
MI:

Age:

State: Zip:

State: Zip:

State: Zip:

Work phone:

How active is the patient?  Any sports / Gym  

MI:

Age:

State: Zip:

State: Zip:

Work phone:

PATIENT INFORMATION

Last Name: First Name: Daytime Phone:

Date of Birth: Sex:
       MALE       FEMALE

PLEASE COMPLETE ALL INFORMATION, SIGN AND HAVE YOUR INSURANCE CARDS AND DRIVERS LICENSE AVAILABLE FOR COPYING

Marital Status:
S       M       W       D

Email Address:

Mailing Address: City:

Physical address(if different than above): City:

Patient's employer: Occupation:

Employer address: City:

Cell phone: Home phone:

Type of injury/surgery 
                          

  WORK                   AUTO                        OTHER

Date of injury/surgery:

Drivers License #: Area of Pain:

Referring Physician: Primary Care Physician: How did you hear about us?

Has patient had physical this year?        YES          NO Home therapy?      YES          NO

Employer: Occupation:

Emergency contact: Relationship: Phone number:

SPOUSE/PARENT/GUARDIAN -  INFORMATION
Last Name: First Name: Home phone:

Date of Birth: Sex:
       MALE       FEMALE

Address: City:

Relationship:Marital Status:
S       M       W       D

Signature Date

I, _______________________________, hereby assign all medical benefits, to include major medical benefits to which I am entitled, including Medicare and
other government sponsored programs, private insurance, and any other health plans to Physical Rx Physical Therapy.  I understand that I am
financially responsible for all charges whether or not they are paid by said insurance.  I hereby authorize Physical Rx Physical Therapy to release all
information necessary to secure the payment of said benefits.  I understand that this assignment of benefits is irrevocable unless advised by me in
advance.  If any portiion of therapy is denied, I give Physical Rx Physical Therapy permission to act as my representative in appealing.  
Consent for treatment:  I hereby consent to receive treatment from the Outpatient clinic consistent with a plan of care authorized by my physican. I recognize that physical 
therapy care may involve the touching of my body by a Therapist or other members of the Clinic's professional staff and that I consent to said touching as it relates to my 
therapeutic care.

Employer address: City:

Home phone: Cell phone:

Social security #: Drivers License #:
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ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

 

Physical RX - Physical Therapy, Inc. 
2100 Main St STE 250, Huntington Beach CA 92648 

(714) 374-0233 – (714) 374-0244 fax 
Effective April 14, 2003                                                                                                                                                                                         

 

Physical RX - Physical Therapy, Inc. 

 

I hereby acknowledge that I received a copy of Physical RX - Physical Therapy, Inc. Notice of 
Privacy Practices.  I further acknowledge that a copy of the current notice will be posted in the 
reception area, and that I will be offered a copy of any amended Notice of Privacy Practices at 
each appointment. 

 

I understand I may request the restrictions listed on the bottom of this acknowledgment 
 
 

Signed: ______________________________     Date: __________________________ 

Print Name:  __________________________ Telephone: _____________________ 

If not signed by the patient, please indicate:  
 

Relationship: 

    � Parent or guardian of minor patient 

    � Guardian or conservator of an incompetent patient 

    � Beneficiary or personal representative of deceased patient 
 

Name of Patient: _________________________________________ 
 
 
 
Requested Restrictions: 

  
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________ 

 
Restrictions received by Physical RX - Physical Therapy, Inc.  
and were approved �   not approved �  
 
by: __________________________________, Privacy Officer on this date: ________________ 



Cancellation & No-Show Policy 
 
 

We take treatment cancellations seriously at Physical Rx because it can make the 
difference between whether you succeed or fail in your treatment plan.  Your referring 
doctor has most likely prescribed a set frequency of treatment.  This is his plan for you 
to re-gain function.  Showing up as scheduled for these visits is your most important 
job.  Working together we can help you achieve your goals in treatment. 
 
We require 24-hours notice in the event of a cancellation. 
It is your responsibility, when you call in; to have an alternative time in mind to insure 
that you will receive your full prescribed number of treatments that week.  Cancellations 
may make it necessary for you to receive a treatment by one of our therapists, other 
than the one you originally scheduled with. 
 
There is a $35 charge for cancellation without proper notice (24 hours).  This 
charge will not be covered by insurance, but will have to be paid by you personally. 
 
Please understand that your pain will probably vary during your course of treatment.  
Some conditions can seem to be a reason not to come in:  whether you’re feeling better 
or worse.  It is important to come in and work with the Therapist to re-assess and treat 
you; and possibly progress your program. 
 
When a patient doesn’t show as scheduled, three people are hurt:  You because you 
don’t get the treatment you need as prescribed by the doctor and/or physical therapist; 
the therapist who now has a space in their schedule since the time was reserved for 
you personally; and another patient who could have been scheduled for treatment if 
there had been proper notice. 
 
Please cooperate with us in this regard and we will do our best to have you back to full 
function quickly.  We’re looking forward to working with you. 
 
I have read and fully understand the “Cancellation Policy” 
 
 
 
 
 
             

Signature    Print Name    Date 
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