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**As a courtesy, we will check your insurance benefits.  You will be able to obtain a copy of the quote we 
received from your insurance company upon request. This is NOT a guarantee of eligibility or payment, actual 
payment is based on the terms and conditions of the plan. All claims are subject to review upon submission.**�
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Patient Questionnaire 
Patient Information Record 

1. Name: Height: Weight: 
2. Date of onset of symptoms:
3. What caused the symptoms?
4. What is your biggest complaint?
5. What activities could you perform before, that you cannot now due to your condition?

�� Do you have any symptoms of tingling, burning or numbness? Ƒ�\HV�Ƒ�QR  Where?
�� Any changes in Bowel or Bladder function? Ƒ�\Hs Ƒ�QR
�� Which activities make your symptoms worse?
�� What makes your symptoms better?
����Do your symptoms change throughout the day? Ƒ�\HV�Ƒ�QR
����Have you had similar episodes before? Ƒ�\HV�Ƒ�QR
����Are these episodes increasing in frequency, severity and or character? Ƒ�\HV�Ƒ�QR
����What is the usual cause for recurrent problems?
14.�Have you had surgery for this condition? Ƒ�\HV�Ƒ�QR If yes, Date of Procedure: 
��� Have you been treated or is any other health care practitioner currently treating these symptoms? Ƒ�\HV�Ƒ�QR
��� If yes, please provide their name (s) and telephone number(s): 

��� Have you had any recent diagnostic tests performed regarding your present condition (x-rays, MRI, etc.)?�Ƒ�\HV�Ƒ�QR
��� If yes, what were the tests and when were they performed? 

19. Alcohol consumption: Average drinks per Day: Week: 

Medical History 

1. What medications are you currently taking, if any?

2. What allergies do you have, if any?

3. Do you have a history of diabetes? Ƒ�\HV�Ƒ�QR
4. Do you have a history of heart disease? Ƒ�\HV�Ƒ�QR
5. Do you have a history of high blood pressure? Ƒ�\HV�Ƒ�QR
6. Is it under control? Ƒ�\HV�Ƒ�QR
7. Have you had previous head trauma or repeated convulsions? Ƒ�\HV�Ƒ�QR
8. Have you had surgery for head, neck or spine? Ƒ�\HV�Ƒ�QR
9. Have you had abdominal surgeries? Ƒ�\HV�Ƒ�QR
10. Have you had any previous shoulder injuries? Ƒ�\HV�Ƒ�QR
11. Have you had any previous knee injuries? Ƒ�\HV�Ƒ�QR
12. Have you had any previous ankle injuries? Ƒ�\HV�Ƒ�QR
13. Have you had any fractures? Ƒ�\HV�Ƒ�QR
14. Are you currently pregnant? Ƒ�\HV�Ƒ�QR
15. Have you been diagnosed with osteoporosis? Ƒ�\HV�Ƒ�QR
16. Have you been diagnosed with rheumatoid arthritis? Ƒ�\HV�Ƒ�QR
17. Do you have a personal history of cancer? Ƒ�\HV�Ƒ�QR
18. Do you have glaucoma? Ƒ�\HV�Ƒ�QR
19. What exercise / sports do you participate in?

20.�Do you know of any reason why you should not participate in a regular exercise program?�Ƒ�\HV�Ƒ�QR ,I�yes, why?

21.�Is there any other medical condition or diagnosis we should be aware of?�Ƒ�\HV�Ƒ�QR�,I�yes, what is it?

Signature: Date: 



Assignment of Benefits Form 
 
Patient:        Employer:        
 
Ins. Group:        SS# / ID#:        
 
I hereby authorize my Insurance Company to pay by check made out and mailed to: Westlake Physical Therapy, Inc. 

OR 
If my current policy prohibits direct payment to medical provider, I hereby authorize you to make out the check to me 
and mail it as follows: 

Patient Name:      
C/O Westlake Physical Therapy, Inc. 

1220 La Venta Dr. Ste. 102 
Westlake Village, CA 91361 

For the professional or medical expense benefits allowed by my current insurance policy as payment toward the total 
charges for the professional services rendered.  
 
THIS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. I understand that I 
am responsible for any balance of charges not covered by my insurance company which include the deductible & 
co-insurance. 
 
