






	

	

Please	date	and	sign	below:	

	

Please	refrain	from	bringing	family	or	friends	into	the	
gym.			

This	will	allow	our	staff	to	provide	exceptional	care	to	
each	of	our	patients.	

______________________________________________	

	

DO	NOT	WEAR	ANY	COLOGNE,	PERFUME	OR	
FRAGRANCE	LOTION	TO	ANY	OF	YOUR	PHYSICAL	

THERAPY	APPOINTMENTS.	

	

	

Sign	and	Date:___________________________________				

	





 
ADVANCED BENEFICIARY NOTICE  

 
 

  
 
 
 
NOTE:  You need to make a choice about receiving these health care items.  Insurance does not pay for 

all of your health care cost.  The fact that insurance does not pay for a particular item or service does not 
mean that you do not need it.  There may be a good reason your doctor or therapist recommended it.   
 

The purpose of this form is to let you know that you may be responsible for these charges. 
If you do not understand, we will be happy to explain.   

 

 
MEDICARE BENEFICIARY:   These fees do not apply. 

 
WORKERS COMPENSATION:  These fees do not apply. 

______________________________________________________________________________________ 
 
 
 

ITEM… 
 
 *Thera-Band       $ 5.00 
 
 *Electrode pads (one- time fee)     $ 8.00 
  
      
 

 
 
 
 
 
I have read this notice and understand that if I choose to receive any of these items and my insurance 
company does not pay for them, then I am responsible for the payment of these items. 

 
 
Patient’s Signature:  _______________________________________________   Date:  _______________ 
 
 
 
 
 
 
 
 
 



		

MEDICATION	LIST	

Patient	Name:		________________________________________________________	

Please	list	all	medications	that	you	are	currently	taking,	including	dosage	and	frequency.	

Please	include	any	vitamins/supplements	that	you	may	be	taking.	

	

MEDICATION	 	 	 	 DOSAGE	 	 	 FREQUENCY	

1.__________________________________________________________________________________	

2.__________________________________________________________________________________	

3.__________________________________________________________________________________	

4.__________________________________________________________________________________	

5.___________________________________________________________________________________	

6.__________________________________________________________________________________	

7.__________________________________________________________________________________	

8.__________________________________________________________________________________	

9.__________________________________________________________________________________	

10.__________________________________________________________________________________	

11.__________________________________________________________________________________	

12.__________________________________________________________________________________	

13.__________________________________________________________________________________	

14.__________________________________________________________________________________	

15.__________________________________________________________________________________	

16.__________________________________________________________________________________	

17.__________________________________________________________________________________	

18.__________________________________________________________________________________	

19.__________________________________________________________________________________	

20.__________________________________________________________________________________	
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