
A Physical 
XISrherapyln

Treatment that revolves around the client 
[ Address: 21009 76th Ave West, Edmonds, WA 

l Phone: (425) 672-291 O Fax: (425) 778-1872
Phone: (425) 245-8548 Fax: (425) 245-8547 

Patient Information 

First Name: _________ M. I. ___ Last Name: ___________ _ 
Sex: □Male □Female Birth Date: Social Security: ________ _ 
Marital Status:_______ Spouse/Partner Name: ______________ _ 
Parent/Guardian Name (if applicable): _____________________ _ 
Street Address: ______________________ Unit: _____ _ 
City: _______________ State: _____ Zip: _____ _ 
EmploymentStatus: □Fulllime □Partlime □Retired □NotEmployed Other: ______ _ 
Employer:_________________ Occupation: _________ _ 

Please 11st YOUR contact phone numbers in the order In which you wish to be contacted. Checking 
volcemail and/or text after each number authorizes Axis Physical Therapy to leave confidential 
volcemaHs or 5'PPQintment reminder texts with you, and volcemalls with your emergency contacts. 

PHONE NUMBER TYPE OF PHONE VOICEMAIL QR TEXTI

□Home □Cell □Work □Voicemall □Text
□Home □Cell □Work □Voicemall □Text

□Home □Cell □work □Voicemail □Text

Axis Physical Therapy may� leave a voice message with: 
Name: _________________ Relationship to patient: ________ _ 
Phone Number: __________________ _ 

In the case of an emergency Axis Physical Therapy may contact: 
Name: _________________ Relationship to patient: ________ _ 
Phone Number: __________________ _ 

Please provide an e-mail address to receive any Physiotec exercises: 
______________________ @ ___________ _ 

By signing below you acknowlege your permission for Axis Physical Therapy staff to contact the persons at the 
phone numbers as you have listed them above. 

Patient/Guardian Signature: ____________ _ Date: _______ _ 
Printed name if signed on behalf of the patient: _______________ _ 
Relatlonshipof guardian to patient:------------------------· 1
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