	Diversified Physical Therapy, LLC 


PATIENT INFORMATION 

Full Legal Name:__________________________________________   Name used:_____________________________________

Street Address:_____________________________________________ City, State, Zip Code:_____________________________   

Phone #: (Cell) _________________________  (Home) __________________________  (Work)__________________________ 

Date of Birth:_______________________   Gender:                      Relationship Status:__________________________________

E-mail:________________________________​​​​__________ Social Security #: ________________________________________

Emergency Contact Name:_____________________________________________    Phone #:___________________________

How did you hear about DPT:_______________________________________________________________________________

Attorney (if applicable)
Name: __________________________________________________________    Phone #:  _________________________ 

Address:  ___________________________________________________________________________________________

GUARANTOR -If under 18 years old (person responsible for payment)
Name:  __________________________________________________________________________________________________

Street Address:  ______________________________________ City, State, Zip Code:  __________________________________

EMPLOYMENT  INFORMATION

Employer Name:     ___________________________________________________________________________________

AUTHORIZATION
I understand and agree that I am financially/legally responsible for full payment of my bill for services rendered at Diversified Physical Therapy, LLC (DPT). Any failure of my insurance carriers payment for all or any part of my bill does not constitute a reason for me not to pay. I agree to pay for services rendered at DPT that my insurance carrier denies, deems medical unnecessary, or refuses direct payment to DPT for in any way. I understand that my insurance policy is a contract between the carrier and myself and that DPT is not responsible for settling disputed claims. DPT will provide the necessary information regarding my treatment to facilitate payment of my claim for benefits. I hereby transfer/assign benefits, payable through my insurance, Workman’s Compensation, Medicare or social security/disability benefits or from any lawsuit or claim made against a third party, who may be responsible for payment of any damages which include treatment for the condition for which I am being treated by DPT. I hereby further authorize and direct any such attorney representing me in any such matter to make payments from the proceeds of any claim or lawsuit to pay the same to DPT.

     I further agree that in the event my bill is referred to collection after default, to pay all the costs of collection, court costs, and legal fees.  All delinquent accounts bear interest at legal rates.

Signature:   _______________________________________________________   Date:   ________________________

                    (Patient/ Guardian)

     I understand the procedures and modalities that will be done to me will be explained and if I am uncomfortable at ANYTIME, I will inform the therapist. The procedure will then be stopped and an alternative will be discussed. I voluntarily agree to the standard assessment and treatment plans for my condition, although I may choose not to participate in the treatment plan. I understand that by not participating in my own plan of care it will limit my progress.

Signature:  ________________________________________________________    Date: __________________________

