PHYSICAL THERAPY
Dedicated to keeping you ACTIVE.

Patient Information Form

Patient Name: Male/Female Home #: ( )

Address: Mobile #: ()

City, State, Zip: E-mail:

Birth date: Patient Status: Single Married Other  Onset/DOI:

Insurance Company: Insurance Phone Number:

Insurance Subscriber: Subscribers relation to the patient

Insured’s Birth date: Ins. ID# Group#

Insured’s Employer: Work Injury: (Please circle) yes no
Occupation: Insured’s Phone #: ( )

Address:

City: State: Zip:
Emergency Contact: Relation: Phone: ()

Referred by? (Please circle) Doctor Insurance Company Former Patient Family/Friend
Diagnosis:

Referring Physician’s Full Name Physicians Phone Number

IT IS IMPORTANT THAT YOU UNDERSTAND THAT YOU ARE PERSONALLY RESPONSIBLE FOR ALL
SERVICES RENDERED AT CATZ PHYSICAL THERAPY AND THAT ALL FEES ARE CHARGED DIRECTLY
TO YOU. AS A COURTESY, WE WILL BILL YOUR INSURANCE IF YOU PROVIDE US WITH THE
APPROPRIATE INFORMATION. PLEASE ALLOW US TO MAKE A COPY OF YOUR INSURANCE CARD AND
PHOTO ID FOR YOUR FILE. WE ADVISE YOU TO CONTACT YOUR INSURANCE COMPANY AND INQUIRE
SPECIFICALLY ABOUT YOUR PHYSICAL THERAPY BENEFITS. I HAVE BEEN GIVEN AN ESTIMATE OF
WHAT MY FINANCIAL RESPONSIBILITY WILL BE AND 1 UNDERSTAND THAT THIS IS ONLY AN
ESTIMATE BASED ON INFORMATION GIVEN TO CATZ PT STAFF BY MY INSURANCE COMPANY.

With my signature, I consent to receiving physical therapy treatment. I also hereby authorize the release of
medical information necessary to process the claim and authorize the payment of medical benefits to CATZ
Physical Therapy.

Patient Signature: Date:

Parent/Guardian: Date:

12611 HYMEADOW DR., AUSTIN, TX 78750
Phone: 512-996-0441 Fax: 512-996-0442
Email: office@catzphysicaltherapy.com







