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Last Name
First Name
Middle Initial
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Date of Birth


Gender  Male
 Female
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	Home Address
	
	Apt #
	City
	
	State
	Zip Code


Home Phone
Work Phone
Cell Phone
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Email Address
Emergency Contact Name / Number
Medical history (Circle all that apply):

Cancer hx
High blood pressure
 Asthma/Breathing disorders
Pacemaker
Rheumatoid Arthritis    Hx of Stroke


Osteoporosis/penia
Lupus
     Lyme’s Disease
   MS
    Parkinson’s Disease
Osteoarthritis

Other:

Pertinent Surgical Hx:
Allergies:

_________________________________________________________________________________________________

Medications: 

Financial Policy Authorization and Agreement

Assignment of benefits: I hereby authorize payment of medical benefits to Peak Performance Center LLC. In the event my insurance company out -of -network benefits does not honor this request, I take responsibility for payment of my bill in full and have agreed to self-pay for physical therapy services until further notice.

Evaluation and treatment authorization: I hereby authorize the Peak Performance Center, LLC to evaluate and treat the condition(s) for which I am seeking physical therapy services through direct access or physician referral. 

Authorization for treatment of a minor: 

I, _____________________________________________________________(Parent/guardian) authorize the Peak Performance Center, LLC to evaluate and treat my son/daughter (circle one) _________________________________________(name of client) and includes my permission to evaluate and treat the above named minor in my absence.

I have read and understand the intake form and financial policy for the Peak Performance Center LLC and agree to these terms: 

Client Signature:_____________________________________________Print name:____________________________                  

Date:____________________ Responsible party/Parent/Guardian: ____________________________________

