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Hands On Therapeutics (Please fill out form in its entirety)
PATIENT INFORMATION:
Legal Name (Please Print): ________________________________________   Preferred Pronoun_______________________  
Date of Birth: ________________________   Address: _________________________________________________________  
City_______________________ State _____________ Zip _________  Social Security #______________________________
Mobile Ph #(        )____________________  Home Ph # (____)___________________  Work Ph #: (___)_________________
Email: ______________________________________________________
  Opt in for appt text reminders:   YES      NO
INSURANCE INFORMATION (not applicable for personal training)  Insurance Company:_____________________  Employer Name: _______________________________Primary Cardholder on insurance?: ___________________________  Cardholder SS#____________________________________ Cardholder Date of Birth: _______________________________      Relationship to primary:    ○ Self    ○ Spouse     ○ Child     ○ Other  Do you have secondary/ supplemental insurance?    Yes    No (if yes please list name ID#, Group # and cardholder) __________________________________________________________
____________________________________________________________________________________
Primary Care Physician: _____________________________________________________
We ask that you please call your insurance company and request your Physical Therapy Benefits. Although our office provides this service as a courtesy, we do not always get told the most accurate information. 

How did you hear about Hands On Therapeutics? _____________________________________________________________
Emergency Contact Information: Name: ________________________ Ph #: _________________ Relationship____________
CONSENT FOR CARE AND TREATMENT
I, the undersigned do hereby agree and give my consent to West Physical Therapy/ Hands On Therapeutics to furnish physical therapy and/or massage care and treatment to_______________________________ (patient’s name) considered necessary and proper in diagnosing or treating my / his / her (circle one) physical condition.
ASSIGNMENT OF BENEFITS AND RELEASE OF INFORMATION:
I authorize this clinic to release any information required in the course of my examination or treatment and permit payment directly to them at their election, any benefits due me for their services. I recognize and accept personal responsibility for any balance remaining after payment of such benefits. 
****Please Note: Refusal to sign this form does not change responsibility for payment in any way

SIGNATURE: _____________________________________________  DATE: _________________
(Signature of legal guardian if patient is a minor) _____________________________________
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