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             PATIENT INFORMATION
	



Name___________________________________________________ DOB __________________________
Home Phone____________________________________Cell Phone_______________________________
Address________________________________________________________________________________
City______________________________________________State __________Zip____________________
Emergency Contact__________________________________________Phone_______________________
Referring Physician__________________________________________Phone_______________________ 
Whom may we thank for referring you to us? ______________________________________________
I understand and agree that I am ultimately responsible for any balance on my account. I certify all the information is true and correct to the best of my knowledge.  I will notify you of any changes in my status.
Signature_________________________________________________ Date___________________________
CANCELATION / NO SHOW FEE
[bookmark: _GoBack]Cancellation and No Show Fee Your treatment is very important to your overall health and well-being. We are working with your physician to make sure your therapy plan is complete and successful. Kindly notify us if you are unable to keep your scheduled appointment. There is a $175.00 No Show/Cancellation fee if you cancel your appointment with less than 24 hour notice. I am in agreement that I will be charged a $175.00 if I am not able to keep my scheduled appointment and did not contact our office within 24 hours of the scheduled appointment. 
Signature_________________________________________________ Date: ___________________________ 


INFORMED CONSENT
The purpose of physical therapy is to treat disease, injury, and disability by examination, evaluation, diagnosis, prognosis, and intervention by use of rehabilitative procedures, mobilization, massage, exercises, and physical agents to aid the patient in achieving their maximum potential within their capabilities and to accelerate your recovery. All procedures will be thoroughly explained to you before you are asked to perform them. You are expected to cooperate fully with the evaluation and treatment program. Because of the nature of services provided, you may be asked to disrobe. If this is necessary, your privacy, modesty, and dignity will be considered at all times by the staff. Should you feel uncomfortable or embarrassed, you may refuse the procedure, stop the procedure, and/or request another therapist. There are certain inherent risks with physical therapy treatments because you will be asked to exert effort and perform activities with increasing degrees of difficulty that could cause an increase in your current level of pain or discomfort or an aggravation to you existing injury. You will be able to stop treatment if you feel any discomfort or pain. Your physical therapist will take every precaution to ensure that you are protected from any potentially hazardous situation. You will never be forced to perform any procedure that you do not wish to perform. Based on the above information, I agree to cooperate fully, to participate in all physical therapy procedures, and to comply with the plan of care as it is established. I have read and received a copy of the consent form and authorized release of medical information to appropriate third parties.  
Signature___________________________________________________Date_________________________

Direct Physical Therapy Treatment Services
 You are receiving direct physical therapy treatment services from an individual who is a physical therapist licensed by the Physical Therapy Board of California. Under California law, you may continue to receive direct physical therapy treatment services for a period of up to 45 calendar days or 12 visits, whichever occurs first, after which time a physical therapist may continue providing you with physical therapy treatment services only after receiving, from a person holding a physician and surgeon's certificate issued by the Medical Board of California or by the Osteopathic Medical Board of California, or from a person holding a certificate to practice podiatric medicine from the California Board of Podiatric Medicine and acting within his or her scope of practice, a dated signature on the physical therapist's plan of care indicating approval of the physical therapist's plan of care and that an in-person patient examination and evaluation was conducted by the physician surgeon or podiatrist.

Signature ______________________________________________________Date_____________________
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