PATIENT NAME: ________________________DATE OF BIRTH: ___________________

Payment Information
Insurance CO:___________________  Policy#:_______________________  Group#:_____________
Policy Holder    ______________________________________ 
The policy indicated above is a:    Commercial       Employer-Group       Auto Ins        Workman Comp  
1. CONSENT FOR PHYSICAL THERAPY SERVICES: 
The purpose of physical therapy is to treat disease, injury and disability by examination, evaluation, diagnosis, prognosis and intervention through the use of therapeutic procedures, mobilization, massage, exercises, and physical agents to aid the patient in achieving their maximum potential within their capabilities. Response to physical therapy intervention varies from person to person; hence, I understand it is not possible to accurately predict my response to a specific modality, procedure, or exercise protocol. I further understand that it is my right to decline any part of my treatment at any time before or during treatment, should I feel any discomfort or pain or have other unresolved concerns. It is also my right to ask my physical therapist about the treatment they have planned based on my individual history, physical therapy diagnosis, symptoms, and examination results. Consequently, it is my right to discuss the potential risks and benefits involved in my treatment. I have read this consent form and understand the risks involved in physical therapy and agree to fully cooperate, participate in all physical therapy procedures, and comply with the established plan of care. 
2. AUTHORIZATION & BENEFIT ASSIGNMENT; FINANCIAL RESPONSIBILITY: 
I assign and transfer to Buena Vista Physical Therapy all insurance and other benefits and proceeds, including Medicare and Medicaid benefits and proceeds, to which I am or may become entitled as a result of Buena Vista Physical Therapy’s charges for products and services delivered to me or the person named above for whom I am the legal guardian or authorized representative. This transfer and assignment is made and shall be re-made as of the dates on which each benefit becomes payable to me. In connection with this assignment of benefits, I hereby transfer and assign to Buena Vista Physical Therapy any right, title and interest that I have or may hereafter have to collect from any insurer or payer, including Medicare and Medicaid, and authorize Buena Vista Physical Therapy to submit a claim to such insurer or payer on my behalf. I agree to pay any applicable co-payments at the time of service and coinsurance and/or deductibles as agreed between Buena Vista Physical Therapy and me. I understand that my insurance benefits may not cover all charges and that I am responsible for those charges not covered by my health insurance or third party payer. I understand and agree that if I fail to make any of the payments for which I am responsible in a timely manner, I will be responsible for all costs of collecting monies owed, including court costs, collection agency fees and attorney fees. If I receive direct payment for products and/or services provided to me by Buena Vista Physical Therapy from an insurer or other payer, I will hold such payment in trust for the benefit of Buena Vista Physical Therapy and I will promptly (a) endorse to Buena Vista Physical Therapy the check provider by such payer, or (b) pay Buena Vista Physical Therapy the full amount of such payment made to me by such payer. The above may not apply for those patients that are considered Worker’s Compensation beneficiaries. However, I understand that if I claim Worker’s Compensation benefits and such benefits are subsequently denied, I may be held responsible for the total amount of charges for services rendered to me. I understand that it is my responsibility to notify Buena Vista Physical Therapy of any change in my insurance. I understand that this assignment of benefits will remain in effect until revoked by me (or my legally authorized representative) in writing. 
3. AUTHORIZATION TO RELEASE INFORMATION:
 I authorize any holder of medical information about me to release to the Centers of Medicare & Medicaid Services or any other third-party payer who is responsible for my insurance benefits and their agents any information needed to determine the benefits payable for related products and services furnished by Buena Vista Physical Therapy. 
NOTICE OF PRIVACY PRACTICE ACKNOWLEDGMENT: 
I acknowledge that I have received a copy of Buena Vista Physical Therapy’s Notice of Privacy Practices, which explains how Buena Vista Physical Therapy may use or disclose my protected health information, such as to carry out treatment, obtain payment and for its health care operations. 
4. DISCLOSURES TO SPECIFIC FAMILY MEMBERS AND/OR FRIENDS:
 I direct Buena Vista Physical Therapy to disclose my protected health information to the individuals named below for purposes of allowing these individuals to participate in my care and to understand my health condition and treatment options: 
Name: ________________________________	Relationship: __________________________________
Name: ________________________________	Relationship: __________________________________
I understand that, unless I object, Buena Vista Physical Therapy may disclose my health information to a family member or friend who is involved in my medical care or payment for my care, as permitted by HIPAA, even if that individual is not named above. 
5. ATTENDANCE AND CANCELLATION POLICY: 
 I understand the importance of consistently attending my therapy sessions and arriving promptly for my appointment. I acknowledge that I may be rescheduled if I arrive more than 15 minutes late for my scheduled appointment. I understand that it is my responsibility to schedule my therapy appointments and that my scheduled times do not automatically roll into future sessions. Cancellations that are made with less than 24 hours notice may be subject to a $25 fee. 
6. CONSENT TO EMAIL NOTIFICATION: 
By providing my e-mail address below, I am authorizing Buena Vista Physical Therapy to notify me by email if there is a breach of my unsecured protected health information. 
7. USE OF TELEPHONE NUMBER: 
By signing below, I agree to receive auto-dialed and/or pre-recorded voice or text messages from Buena Vista Physical Therapy or any of its affiliates or agents (including, without limitation, third-party debt collectors) at the telephone number(s) provided below. I understand that such messages may include, without limitation, reminders about upcoming appointments or re-scheduling missed appointments, billing or payment information or telemarketing (e.g., information about Buena Vista Physical Therapy’s services or products). I understand that my consent to receive auto-dialed and/or prerecorded messages is not a condition of my obtaining services from Buena Vista Physical Therapy. Signature of Patient or Authorized Representative: 
SIGNATURE FOR CONSENT: By my signature below, I acknowledge that I have read, understand and agree to the terms and conditions contained in Sections 1 through 8 above. 
Printed Name of Patient/Guardian/Responsible Party: _________________________________________
Signature of Patient/Guardian/Responsible Party: ____________________________________________
Date: ________________________________________________________________________________
Relation to Patient: _____________________________________________________________________
Telephone Number(s): __________________________________________________________________
Email: _______________________________________________________________________________

