PHYSICALTHERAPY 180

Thank you forchoosing Physical Therapy 180 foryourphysicaltherapy, acupuncture ormassage needs. Please
read the below information and sign orinitial where indicated.

Contact Information:
Tauthorize contact from thisoffice to confim appointment, treatment, & billing via:

I:l CellPhone I:l Home Phone I:l Wo 1k Phone I:l email confimation I:l Any listed
Tauthorize mformation about my health be conveyed via:

I:l CellPhone I:lHome Phone I:l Wo rk Phone I:l email confimation I:l Any listed
Communication of Health mformation

Please Listany otherparties who can have accessto yourhealth information

(This includes step parents, grandparents and any care takers/representative thatcan have access to this patient's record)

Name: Name:

Intials____ Consentof Treatment: Iconsent to rehabilitation and related services at PhysicalTherapy 180.
In doing so, Iunderstand, acknowledge and affim that such rehabilitation and related servicesare considered
necessary and within guidelinesestablished by myself and treating physicaltherapist, acupuncturstor

massage therapist.

Initials Assignment of insurance benefit payments: Iauthorize paymentsbe made onmy behalffor

physicaltherapy/acupuncture/massage services fumished to me,to be made directly to Physical Therapy 180.

hitials __________ Agreement to inform ofchanges in demographics/insurance: Iagree to inform Physic al
Therapy 180 immediately of any changesto my personalinformation (such asaddress, phone etc) and
msurance (primary, secondary, other). Iunderstand that failure to immediately disclose thischange could result

in treatmentbeing unpaid/ preauthorzationifapplicable and Iwilbe responsible forpayment in full

itials ____ Agreementto notify: Iagree to provide 24 houradvance notice of appointmentchangesor
cancellation. K24 hournotice isnotprovided Iwilbe responsible fora $35.00 fee payable in fullpriorto my
nextappomntment. Forthe convenience ofourpatientsa voice mailmessage may be left on the telephone

before/afterregularbusine ss ho urs.

Intials___ Non covered services: Iunderstand thatservices/suppliesmaynotbe covered by all
msurance. Some insurance have certain re stric tio ns/limita tions (i.e .: pre autho riza tion, visit/d o llar limits, not
deemed medically necessary, maintenance). Iagree to be financially responsible forany and allchargesnot

covered by msurance.

Intials Authornization: Tauthorize Physical Therapy 180 to use PHIforthe purposed of treatment,

paymentand health care operations.

Patient Acknowledgment of Receiptof Privacy Practices

The undersigned acknowledgesreceiptofa copy ofthe curently effective Notice of Privacy Practicesforour
physicaltherapyoffices. Acopyofthissigned,dated documentshallbe aseffective asthe original My
signature willalso serve asa PHIdocument release should Irequest treatment orinformation be sent to other
attending Do c tor Facilitie s in the future.

Please print yourname Please sign yourname

IegalRepresentative Description of Autho rity



