
Williams Physical Therapy, Inc. 
A PROFESSIONAL CORPORATION 

 

Names: _________________________________________________________ Male      Female 

Address: ___________________________ City: _______________ State: ___________ Zip: ________ 

Cell Phone: __________________ Home Phone: __________________ Work Phone: ______________ 

Date of Birth: ________________________________   SSN: ______________________ 

Email: ______________________________  Who may we thank for referring you to our  

office? ________________________________________ 

Employer: ___________________________ Occupation: ___________________________________ 

Emergency Contact Name: ______________________________________________________________ 

Phone Number: _______________________ Relationship: __________________________________ 

Referring Physician: ___________________ Primary Care Physician: ________________________ 

Insurance Information 

Private  Worker’s Compensation  Auto  Self Pay       Medicare 

Name of Insurance Company: _________________________________ Member ID: ______________ 

Policy Holder Name: ____________________________ Date of Birth: ____________ SSN: _________ 

Relationship to patient: ____________________________________________________________ 

If this is a work-related injury, please provide: 

Employer Name: _________________________ Phone:__________________ Claim Number: ______ 

Address (City, State, Zip): _________________________________________________________ 

I hereby give lifetime authorisation for payment or insurance benefit to be made directly to 

WILLIAMS PHYSICAL THERAPY/Or its affiliates for services rendered. I understand I am 

financially responsible for all charges, not paid by my insurance company. In the event of default, I 

agree to pay all costs of collection and reasonable attorney fees. I hereby authorise this health care 

provider to release all information necessary to secure the payment of benefits. I further agree that a 

photocopy of this agreement is as valid as the original. I further authorise that signature on this 

form constitutes assignment of benefits to this health Care Provider. 

 

I consent to have this Health Care Provider/or its Affiliates to provide treatment and care 

prescribed by my physician(s). I understand this consent may be revoked by me at any time. 

 

Any patient who fails to show for his/her scheduled appointment, or cancels with less than 24 hours’ 

notice will be charged $25.00. This will be due and payable at your next visit. Thank you for your 

courtesy in this matter. 

I have read and understood the above policies. 

Signature_________________________________  Date: ____________________________ 



Williams Physical Therapy, Inc. 
A PROFESSIONAL CORPORATION 

 

NOTICE OF PATIENT INFORMATION PRACTICES 
 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AS 
WELL AS HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW THE FOLLOWING 

CAREFULLY. 
 

Williams Physical Therapy, Inc is required by law to protect the privacy of your personal health information, provide this 
information about our Information practices, and follow the information practices that are described herein: 
 
USES AND DISCLOSURES OF HEALTH INFORMATION: 
Williams Physical Therapy, Inc uses your personal health information for treatment, obtaining payment for treatment 
conducting internal administrative activities and evaluation of the quality care that we provide. For example, we may use 
health information about you to provide with medical treatment services. We may disclose health information about you to 
doctors, nurses, technicians, office staff or other personnel who are involved in taking care of you and your health. 
Different personnel in our office may share information about you and disclose information to people who do not work in 
our office in order to coordinate your care, such as phoning in prescriptions, scheduling lab work and ordering x-rays. We 
may contact you as a reminder that you have an appointment for treatment or medical care at this office. We may use and 
disclose health information about you so that the treatment and services you receive at this office may be billed to and 
payment be collected from you, an insurance company or a third party. We will disclose information about you when 
required to do so by federal state or local law. In any other situation, Williams Physical Therapy, Inc policies are to obtain 
your written authorisation before disclosing your personal health information. If you provide us with a written 
authorisation to release your information for any reason, you may later revoke that authorisation in writing to stop future 
disclosures at any time. 
 
Williams Physical Therapy, Inc may change its policy at any time. When changes are made, a new Notice of Patient 
Information Practices will be posted in the waiting, patient treatment areas and will be provided to you on your next visit. 
You may also request an updated copy at any time. 
 
PATIENT INDIVIDUAL RIGHTS: You have the right to review or obtain a copy of your personal health information at 
any time. You have the right to request that we correct any inaccurate or incomplete information in your record. You also 
have the right to request a list of instances where we have disclosed your personal health information for reasons other 
than treatment, payment or other related administrative purposes. You may also request in writing that we not use or 
disclose your personal health information for treatment, payment administrative purposes except when specifically 
authorised by you, when required by law or in emergency circumstances Williams Physical Therapy, Inc will consider all 
such requests on a case by case basis. Please note the practice is not legally required to accept them. 
 
CONCERNS AND COMPLAINTS: If you are concerned about Williams Physical Therapy, Inc. violating your privacy 
rights or if you disagree with any decisions we have made regarding access or disclosure of your personal health 
information, please contact our Practice Manger at the address listed below. You may also send a written Complaint to the 
US Department of Health and Human Services. For further information on Williams Physical Therapy, Inc, Health 
information practices or if you have a complaint, please contact the following Person: 
 

Williams Physical Therapy, Inc. 
Karmen Williams, 

970 S. Petit Ave, Suit A 
Ventura, CA 93004 

Telephone: (805) 672 – 2801 
 

I have read and fully understand Williams Physical Therapy, Inc.’s Notice of Patient Information Services. I understand 
that Williams Physical Therapy, Inc. May use or disclose my personal Health information for the purposes of carrying out 
treatment, obtaining payment, evaluating the quality of services provided and any administrative operations related to 
treatment r payment. I understand that I have the right to restrict how my personal health information issued and 
disclosed for treatment, payment and administrative operations if I notify the practice. I also understand that Williams 
Physical Therapy, Inc. Will consider requests for restriction on a case by case basis, but does not have to agree to request 
for restrictions. 
 
I hereby consent to the used and disclosure of my personal health information for purposes as noted in Williams Physical 
Therapy, Inc.’s Notice of Patient Information practices. I understand that I retain the right to revoke this consent by 
notifying the practice in writing any time. 

 
Patient Signature: ___________________________________  Date: _____________________ 
  








