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Patient Name__________________________________________________
Date of Birth (M/D/YY)_________________________________________ 
Street Address _________________________________________________
City__________________________________________________________                                State _______________                          Zip/Postal Code________________ 
Phone: (H)______________________    (C)__________________________
(W):___________________________ 
Email________________________________________________________
Preferred Method of Contact for Appointment Reminders: 
(Please Circle One)                      Email         Text         Phone

Occupation ____________________Employer _______________________ Referral ______________________________________________________
Address _________________________________Phone ________________
Insurance Carrier(s)_____________________________________________
Phone________________________ 
In Case of emergency, please provide a reliable contact: Name___________________________________Phone________________Relationship___________________________________________________

I understand that payment is expected on the day of each treatment. I am responsible for all charges, regardless of insurance coverage. I understand that Core Elements Physical Therapy, LLC is not a Medicaid or Medicare Provider and, therefore, cannot submit payment for reimbursement. I understand that Core Elements Physical Therapy, LLC expects prompt payment of all bills for services rendered. I am responsible for prompt payment for all such bills. 


Patient/ Guardian
Please sign and date:
Signature_____________________________________________________
Date _________________________________________________________
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