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Emergency Contact Person 
Last Name:  
                                                                              

First Name: 
 

Relation to patient:  
 
 

Phone #:  
 

 
 
 

ATTENDANCE POLICY 
 

All appointments cancelled with less than a 24 hour notice, and appointments missed with no notice,  
will be subject to a $50.00 fee. I have read, understand and agree to this policy. 

 
Signature: _____________________________         Date: _______________________ 

 
 

 
NON-MEDICARE LIFETIME AUTHORIZATION, Assignment and Release: I hereby authorize payment directly to my provider for all insurance 
benefits otherwise payable to me for medical services rendered. I understand that I am financially responsible for all charges, whether or not allowed or 
paid by my insurance, and for all services rendered on behalf of my dependents. I also understand that it is my responsibility to know when my maximum 
insurance benefits have been met and I agree to pay for services at full fee thereafter. I authorize my provider to release the information required to 
secure the payment of benefits. I authorize the use of this signature on all insurance submissions. I have read, understand and agree to the above. 
 

 
___________________________ __________________________________________________________  

                                                  Date              Signature of Guarantor  
          
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PATIENT INFORMATION 
 

Last Name: 
 

 

First Name: 
 

DOB:  SSN:  Cell Phone: 

How do you prefer to receive 
appointment reminders? □ Text to cell phone                        □   Receive automated voice call on primary # 

MEDICARE 
LIFETIME AUTHORIZATION 

 
I request that payment of authorized MEDICARE benefits to be made to my attending Provider, for any services furnished 

me by the Provider. I agree to be held personally responsible for services provided to me that are not authorized by 
MEDICARE. I authorize any holder of medical information about me to release to the HEALTH CARE FINANCING 
ADMINISTRATION, aka CMS and its agents any information to determine these benefits or the benefits payable for 

related services.  
 

___________________________ __________________________________________________________  
                                                  Date              Signature of Guarantor 

ACKNOWLEDGEMENT OF 
Notice of Privacy PRACTICES 

 
I have been informed - either in writing or verbally by a staff member- of the “Notice of Privacy” practices 

(HIPAA regulation) of Peak Performance Sports & Spine. 
 

Signature: _____________________________         Date: _______________________ 
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AUTHORIZATION FOR RELEASE 
OF MEDICAL RECORDS 

 
I authorize Peak Performance Sports & Spine to obtain copies of my past and current 

medical records from your office.   
 

(Please mark any of the following tests related to this condition / injury you had) 
 

MRI 
CT scan 
X-ray  

  
 

                                                           Valley Imaging                       Memorial Hospital                     
Regional Hospital         

 
Other: _________________ 

 
Please fax indicated records to 509-453-7330, or mail to: 

2505 Racquet Ln, Yakima, WA 98902. 
 

Thank you for your prompt response. 
 

To: ______________________________       
 

Regarding: ________________________________________ 
 
 

           Patient Name:____________________________________________________  
 
 
           Patient Signature:  ______________________________________________ 
 

Date: ________________ 
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