
 

         TODAY’S DATE_____________________ 

New Patient Information Form 

Welcome to Balanced Body Physical Therapy and Sports Medicine! We look forward to helping you to heal!  Please fill out this form completely. 

First Name_______________________________________________ M.I. ______ Last Name__________________________________________________________ 

DOB _____________ Age __________ Email Address (Required) ______________________________________SSN#_________________________________ 

Address _______________________________________________________________________ City __________________ State__________ Zip_________________ 

Cell Phone ______________________________________ Home Phone ______________________________ Work Phone _______________________________ 

Employer_____________________________________________________________________ Occupation ________________________________________________ 

Spouse___________________________________________Employer______________________________________________________Phone___________________ 

Emergency Contact ___________________________________________________________________________________ Phone_____________________________ 

Preferred method of communication for appointment reminders or contact?  Text  Email  Voice  (please circle) 

*I hereby consent to being contacted by telephone at any phone number (including but not limited to wireless/cellular phone numbers) provided to BBPT by me or 
anyone associated with me or acting on my behalf. I understand and agree that such calls may be initiated by BBPT or any of its affiliates, agents, contractors or 
assigns, including but not limited to billing companies and/or third-party collection agency(ies), and that the methods of contact may include using pre-
recorded/artificial voice messages and/or the use of an automated dialing device and/or the use of text messages—some or all of which may result in data charges. 
I also consent to receiving e-mails under the same terms at any e-mail address provided by me or anyone associated with me or acting on my behalf. In granting 
each and all the foregoing permissions, I understand that I am responsible for ensuring my own level of privacy. Please Initial ____________ 

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Insurance Information 

As a courtesy to you, Balanced Body Physical Therapy will bill your health plan(s); however, please understand that it is your responsibility to verify your coverage 
of physical therapy services. Please inform the office of any changes in your insurance. 

Primary Insurance _______________________________________________________ Phone (back of card)) ____________________________ 

Member ID # ___________________________________________________________ Group # _______________________________________ 

Policyholder Name _____________________________________________________   Relationship ____________________________________ 

Secondary Insurance ____________________________________________________ Phone (back of card)) _____________________________ 

Member ID # __________________________________________________________ Group # ________________________________________ 

Policyholder Name _____________________________________________________ Relationship _____________________________________ 

Responsible Party DOB ____________ Employer ___________________________________________ Cell Phone _________________________ 

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________         ___________________________________________________________________ 

Consent to Treat and Assignment of Benefits- (Please read this carefully) I hereby consent to be treated by and/or supervised by a licensed physical 

therapist. I accept responsibility for payment of charges incurred from services provided.  I understand that I will be responsible for the bill for services provided if my 

insurance does not pay. If I default on my account, I will be referred to a third-party debt collection agency. I will be responsible for the unpaid balance and collection 

fee of up to 40% of the principal amount as allowed by Utah Code Annotated, sec. 12.1.11. I understand that if my Worker’s Compensation or auto insurance benefits 

have been exhausted OR refuses to pay, I authorize BBPT to bill my health insurance and do assign all benefits for services provided to be paid to BBPT. I also 

understand that a $45 late cancellation fee will be required for appointments cancelled less than 24 business hours. 

______________________________________________     _________________________________________    ________________ 

Signature of Responsible Party                   Parent or Guardian if Patient is under 18       Date 


