
      NWO CENTER FOR PELVIC REHAB & WELLNESS NWO CENTER FOR UROGYNECOLOGY 

 Karen Liberi, MS, MPT, WCS  ~  Peg Zientek, PTA       Andrew Croak, DO  ~  Tracey Begley, WHNP 

 Amy Schnorberger, MS, PT, CNDT  ~  Manda Nofziger, PT      Nancy Pahl, WHNP-BC 

    28442 E River Road, #103 – Perrysburg, OH  43551          28442 E. River Road, #111 – Perrysburg, Ohio  43551 

     Phone:  419 893 7134, Option #5 – Fax:  419 873 6812    Phone:  419 893 7134    Fax:  419 893 6942 

Dear __________________________, 

You have an appointment scheduled with NWO Center for Pelvic Rehab & Wellness on: 

______________________________________________ at   _________________________. 

Welcome to our office.  We are glad you chose us for all your personal care needs.  Our office is located at 
28442 E. River Road, #103 ~ Perrysburg, Ohio  43551.  We can be reached at 419 893 7134, Option 5 if 
you have questions.  See maps below for office location and parking lot access. 

Please fax, e-mail or mail all completed paperwork PRIOR to your visit. 

FAX:  419 873 6812 E-MAIL:  pftstaff@nwourogyn.com

It is mandatory that you bring your insurance card, 
driver’s license, and any co-pay at the time of your 
visit. 

We look forward to meeting you, and being able to 
assist with all of your needs and concerns. 

Directions to the Office: 

From I-475:  Exit expressway at SR-25 Perrysburg exit.  Go north 
on SR-25 (W. Boundary) and follow to intersection of Maumee-
Perrysburg Bridge & W. Front Street. Turn right on W. Front 
Street and follow to East Boundary.  Building is on your right. 

From Downtown Toledo:  Take on ramp for I-75 South.  Exit at 
the Rossford SR-65 West (Hollywood Casino) off ramp.  Follow 
SR-65 through Rossford into Perrysburg (name changes to E. 
River Road.  Building will be on your left. 

From Reynolds Road, West Toledo:  Take Reynolds Road (US-20) 
that passes under the Ohio Turnpike Exit 4A, into Maumee (Conant 
Street) all the way to Maumee Perrysburg Bridge.  Cross bridge (stay in 
left lane) and follow into Perrysburg (becomes W. Front Street) to East 
Boundary.  Building is on your right. 

From Ohio Turnpike:  Exit Perrysburg SR-795 Exit.  Follow SR-795 
east to East Boundary.  Turn right on East Boundary, cross railroad 
tracks, and you will see the building on your right.   



Karen Liberi, MS, MPT, WCS – Peg Zientek, PTA – Amy Schnorberger, MS, PT - Manda Nofziger, PT 
28442 E. River Road, Suite 103 – Perrysburg, OH  43551 
P: 419 893 7134, Option 5    F: 419 873 6812    W: www.nwourogyn.com 

PATIENT INFORMATION 
Name: SS#: NCDS#: 

Address: Email: 

City/State/Zip: DOB:  Sex: 

Home Phone: Marital Status: 

Cell Phone: Emergency Contact: 

Work Phone: Emergency Phone: 

Primary Care Physician: Emergency Relationship: 

Language:   

Race: (check one)  White American Indian  Asian Black/African American  Unknown     Declined 

Ethnicity: (check one) Non-Hispanic or Latino     Hispanic or Latino      Declined  

INSURANCE INFORMATION 
Primary Ins: Secondary Ins: 

ID #: ID #: 

Group #: Group #: 

Co-Pay: Co-Pay: 

Subscriber Name: Subscriber Name: 

Subscriber DOB: Subscriber DOB: 

Consent for Treatment: I as the patient or legal guardian of, authorize the Insurance Carrier to make checks for medical 
expenses due me payable to the attending staff or associated practice.  I also authorize the release of any information 

regarding treatment to the Insurance Carrier.  I further understand that I am responsible for all medical expenses and 

agree to pay any expenses not covered by the above Insurance Carriers.  I understand that after my primary carrier has 
paid or rejected payment, I am responsible for the remaining balance and that billing my insurance is done of contractual 

obligation for participating carriers and is done only as a courtesy for other non-participating carriers. 

Health Information Privacy Act (HIPAA) - Check all that apply 

Home: OK to leave message w/ detailed information  OR Leave return phone # only

Cell:       OK to leave message w/ detaled information   OR      Leave return phone # only
Text:       Appointment Reminder/General message to call our office
Email:       Appointment Reminder/General message to call our office
Home Address:       Ok to mail to my home address
     I permit the Practice to discuss my personal health information (PHI) with, and to disclose to, the following individuals:

Name: ________________________________________  Phone: ____________________________________

 Relationship to Patient: ______________________________________________________________________
 Name: __________________________________________  Phone: ___________________________________
 Relationship to Patient: _______________________________________________________________________

I verify that all of the above demographic, insurance, and HIPAA information is true and correct: 

___________________________________________   ____________________ 
Patient Signature

(Typed name will confirm electronic signature)
Date 

If signed by patient’s authorized representative, describe the representative’s authority: ___________________________________________________ 

Typed name will confirm electronic signature
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