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PHYSICAL THERAPY




Consent for Treatment
I, _____________________________________, hereby consent to the rendering of health care, which may include routine diagnostic procedures and such medical treatment as is determined necessary by the treating physical therapist, his/her assistants, his/her associates, designees or consultants, and authorized representatives of this health care entity.

Payment of Benefits and Claims:  I direct anyone paying or receiving money for benefits or claims that I have assigned to the health care entity to pay the money to Transcend Physical Therapy, PC or its designee for payment of my bill.  It is understood that I am financially responsible for charges not covered by the insurance company or any third party payers.

Personal Valuables:  The health care entity is not responsible for money, jewelry, clothes or other valuables I have brought with me during my visit.

Photographs, Videotapes:  I understand that photographs, videotapes, digital, or other images may be recorded to document my care, and I consent to this.  I understand the Transcend Physical Therapy, PC will retain the ownership rights to these images, but that I will be allowed access to view them or obtain copies.  I understand that these images will be stored in a secure manner that will protect my privacy and that they will be kept for the time period required by law or as outlined in the organization’s policy.  Images that identify me will be released and/or used outside the organization only upon written authorization from me or my legal representative.

Observers:  For purpose of advancing medical education, I consent to observers being present during the administration of any medical treatment.

Third Party Reviewers:  I understand that third party reviewers may review my records for the purpose of clinic and/or rehabilitation center accreditation, certification or licensure.
I certify that I have read this Consent for Treatment, I understand it, and agree that by signing it I am bound by its terms.


____________________________________________________________________________________


Patient/Legally Authorized Representative Signature




Date








Patient unable to sign because


____________________________________________________________________________________




Reason






Signature

Release of Medical Records:  I hereby authorize Transcend Physical Therapy, PC to release my medical records to any physician from which I have been referred.

____________________________________________________________________________________


Patient/Legally Authorized Representative Signature




Date



Receipt of Notice of Privacy Practices
I received a copy of the Transcend Physical Therapy, PC Notice of Privacy Practices on 
____________________

Date

__________________________________________
_______________________________________


Printed Patient Name
Patient/Legally Authorized Representative Signature




Date



Release of Medical Records to Personal Contacts: I hereby authorize Transcend Physical Therapy, PC to release my medical records to the following personal contacts

​​​​____________________________________________________________________________________
             Contact Name                                                                                                Relation
____________________________________________________________________________________
             Contact Name                                                                                                Relation

