Physical Therapy Student Information

Name: ____________________________________________________	DOB: ____________________
Address: _____________________________________________________________________________
Cell Phone: _______________________________ Home Phone: ________________________________
Email Address: ________________________________________________________________________
PT School:____________________________________________________________________________
ACCE Name: __________________________________________________________________________ ACCE Phone: __________________________	ACCE Email: ___________________________________

Emergency Contact Information:
Contact 1						Contact 2
Name: ___________________________________	Name: _________________________________
Relationship:______________________________	Relationship:____________________________
Phone Number(s): _________________________	Phone Number(s): ________________________
		____________________________			__________________________

If I require emergency medical care, and if I (or emergency contact person) am not able to convey permission for treatment, I hereby authorize delivery of medical care as deemed necessary by emergency medical personnel, a physician, or the medical facility providing treatment.

Primary Care Physician Name: ___________________________________________________________
			Address: __________________________________________________________
			Phone: ___________________________________________________________

Relevant Medical History, if applicable: _____________________________________________________
_____________________________________________________________________________________

Agree to medical care: ______________________________________________________ (signature)

Decline medical care: _______________________________________________________ (signature)


[bookmark: _GoBack]I understand and agree to abide by all laws and ethical guidelines pertaining to the practice of physical therapy, including but not limited to the Ohio State Practice Acts, HIPAA, and The Office of Medicare and Medicaid Services.

Signature: ________________________________________________ Date: ____________________

