
_______/_______/_______

Welcome

DETAILS:

Elevate Physical Therapy?

PREFERRED COMMUNICATION:     Call     Text

Tim Hughes
Sticky Note
@tiffany@elevateptutah.com Please view this document. You can also add comments.



Print Name

________/_________/_________
Date

I, undersigned, do hereby assign all medical benefits to include major medical benefits to which I am entitled, including Medicare, 
Medicaid, private insurance, and third party payers to Elevate Physical Therapy.  A photocopy of the assignment is to be 
considered as valid as the original.  I, the undersigned, do hereby authorize said assignee to release all information necessary, 
including Medical Records, to secure payment. 

_________
Patient or Parent/Guardian Initials

Patient or Parent/Guardian Signature

FINANCIAL POLICY STATEMENT
We bill your insurance carrier as a courtesy to you.  We require that your estimated patient responsibility be paid weekly unless other 
arrangements are authorized.  If your insurance carrier does not remit payment within 60 days, the balance may be due in full from you. 
In the event that your insurance company requests a refund of payments made, you will be responsible for the amount of money 
refunded to your insurance company.  

If any payment is made directly to you for services billed by us, you recognize an obligation to promptly remit same to Elevate 
Physical Therapy.

The above does not apply for those patients that are treated under Worker's Compensation.  However, be advised that if you claim 
Worker's Compensation benefits and are subsequently are denied such benefits, you may be held responsible for the total amount of the 
charges for services rendered to you.

I understand and agree that my account if paid within 90 days of my discharge will be interest fee, after 90 days my account will be 
subject to a 12% interest (APR).  If I fail to make any payments for which I am responsible in a timely manner, I will be responsible for all 
costs of collecting monies owed, including court costs, collection agency fees, and attorney fees.

I UNDERSTAND THE INFORMATION ABOVE AND  MY  RESPONSIBILITY  FOR THE PAYMENT OF MY ACCOUNT.

_________
Patient or Parent/Guardian Initials

NOTE: Estimated coverage information is provided as a courtesy to our patient, but it is not intended to release them from total 
responsibility for their account balance.

CONSENT FOR CARE AND TREATMENT

I, undersigned, do hereby agree and give my consent for Elevate Physical Therapy to furnish medical care and 
treatment to myself/ (__________________________ name if minor) as considered necessary and proper in diagnosing or 
treating his/her physical and condition. I understand that this may include Dry Needling which I have the right to 
refuse at any time. 

_________
Patient or Parent/Guardian Initials
BENEFIT ASSIGNMENT/RELEASE OF INFORMATION

* By signing electronically, you consent to the terms of this agreement
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* By signing electronically, you consent to the terms of this agreement



Name: __________________________________________        Family Physician: _______________________________________

Date of 1st MD visit for this injury: ___________________        Referring Physician: _____________________________________ 

Have you had surgery for this injury?     YES    NO    Type of Surgery: ________________Date: ______/______/______

PATIENT MEDICAL HISTORY

Please check and date any of the following Medical services for this Injury/Episode:
□ Orthopedist □ Neurologist □ X-Rays__________________ □  MRI _______________________
□ General Practitioner  □  Physical Therapist □ CT Scan _________________ □  Emergency Room Care ________
□ Podiatrist □ Occupational  Therapist □ EMG / NCV______________ □  Myelogram _________________
□ Chiropractor □ Massage Therapy________ □  Other __________________________________________________

Start Date (Month/Year)

DATES ARE ONLY REQUIRED IN THE EVENT THIS INVOLVES WORKER'S COMPENSATION, A MOTOR VEHICLE
ACCIDENT, OR ANY OTHER ACCIDENT WHERE A THIRD PARTY AND/OR ATTORNEY IS INVOLVED. 

Start Date (Month/Year) Start Date (Month/Year)

Do you now have or have you ever had any of the following:

□ Asthma, Bronchitis, or Emphysema
□ Shortness of Breath
□ Chest Pain / Angina
□ Coronary Heart Disease
□ Pacemaker
□ High Blood Pressure
□ Heart Attack or Heart Surgery
□ CVA (Stroke) / TIA (Mini Stroke)
□ Blood Clot / Emboli
□ Epilepsy / Seizures
□ Thyroid Dysfunction / Goiter
□ Anemia
□ Infectious Diseases
□ Diabetes
□ Cancer / Chemotherapy / Radiation
□ Arthritis / Swollen Joints

□ Osteoporosis
□ Gout
□ Sleep Disorders
□ Emotional / Psychological Problem
□ Bowel and/or Bladder Dysfunction
□ Severe or Frequent Headaches
□ Vision or Hearing Difficulties
□ Dizziness or Fainting
□ Numbness or  Tingling
□ Weakness
□ Unexplained Weight or Energy Loss
□ Hernia
□ Varicose Veins
□ Allergies
□ Any Pins or Metal Implants
□ Joint replacement

□ Neck Injury
□ Neck Surgery
□ Shoulder Injury
□ Shoulder Surgery
□ Elbow / Hand Injury
□ Elbow / Hand Surgery
□ Back Injury
□ Back Surgery
□ Knee Injury
□ Knee Surgery
□ Leg/Ankle/Foot Injury
□ Leg/Ankle/Foot Surgery
□ Are you Pregnant?
□ Do you Smoke?

Please list all prescription and 
non-prescription medication you are 

currently taking:

Please 
indicate 
with an

 “X” mark, 
where you 
specifically 
feel pain:

Please provide us with any other information that would assist us in your care: ____________________________________________ 
___________________________________________________________________________________________________________

What are your expectations while in this program? __________________________________________________________________

Patient/Legal Representative Signature: _____________________________________________       Date: ______/______/______

*By signing electronically, you consent to the terms of this agreement
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











 


 
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
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


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
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




         

_______/_______/_______

* By signing electronically, you consent to the terms of this agreement







‭Social Media Consent/Release Form‬

‭For Social Media Posts (Facebook/Instagram)‬

‭I authorize Elevate Physical Therapy to use my photo and/or information related to my‬
‭experience with Elevate Physical Therapy. I understand this information may be used in‬
‭publications, social media posts, promotional literature, advertising, and or other similar‬
‭ways.‬

‭Elevate Physical Therapy will disclose to me the specifics information and/or photo to be‬
‭used prior to release in the social media.‬

‭My consent is freely given to Elevate Physical Therapy without expecting payment. I release‬
‭Elevate Physical Therapy and their respective employees, officers and agents from any and‬
‭all liability which may arise from the use of said information.‬

‭I prefer that:‬

‭▢ I am “Tagged” in any social media post

‭▢ I am NOT “Tagged” in any social media post

‭▢ My complete name be used

‭▢ My first name only be used

‭▢ No name be used

‭▢ ‭I would not like to participate in any social media post

‭I understand that I can revoke this release any time in writing and that the use of any of my‬
‭photos or other information authorized by their release will immediately cease.‬

‭Please Print:‬

‭Name: _______________________________________________________________‬

‭Signature:______________________________________ Date: ________________‬

‭The signature of a parent or legal guardian is required if the above individual is under the age of 18 or is not competent.‬

*By signing electronically, you consent to the terms of this agreement
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