
 

PLEASE PRINT CLEARLY 
 

**PLEASE TURN OVER** 

 

Cayman Physiotherapy Ltd. 
West Shore Center, 508 West Bay Road. 

World Gym, Queens Court, 1 Snooze Lane. 
P.O. Box 31014, Grand Cayman, KY1-1205 

Phone: (345) 949-8828 
Email: caymanphysio@gmail.com 

www.caymanphysio.com 

First name ________________________________  Gender □ M   □ F DOB     DD / MM / YYYYY 

Preferred name____________________________  Mobile ____________________________________ 

Middle initial ________      Work _____________________________________ 

Last name(s) ______________________________  Email _____________________________________ 

 
Street address _____________________________   Emergency contact ___________________________ 

District _______________     Mobile ______________________________________ 

P.O. Box __________ Post Code _________    Email _______________________________________  

 

Insurance Information – Primary Insurance 

Insurance company _____________________ Member ID/Certificate no. ________________________________  

Group/Policy no. _____________________Company name (under which policy is registered) ___________________  

 
I, the undersigned certify that I (or my dependent) have insurance coverage with _________________, and 
assign directly to Cayman Physiotherapy Ltd. all insurance benefits, if any, otherwise payable to me for 
services rendered. I understand that I am financially responsible for all charges whether or not paid by 
insurance. I hereby authorize the clinic to release all information necessary to secure the payment of 
benefits. 
 
Cancellations, no shows and late arrivals policy 
In consideration of your therapist and other patients, Cayman Physiotherapy Ltd. kindly asks that you 
notify us at least 4 hours prior to your scheduled appointment if you will be unable to keep your 
appointment. This will allow the opportunity to fill the space with another patient. Failure to do so may 
result in an $80.00 CI No Show fee. Late arrivals compromise the efficacy of treatment for you and the 
next patient. Patients arriving more than 15 minutes late may need to be rescheduled. 

I have read, understand, and agree to the above policy of Cayman Physiotherapy Ltd.  

Signed _______________________________________    Date     DD / MM / YYYYY 

Signed by parent or guardian if patient is a minor _________________________________________ 

mailto:caymanphysio@gmail.com
http://www.caymanphysio.com/


On the pain diagram below, please shade & code areas to indicate the location of pain or 
discomfort.  

P - Pins & Needles 
N – Numbness 
S – Spasm 
T – Tenderness 
A – Aches 
R – Radiations 
B – Burning 
X - Stabbing   
 

 
 
 
 
 
 
 
 
 
 

 
Please check any of the following that may pertain to you: 
 
□ Arthritis  □ Diabetes  □ High blood pressure □ Asthma  □ Thyroid  □ Cancer   
□ Heart Condition  □ Respiratory condition 
 
Any allergies?   □ Yes    □ No  Please list ___________________________________________ 

__________________________________________________________________________________________ 

 

Any medications?  □ Yes    □ No Please list ____________________________________________ 

__________________________________________________________________________________________ 

 

Other information that we should be aware of _______________________________________________ 

__________________________________________________________________________________________ 