 -A photocopy of this Assignment shall be considered as effective and valid as the original. 
 
 -I also authorize the release of any information pertinent to my case to any insurance company, adjuster, or  
 attorney involved in this case. 
 
 -I authorize Westlake Physical Therapy, Inc. to initiate a complaint to the Insurance Commissioner for any reason  
 on my behalf. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
           
Signature of Patient or Legal Guardian (if under 18)             Date 
 
 
      
 Witness 

ATTENTION PATIENTS!!! 
            
• ALL COPAYS & CO-INS AMOUNTS MUST BE PAID PRIOR TO SEEING THE PHYSICAL THERAPIST 

 
• IF YOU HAVE A HIGH DEDUCTIBLE POLICY, PAYMENT IS DUE AT THE TIME OF SERVICE! 

 
• IF YOU ARE A NEW PATIENT AND/OR IT HAS BEEN 1 YEAR OR MORE SINCE YOUR LAST VISIT 

THE FOLLOWING WILL BE REQUESTED: 
!  NEW INFORMATION PACKET 
!  COPY OF INSURANCE CARD 
!  COPY OF PHOTO IDENTIFICATION 

 
IF THIS INFORMATION IS NOT OBTAINED WE MUST RE-SCHEDULE YOUR APPOINTMENT.  

(NO EXCEPTIONS) 
 

IT IS YOUR RESPONSIBILITY TO NOTIFY THE RECEPTIONIST IF YOUR INSURANCE 
COMPANY HAS CHANGED.  IF YOU FAIL TO NOTIFY US PRIOR TO YOUR OFFICE VISIT, 

 YOU WILL BE RESPONSIBLE FOR ALL PHYSICAL THERAPY CHARGES ASSESSED. 
PLEASE DIRECT ANY QUESTIONS REGARDING OUR INSURANCE TO THE RECEPTIONIST. 

 
THANK YOU!!! 

 



Appointment Agreement Form 
 

Our facility would like to emphasize the importance of regularly scheduling and making set 
appointments. For your health and for the success of your treatment, we ask that you adhere to your 
Physician and Therapists recommendations for treatment frequency and duration, to the best of your 
ability.   

 
Late Cancellation and No-Show Policy 
Under the guidelines of this facility a “Late Cancelled” appointment occurs when a patient gives less than 
24 hours notice for canceling or re-scheduling a set appointment.  A “No-Show” is when a patient breaks 
an appointment with no prior notice.  Due to the volume of business and our desire to provide patients 
with the best service possible, every appointment is greatly valued; therefore when appointments are 
cancelled or broken, our patients, as well as our therapists are at a loss.  We know that your time is 
valuable, and we pride ourselves with prompt and close attention to each of our valued patients. Please in 
turn be considerate of our time, and keep all scheduled appointments if physically able. 
 
All Late Cancellation or No-show will be documented in the patients chart. The patient will be made 
aware of the documentation either in a written or verbal communication from our staff.  
 
Any instances of Late Cancellations or No-Shows will be subject to a $50 fee upon each occurrence, 
depending on circumstances and Management discretion.   
 
If the behavior is continued to an extent considered inappropriate or unmanageable by the therapist or 
management, the patient will be discharged from care at this facility and referred back to their Physician. 
 
By signing and dating this form, I acknowledge that I have read and understand the aforementioned 
procedures and policies of this facility and agree to these terms. I understand that a fee may be applicable 
for canceling or breaking an appointment according to set guidelines.    (Initials) 
 
********************************************************************************************* 

 

Acknowledgement of Receipt of  
NOTICE OF PRIVACY PRACTICES 

 
I hereby acknowledge that I received a copy of this Physical Therapy office’s NOTICE OF PRIVACY 
PRACTICES. I further acknowledge that a copy of the current notice will be in the reception area of this 
Physical Therapy office. If amended, I will be provided with a copy of the amended notice will also be 
available in the reception area updating the original. 
 
********************************************************************************************* 
 
 
Signed:      Print Name:        
 
Date:      Telephone:         
 
 
If not signed by patient please indicate: 
 
  Parent/guardian of minor patient 
 
  Guardian or conservator of an incompetent patient 
 
  Beneficiary or personal representative of a deceased patient 
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