
La Posada Out Patient Therapies                              Therapist:______________________  
700 S. La Posada Circle                   EvaluationDate:_________________ 
Green Valley, AZ 85614                               Time:__________________________ 
(520)648-2200                               
                    

*Please bring the following items with you: Prescription for therapy and your primary and secondary medical insurance 
 Cards.  
 *If your medical insurance requires a co-payment, it must be paid upon check-in for each appointment. We accept Cash,     
Checks, and Visa or MasterCard 
                                              

(PLEASE PRINT) 
Patient Name: _______________________________________ Patient Social #:  _______________________________ 
 
Gender: [_] Male [_] Female Birth Date: _______________________Age: _______Marital Status:___________________ 
 
Mailing Address / City, State, Zip:______________________________________________________________________ 
 
Alternate Address/ City, State, Zip:_____________________________________________________________________ 
 
Home Phone: (_____)________________ Other: (_____)____________ Email:_________________________________ 
 
Parent/Guardian: _________________________________    Relationship to Patient:____________________________        
 
Primary Physician: ________________________________    Referring Physician:_______________________________ 
 
Employment Status:_______________________________     Student: ________________________________________ 
 
Emergency Contact: ______________________________     Relationship/Phone: _______________________________ 
 

Insurance Information: Please provide insurance card(s)  
Primary Insurance                                                                              Secondary Insurance 

 
Insurance Name: ________________________________      Insurance Name: _________________________________ 
 
Policy ID#: _____________________________________      Policy ID#: ______________________________________ 
 
Policy Holder Name:______________________________      Policy Holder Name:_______________________________ 
 
Policy Holder Social #: ____________________________      Policy Holder Social #: _____________________________ 
 
Policy Holder Birth Date: ___________________________     Policy Holder Birth Date: ___________________________ 
 
Relationship to Patient: ____________________________     Relationship to Patient: ____________________________ 
 
Policy Holders Employer: ___________________________    Policy Holders Employer: __________________________ 
 
Workers Compensation 
Accident Type: (   )Auto  (   )Other  (   )Employment                Claim#_________________________________________ 
Date of Injury:____________Adjustor Name:_____________________________ Phone number(____)_____________ 

 
AUTHORIZATION TO RELEASE PATIENT INFORMATION: I hereby authorize La Posada Out Patient Therapies to 
release any personal health information (PHI) required in the course of my examination or treatment to the above stated 
insurance company, or their affiliates. 
 
Signed (Patient or guardian)_____________________________________________________ Date_______________ 
 
AUTHORIZATION TO PAY: I hereby authorize insurance payment directly to La Posada Out Patient Therapies, 
for medical services rendered. I understand that I am financially responsible for the charges not covered by my insurance(s). In the 
event of default, I promise to pay collection costs and reasonable fees as may be required to obtain collection of this account. 
 

Signed (Patient or guardian)_____________________________________________________ Date_______________ 








