
VICTORIA PHYSICAL THERAPY, P.C. 
 
             
1501 E. Mockingbird Lane           Phone: (361) 578-3513 
Suite 406            Fax: (361) 578-4623 
Victoria, TX 77904           
 

Referring Doctor: ______________________________                Account #: ____________________________ 

*****Are you currently receiving Home Health?  Yes         No                                       IF YES, STOP HERE!!!***** 

Have you had previous therapy for your injury?  Yes         No                                      Date of Therapy: _____________ 

Is the reason for today’s visit work related?  Yes         No                                            Date of Accident: _____________ 

Is the reason for today’s visit due to an automobile accident?  Yes         No 

Attorney Name: ______________________________________                   Attorney Phone #: _____________________ 

Name: _____________________________________________              SSN: ____________________________ 

DOB: __________________                               Age: ___________                                         DL #: ___________________________ 

Mailing Address: _______________________________________        City/State: ________________________             Zip: ____________ 

Home Phone #: ___________________________  Cell/Alternate Phone #: __________________________ 

Email Address: _______________________________________________ 

Employer: _____________________________________                     Occupation: ______________________________ 

Work Address: ________________________________________       City/State: ________________________        Zip: _____________ 

Work Phone #: ____________________________  

Spouse Name: _____________________________________                              DOB: _________________ 

Employer: _____________________________________                      Occupation: ______________________________ 

Work Address: _______________________________________         City/State: ________________________       Zip: _____________ 

Work Phone #: ____________________________ 

In case of an emergency, please notify: _________________________________________ 

Phone #: ______________________________                    Relationship to patient: ______________________________ 

If patient is under 18, please list name of parent or guardian: ____________________________________________ 

Primary Insurance: ________________________________________ 

Name of Person Insured: ___________________________________________        DOB: _______________ 

Policy #: __________________________________                              Group #: ________________________________ 

Relationship to Patient:    Self       Spouse  Dependent (Child) 

Secondary Insurance: ______________________________________ 

Name of Person Insured: ___________________________________________        DOB: _______________ 

Policy #: __________________________________                             Group #: ________________________________ 

Relationship to Patient:    Self       Spouse  Dependent (Child) 

AUTHORIZATION FOR CARE, ASSIGNMENT OF BENEFITS AND RELEASE OF INFORMATION 
I give my consent to receive physical/occupational therapy treatment to be performed by the staff of Victoria Physical Therapy, P.C. I assign all payments to be 

paid directly to Victoria Physical Therapy, P.C. for all services described on the attached claim or statement. I further hereby authorize the release of any 

information relating to all claims for benefits submitted on behalf of myself and/or dependents. I further agree and acknowledge that my signature on this 

document authorizes my therapist to submit claims for benefits, for services rendered or for services to be rendered, without obtaining my signature on each and 

every claim to be submitted for myself and/or dependents, and that I will be bound by this signature as though the undersigned had personally signed the 

particular claim. 

I acknowledge and understand that I am responsible for all the charges for all the services rendered to me or any member of my family. 

Signature: ________________________________________________________                           Date: ________________________ 




























