









TODAY’S DATE:_______________________

PLEASE PRINT







VISIT DATE:___________________________

PATIENT LAST NAME:_____________________________________
FIRST:________________________       MI:_________

PARENT/GUARDIAN NAME (if under 18):_____________________________________RELATIONSHIP:______________________

PATIENT STREET ADDRESS:______________________________________CITY/ST:_____________________ZIP:_____________

HOME #:_________________________________ WORK#:_________________________ CELL#:_____________________________

SS#:_________________________________  DOB:_______________________ AGE:_________ SEX:  _____MALE   _____FEMALE

MARITIAL STATUS:_______________________ SPOUSE’S NAME:____________________ SPOUSE’S DOB:_________________

EMPLOYER:____________________________________  EMAIL ADDRESS:______________________________________________

PHYSICIAN NAME:__________________________________________________ PHONE #:__________________________________

REASON FOR VISIT:___________________________________________ONSET DATE:____________________________________

REFERRED BY/HOW DID YOU HEAR ABOUT US:__________________________________________________________________

IN CASE OF EMERGENCY CONTACT:__________________________ RELATIONSHIP:____________ PHONE #:______________
INSURANCE INFORMATION
INSURANCE COMPANY:_______________________________________________  PHONE #:_______________________________
INSURED NAME:________________________ DOB____________ ID#:_________________________ GROUP #:________________

IS THIS VISIT DUE TO AN ON THE JOB INJURY?  _____YES  _____NO       INJURY DATE:_______________________________

IS THIS VISIT DUE TO AN AUTO ACCIDENT?  ____YES  _____NO    INJURY DATE:____________________________________

CLAIM NUMBER:______________________________ ADJUSTOR’S NAME/PHONE#:_____________________________________

CLAIMS ADDRESS:_____________________________________________________________________________________________

ASSIGNMENT AND RELEASE

I, the undersigned certify that I (or my dependent) have insurance coverage with the above listed insurance company and assign directly to Issaquah/Sammamish Physical Therapy, Inc. all insurance benefits.  I understand that I am financially responsible for all charge that are not payable by insurance and any balance remaining after sixty days.  I also authorize the release of my medical and billing information to my insurance company and physician if requested.
______________________________________________________________________________________________________________

Patient Signature (if under 18, parent/guardian must sign)

Date

24-HOUR LATE CANCEL/NO SHOW POLICY 
We have a 24-hour late cancellation/no show policy.  If you fail to show up for your scheduled appointment you will be charged the $45.00 fee.  Please call us 24 hours in advance to cancel/reschedule your appointment.  Failure to do so will result in a $45.00 charge.  This will be an out of pocket expense and can not be billed to your insurance.

Patient Signature (if under 18, parent/guardian must sign)

Date

Issaquah Physical Therapy

  450 NW Gilman Blvd #106   Issaquah, WA  98027
         Ph#: 425-392-0627     Fax:  425-391-8615
Sammamish Physical Therapy           22840 NE 8th St. #102
      Sammamish, WA  98074      Ph#:425-898-8540      Fax:  425-898-8540
Issaquahphysicaltherapy.com
