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 Play Again Therapy, Inc.
Patient Information
_____________________
First           Last

____/_____/_______

Date of Birth

Consent and Authorization to Treat
I, ___________________________, hereby give my permission to Play Again Therapy, Inc. to provide occupational and/or speech therapy for ____________________.  Play Again Therapy, Inc. has my permission to do a formal evaluation and provide treatment. I give my permission to Play Again Therapy, Inc. to bill Medicaid or a Third Party Insurance Company and to have that payment assigned to Play Again Therapy, Inc. I give my permission for Play Again Therapy, Inc. to release information to any professional group or agency that will help in obtaining funding for occupational and/or speech therapy.
_______________________   ___________   ____________________________________

Patient or Authorized Party      Date                  Relationship to Patient

Consent and Authorization to Exchange Information

Please list all agencies/facilities exchanging information:

Play Again Therapy, Inc.

Patient’s Physician: __________________________________________________________

Other: ____________________________________________________________________

I understand the terms of this release, the need for the information, and that there are statutes and regulations protecting the confidentiality of information. I acknowledge that this consent is voluntary and is valid until such request is fulfilled. I further understand that I may revoke my consent by giving written notice to the agency with authority to release the information, except to the extent that action based on this consent has already been taken.

______________________________________      __________    _______________________
Patient or Authorized Party 


          Date                 Relationship to Patient
Created 3/13/2012 ML/LH
Main Office/Clinic                                       Marion Clinic
        205 S. Sterling St(                                          551 West Burma Rd., Suite 1
Morganton, NC 28655                                   Marion, NC 28752
Phone 828-438-8833 •  Fax: 828-438-4828
email playagaintherapy@bellsouth.net


