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PURSUIT PHYSICAL THERAPY

Appt. Date

PATIENT INFORMATION
Last Name First MI Date of Birth Social Security Number

Home Address C ity State Zip Code Home Phone Cell Phone

OtherMarriedSingle !
Marital S Ifyes, when?Have you been treated at Pursu it Physical Therapy clinic before?

E.p
Employed

ent Status
Student N,'A

Employer Name/School Name Title,rPosition

Work Address City State Zip Code Work Phone

E-Mail Addrcss ppointrnent Reminder
Text

Preferred A
Call Email

REFERRING PHYSICIAN INFORMATION
Last Name First MI Address Telephone

NTA RMATIERGEM NE cCY o CT Ro LEGAL UG DAR IIAN NFO No
Last Name First MI

Address
C ity State Postal Code

Home Phone Work Phone

Cuard ianSpouse
Relationshi

Parent
Parent or Guardian E-Mail Address

REASON FORTODAY'SVI SIT
Is this injury/condition relared to I

Your Job

f v"'!No NoES

An Auto Accident

l\oYes
A Home Accident

ENo
Other Accident

Yes
ease indicate the date ofyour accidenVinjury:PI

date ofyour illness (1" symptom):PIease indicate the

ease provide name of insurance adjuster or contactPI
TeJephone

Please describe your injury/accident/illness

Male
Female



RESPONSIBLE PARTY STATEMENT
As the onsib le ,IA that all c es that are not directl d Itl lnsurance cofil AI'I will be m re sibili
Responsible Party Signature Date

PRIMARY INSURANCE COMPANY INFORMATION
Group Numberldentification NumberPrimary Insurance Company Name

TelephoneStare Zip CodeCityAddress

Date of Birth
Male Female

Policyholder (if other than patient)

Relationship to PatientSocial Security Number (of policyholder)

Employ er (of po I i cy ho lder)

SECONDARY INSURANCE COMPANY INFORMATION
Group NumberIdentification NumberSecondary lnsurance Company Name

TelephoneState Zip CodeCit)Address

Date of Bifih
Male Fcmale

P olicyholder (ifother than patient)

Relationship to PatientT elephone (of po I ict ho lder)Social Security Number (of policyholder)

Employ er ( of p o I icy ho lder )

ASSIGNMENT OF BENEFITS./AUTHORIZATION TO RELEASE MEDICAL INFORMATION/CONSENT TO
TREATMENT

additional legal fees associated with the recovery ofthis debt. Interest may be charged at a rate of29lo per month (247o annually) for unpaid

balances ove-r thirty days old. I hereby authorize said assignee to release all information necessary to secue the payment ofsaid benefits.

A copy ofthis assignment shall be considered as effective and valid as the original. I do hereby consent to such treatment by the authorized

personnel ofPursuit Physical Therapy as may be dictated by prudent medical practice by my illness, injury, or condition. This consent is

intended as a waiver ofliability for such treatment except acts ofnegligence.

t
lbrfinanc paid

forit)"

fi ln csuranc on behathln evente ethulPurs Ph icalto lch h entltam to ey myleda lcamed b fitene S Therapl'here ASSI ysgnby
ent countac CSbecomSA lnsuranced n erhethrvh orer notb c a mvatth an1 a byreunderstand chargessponsl1

aAS lereasonab COSTSamount ASs b heofItISd lntherefore Iau pnnc pa tngdede an ent, responpa,Ym acceptnquent
aland court ancosts dSatt5eruotl elc fees fees,S not m ted co ectibt t'h lncS butludesth cohe ot1ecti fo rh S de omevCIaSso ated

DateAuthorized Signature

T elephone (of po I icyho I der)



,?a ,t=rcia*rrT l:--7:

I,,understandthattheservicesandorsupp1ieslistedbelowmay
not be considered eligible for benefits; they may be determined to be not medically necessary, non-covered or
investigational by my health insurance company. I understand that my health insurance coverage has certain
restrictions and limitations, such as authorization requirements, and non-covered services and./or supplies.

Since I have chosen to obtain the services and/or supplies listed below, I agree to be financially
responsible for any and all related charges, if not covered by my insurance.

Physical Theropy evaluation, Therapeutic Activities, Manual Therapy

Services/Supplies Requested

Conditioni Diagnosis

$$o.o$ Z?O
Approximate Cost per visit

Paticnt Signaturc:

PURSUIT PT 7970 170'hAveNE Redmond, WA 98052

Appointments: 206 856 9305 FAX 425 881 1022

SOmatic PhVSiOtherapV ruear o,Neat p.T.

Non-Covered Services Member Consent Form

Date:


