
COASTherapy 
Patient Information Form
Patient Information

Last Name First Name MI

City Zip 

Work Phone

Address 

 Address2

Home Phone (      )  - (  )  -

EmailDate of Birth 

SSN

Gender 

State 

Cell Phone (      )         -            

Emergency Contact

Last Name

First Name

Relationship

Phone (  )  -

Employer

Name

Address

Phone (  )  -

Address2 City State Zip

Problem

Last Physician Visit  /     /Problem Description Date of Injury  

Referred By 

Latest Referral Information Motor Vehicle Accident 

That occurred in:

Name

Relationship

Date of Birth

Primary Insurance

Insurance 

CoPay 

ID

Group #

Deductible

Max Benefit 

CoInsurance 

Subscriber

Name

Relationship

Date of Birth

Secondary Insurance

Insurance

CoPay

ID

Group #

Deductible

Max Benefit

CoInsurance

Subscriber

Name

Relationship

Date of Birth

Tertiary Insurance

Insurance

CoPay

ID

Group #

Deductible

Max Benefit

CoInsurance

Subscriber

I, the undersigned, do hereby agree and give my consent for Empower Physical Therapy to furnish medical care and treatment to the patient 
named above considered necessary and proper in diagnosing or treating his/her physical condition

I hereby acknowledge that I have received a copy of the Notice of Privacy Practices.

I authorize release of information requested by my insurance plan for payment. 

(You have the right to refuse to sign this acknowledgement if you so choose.)

Signature: Date:



Financial Policy/Agreement 

Please call your insurance carrier so that you can better understand your benefits. Although our office does verify coverage, online 
services only provide limited information. While we try to obtain accurate insurance benefits, we are occasionally given incorrect 
information. If this occurs, you are responsible for any difference between what was quoted by your insurance company and 
what was actually paid.  If your insurance company requires you to have a referral or authorization for physical therapy, please verify 
with our front office that a current referral or authorization is on file. Many plans require authorization numbers for physical therapy 
visits. Our office will put forth as much effort as possible to help obtain these documents, however, the patient is ultimately 
responsible for any resulting costs that may be associated with your visits.  It is your responsibility to know which insurance is 
your primary carrier and which is your secondary. We rely on the information that you provide. Your signature below further verifies that 
you have not joined an HMO or other entity in which your Medicare/all other insurance benefits have been relinquished. 

THE PATIENT IS ACCOUNTABLE FOR UNDERSTANDING THEIR INSURANCE BENEFITS, VERIFYING NECESSARY 
REFERRALS/AUTHORIZATIONS ARE ON FILE AND PAYING SUBSEQUENT OUT OF POCKET EXPENSES. COPAYS AND CO-
INSURANCE PAYMENTS ARE DUE AT TIME OF SERVICE. 

We have been informed that you have the following estimated responsibility: 

Primary Insurance Carrier: ___________________________ Copay (if applicable): ___________ 

Prior Authorization Required ______ Authorization #: _____________________________________ 
Number of visits approved __________ Start Date ______________ End Date _____________ 

Annual Deductible Amount Remaining Avg Cost/Visit Coinsurance % Payment per visit after deductible is 
met 

Secondary Insurance Carrier: ___________________________ Copay (if applicable): ___________ 

Annual Deductible Amount Remaining Avg Cost/Visit Coinsurance % Payment per visit after deductible is 
met 

THE AMOUNT ABOVE IS BASED OFF AVERAGE MARKET COSTS PARTICULAR TO YOUR INSURANCE PLAN, THIS IS NOT AN 
EXACT AMOUNT. IF YOU HAVE A DEDUCTIBLE AND/OR A CO-INSURANCE PLAN, YOUR FINAL STATEMENT MAY REFLECT A 
BALANCE DUE OR A CREDIT AT THE END OF ALL SERVICES AFTER CLAIMS HAVE PROCESSED. 

In the event of non-payment, your account will be turned over to collections. At this time, Thunderbird Collection Specialists (TCS), our 
collections company, will charge an additional 35% fee to the balance owed on your account. There is also a $25.00 charge for 
bounced checks.    

By signing below, I agree to pay the amount written above at the time of service and I understand that I am responsible for any balance 
due after my treatment plan.  

Patient Name: __________________________________________ Date: ____________________ 

Patient Signature: _______________________________________ 

Benefits Explained by (Empower PT Employee Signature): ______________________________________ 



HUNTINGTON BEACH 
9036 Adams Ave ● Phone: 714-963-7712 ● Fax: 714-965-0682

Anaheim Hills 
6200 E. Canyon Rim Road, Suite 113 ● Phone: 714-974-0330 ● Fax: 714-974-1434

Orange
1111 W. Town and Country● Phone: 714-997-5518 ● Fax: 949-313-1749

Website: 
www.coastherapy.com 

Dear Patient, 

We would like to take a moment to welcome you to our family.  We strive for a healthy, active lifestyle for each 

and every one of our patients; we look forward to working with you.  Before we start, we want to find the easiest and 

most convenient way to keep you informed about your appointments 

Phone Number: _______________________________________Cell Carrier: __________________________________

E-Mail Address: ___________________________________________________________________________________

E-Mail Reminders

Text Message Reminders



 

 

 

CONSENT TO TREATMENT  

 

 

I ,  _______________________________________________________, do hereby consent, 

authorize and request COASTHERAPY to administer such treatment deemed advisable, 

necessary or requested. 

 

I agree to hold COASTHERAPY, and any of its employees or agents, free and harmless from any 

complaints, suits for damages or complications which may result from such treatment. 

 

 

Patient Signed: _______________________________________________Date: _____________ 

Parent/Guardian Signed: ______________________________________ Date: _____________ 

Witness Signed: _____________________________________________ Date: ______________ 

 

 

 

HUNTINGTON BEACH 
9036 Adams Ave ● Phone: 714-963-7712 ● Fax: 714-965-0682 

Anaheim Hills 
6200 E. Canyon Rim Road, Suite 113 ● Phone: 714-974-0330 ● Fax: 714-974-1434 

Orange 
1111 W. Town and Country● Phone: 714-997-5518 ● Fax: 949-313-1749 

Website: 
www.coastherapy.com 
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