REG'STRAT'ON FORM (Please use Block Capitals)

Information collected during the course of your treatment at Physio for
All will remain strictly confidential under the Data Protection Act 1998
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Post COAE: ..o, Date of birth: ........ VA Lo, PHYSIO

Home Tel: oo, WOrkK Tel: ueeeeeiieee s

Mobile: s e 010 = 1

How did you hear about our clinic?

[1Doctor/Consultant/Other therapist (Name): ..........ccoceveieiiiiiiiicnnnnn. (] Live locally [1 Patient/WOM
[CJFitness instructor (Name): ..........coovviiiiiiiiinnnes [(JAdvert (please specify): ....ccovvviiieeieiieeennnn.

Olnsurance company (Name): .....vueeiiieeiieee e Olnternet search: ........ocoooveeiieenn.
(@1 =T ] 0o 1 ) SR

Name and address OF INHS GIP: ... e e e s s s re s

Have you been medically referred for your present complaint? ] Yes [J No
If ‘yes’ was it:[J by a doctor [ Jby a consultant Name of referrer: .........ooiiiciie
Do we have your permission to forward correspondence to your doctors: [JYes[JNo

Preferred method of communication: Telephone [1 Email []
Do you wish to receive an appointment reminder by email:Yes[] No[]
We may wish to contact you from time to time with information about the services we offer or the

latest relevant medical research. Please tick if you do not wish to receive this: [J

Payment
The cost of your treatment is payable on the day of your treatment.
If you require a receipt to claim the cost from your insurance company we are happy to provide this.

Do you have private medical insurance? [JNo []JBupa []AxaPPP []Other:...................

If you wish to claim your treatment costs or part of it from your health insurance company, we would advise you to ensure in
advance that your treatment is covered, as you may need to be referred by a doctor or consultant before receiving
treatment.

Cancellation Policy
If you miss, cancel or reschedule an appointment with less than 24 hours notice you will be asked to pay the full cost of the

treatment fee. This is to avoid denying appointments to patients who may be on the waiting list and to enable us to optimize
use of our therapists clinical time.

Declaration

| the undersigned, acknowledge and agree to full and final responsibility for the settlement of my accounts not
withstanding any agreement to settle my accounts by a third party. | also understand that | will be charged a 100%
cancellation fee if | fail to give 24 hours notice or fail to attend an appointment.

SIgNAtUIE: .o Date.....covveiii e,
First Name and Surname of Parent/Guardian for @ mMinOr: ......evie i e eaeans

First Name, Surname and address of Payer if different from above: ..........ccccoooiiiiiiiii s



