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Vortex Physical Therapy and Balance                   Phone (408) 540-7622 
2242 Camden Avenue, Suite 102                       Fax (408) 540-7696 
San Jose, CA 95124             www.vortexpt.com 

VORTEX PHYSICAL THERAPY AND BALANCE 
FINANCIAL POLICY AND PATIENT CONSENT FORM (CONT.) 

 

I understand and agree, regardless of my insurance status, that I am ultimately responsible for the 
payment of services provided to me by Vortex Physical Therapy and Balance. 

PRINT FULL NAME:________________________________________________________________  

SIGNATURE: _______________________________________________ DATE: ________________ 

 

ASSIGNMENT AND RELEASE OF INSURANCE BENEFITS 

I hereby authorize my insurance benefits, of any kind, to be paid directly to Vortex Physical Therapy 
and Balance. I further authorize Vortex Physical Therapy and Balance to release my medical records 
or information to any insurance company, as necessary or required to process my insurance claims. 

SIGNATURE: ________________________________________________ DATE: _______________ 

 

Please note: A copy of this form will be provided to you at any time upon request. 


