
Orthopedic Phys ical  Therapy and Wel lness ,  I nc.  
20  Sycamo re  S t . ,  San  F r anc i sco ,  Ca  94 110         Ph .  ( 41 5 )  48 0 - 8011  

333  Va l enc i a  S t . ,  San  F r anc i sco ,  Ca  94 103         F x .  ( 4 15 )  2 55 -82 11  

                 www .OPTWINC.com     OP TWINC@gma i l .com 

 

AUTHORIZATION FOR THE RELEASE OF INFORMATION, ASSIGNMENT OF BENEFITS,  

FINANCIAL RESPONSIBILITY AND NOTICE OF LIEN 
PATIENT INFORMATION 

Therapist: 

John Soriano, PT 

Discipline: 

Physical Therapy 

Admission Date: 

             /                  /  

Patient’s Last Name, First Name 

 

Phone Number (Home or Mobile): 

 

Email Address: 

 
Social Security Number:  

 

Phone Number (Work): 

 

Preferred method of contact. Check all  

that apply.  (Call         Text         Email        ) 

Date Of Birth:  

 

Age: 

 

Marital Status: 

 

How did you hear about OPTWINC? 

 
Address:                                                                             City:                            State:           Zip Code: 

 

Are you right or left handed?  Right 

What is your ethnicity?  

Legal Guardian: (if applicable)   &  Relationship to Patient:             Phone Number:  

 

Do you have a membership to a gym? 

If so, which gym?                                     

Emergency Contact:                    Relationship to Patient                    Phone Number (Home or Mobile)                           Phone Number (Work) 

 

Referring Physician’s Name: 

 

Physician’s NPI: 

 

Physician’s Email Address: 

Physician’s Address: 

 

Physician’s Phone Number: 

 

Physician’s Fax Number: 

(            )                  -- 

For office use only 

Diagnosis:  ICD Code: Date Of Onset: 

 

Diagnosis:  

 

ICD Code: Date Of Onset: 

 

INSURANCE INFORMATION 
Primary Insurance:                                             Name of Insured: 

  

ID Number: 

 
Insurance Plan:                                                   Program Name:  Group Number: 

 

Billing Address:                                                   State:               Zip Code: Phone Number                           Fax Number: 

(            )              --                        (            )                -- 

Secondary  Insurance:                                       Name of Insured: 

 

ID Number: 

 

Insurance Plan:                                                   Program Name:  Group Number: 

 

Billing Address:                                                   State:               Zip Code: Phone Number                           Fax Number: 

(            )              --                        (            )                -- 

I authorize the treatment for Physical, Occupational, and Speech Therapy services. I authorize the release of information for 

claim purposes and understand that payment for these services will be directed to the company providing rehabilitation 

services. I understand that in the event I do not have supplemental insurance or my supplemental insurance company denies 

payment, I will be responsible for the 20% of medical charges. I understand that I am fully responsible to directly and fully 

compensate or have my attorney directly compensate such sums from my settlement, judgment, verdict or claim to Orthopedic 

Physical Therapy & Wellness Inc. for physical therapy services rendered as a result of the injuries for which I have been treated 

and any other physical therapy office bills. 

Patient Signature:  Date:                  /                /      2014 

Guardian Signature: Date:                 /                  /    2014 

 



Orthopedic Phys ical  Therapy and Wel lness ,  I nc.                       
2 0  Sycamo re  S t . ,  San  F r anc i sco ,  Ca  94 110         Ph .  ( 41 5 )  48 0 - 8011                 

3 33  Va l enc i a  S t . ,  San  F r anc i sco ,  Ca  94 103         F x .  ( 4 15 )  2 55 -82 11  

                                                                    www .OPTWINC.com     OP TWINC@gma i l .com 

 

Medical Questionnaire  
 

PATIENT’S NAME   LAST, FIRST, MI 

 

ADDRESS     STREET                     APT #                                CITY                          STATE                    ZIP CODE 

 

RESPONSIBLE PARTY  SELF, IF OVER 18                                                                   RELATIONSHIP 

Self 
 

Who is to be billed? Private Insurance  Medicare Workers-Comp  Out of Pocket/Cash 

Health Savings Acct    Lien  Other: ______________________________   
 

Area(s) of Injury  Date Injury Began 

1.  1.  

2.  2.  

3.  3.  
 

Allergies: 

Medications:  

Food, mold, pollen,  etc.:  

 

Other Health Conditions: Diabetes  HIV  Neuropathy  High Blood Pressure 

      Arthritis   Other: _____________________________________________ 
 

Current Medications:  

 (If more space is needed, list medications on back) 
 

Vitals: Blood Pressure:  /      Heart Rate:  
 

Who referred you? How did you hear about us?  
 

What medical professionals have you seen in the past two years? 

Physician  Medical Condition(s)  Approx Date of Visit 

1.      /  /  

      /  /  

2.      /  /  

      /  /  

3.      /  /  

      /  /  

4.      /  /  

      /  /  

 

By signing below I agree to the following: 

 

• The information I have provided on this form is complete and accurate to the best of my knowledge.  

• I authorize payment directly to Orthopedic Physical Therapy and Wellness Inc. for physical therapy services 

rendered. I understand that I am financially responsible for charges not covered by third party 

payers/MEDICARE and Private Insurances. 

 

Patient Signature:  Date:  

 






