
Southwind Physical Therapy Inc. 
631 E. Crawford Suite 220, Salina Kansas 

Patient Information Sheet 
 
Patient Legal Name:           

   First   Middle   Last 

Address:            

  Street   City   State   Zip 

Primary Phone: _________________________ Work Phone _______________________ 

Mobile Phone: __________________________ Email: ___________________________ 

Preferred Appointment Reminder Method:   Text ______ Phone ______  

Date of Birth:__________________________ S.S. #:      

Male/Female/Non-binary (circle)  Marital Status: Single/Married/Widowed (circle) 

 

Bill To (if different than above):         

 

Referring Physician:_____________________ Date Last Seen:     

Primary Physician:______________________ Date Last Seen:     

 

Emergency Contact _____________________________Phone ____________________ 

 

Insurance Information 

Policy holder’s name and date of birth (if different than patient):     

           

Primary Insurance:           

Group#:_____________________________ Policy #:      

Secondary Insurance (if applicable):         

Group#:_____________________________ Policy#:      

Medicare Beneficiaries: If you would like information about the Medicare Part B Therapy caps 

for 2026, please inquire with Southwind staff.                                                                             

Have you received physical therapy earlier in 2026?   Yes      No    

Are you currently receiving or recently received home health care?   Yes      No 

Initial:   

 

Please complete the back side of page. 

 



 

 

Patient Information Sheet Page 2 

 

I am giving consent for treatment by Southwind Physical Therapy Inc.  Initial:   

 

I am authorizing Southwind Physical Therapy Inc. to release personal health information for the 

purposes of treatment, payment, and internal operations.     Initial:   

 

Please list any individuals or parties for which you authorize the release of your personal health 

information:           Initial:   

 

I have read/given opportunity to read the Southwind Physical Therapy Inc. “Notice of Privacy 

Practices”.            Initial:   

 

I have reviewed Southwind Physical Therapy Inc. “Cancellation Policy”.            Initial:   

 

Financial Responsibility: I hereby authorize payment of insurance benefits to Southwind 

Physical Therapy Inc. for services provided. This includes primary, secondary, governmental, 

and Medigap insurances. After insurance payment is received, any unpaid balance will be billed 

to patient or responsible party. Payment is expected within 30 days after billed unless other 

arrangements are made. I acknowledge I am ultimately responsible for financial accounts 

regardless of insurance coverage. Co-pays are due on date of service.  

 

Courtesy Insurance Estimated: Co-Pay: Deductible:  Co-Insurance (%):   

Would you like to discuss a payment plan? Please circle Yes/No. 

Southwind Staff Initial:  

Signature:___________________________________ Date:_____________________________ 

 

As per Kansas Statute 65-2921, please be advised…Physical Therapists make diagnoses for 

rehabilitation. Medical diagnoses are made only by Physicians of Healing Arts. Initial   

 

How Were You Made Aware of Southwind Physical Therapy Inc.:      

 

Signature:___________________________________ Date:_____________________________ 
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