
Major Insurance Plans Accepted 

Patient Name: ________________________________________________ Date: _______________________ 

Phone: _______________________  DOB: _____________ ICD Code(s): ____________________________ 

Diagnosis: ________________________________________________________________________________ 

Special Instructions: ________________________________________________________________________ 

__________________________________________________________________________________________ 

                        Evaluate & treat at physical therapist’s discretion 

 

Physician Signature: __________________________ Physician Name (Print): _________________________ 

Certification:  I certify that this treatment is medically necessary and required for the above named patient. 

1200 41st Ave. Suite H. Capitola, CA 95010 
 P: 831-346-6886 | F: 831:346-6884  

e:SantaCruz@FYZICAL.COM 
www.FYZICAL.com/Santa-Cruz  


