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First Name__________________Middle initial_______Last Name_____________________
Sex____Date of birth____________
Address______________________________________City__________________________
State_________________________Zip Code________________
Home Phone #_______________________Work Phone #____________________________
Cellular #___________________________Email Address____________________________
In case of emergency:
Contact name__________________________ Relationship___________________________
Phone number__________________________
Physician information:
Doctor’s Name______________________________ Phone #_________________________
Address______________________________________City__________________________
 State___________________________Zip___________Diagnosis______________________ 
Terms and Conditions for Treatment
1. 1) Patient’s obligation to pay for treatment: Patient personally agrees to pay Therapist in full for all treatment and services rendered by Therapist.
2. 2) Patient’s obligation to keep appointment or to provide at least 24 hours notice of cancellation: If patient fails to provide at least 24 hours notice of cancellation of an appointment for treatment, Patient will be required to pay Therapist in full as if treatment had been provided. Patient’s insurance will not reimburse for missed appointment
Patient agrees to the foregoing terms and conditions.
Print Name______________________

Signature of Patient or Guardian Date _______________________ Date ________________
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