Date:___________________ 


