[image: image1.png]Bounce Back
Physical Therapy





[image: image1.png]
Therapy Consent and Privacy Practice NOTICE 

CONSENT FOR CARE AND SERVICE:

I authorize Bounce Back Physical Therapy, LLC to provide physical therapy services as ordered by my physician. I understand the expected benefits, possible risks, side effects, complications, and discomforts of my rehabilitation.
LIABILITY:

I know and agree that Bounce Back Physical Therapy, LLC is not responsible for loss or damage to personal valuables.
AUTHORIZATION OF PAYMENT:

I authorize Bounce Back Physical Therapy, LLC to directly bill my insurance for physical therapy services. I authorize payment directly to Bounce Back Physical Therapy, LLC of any benefits otherwise payable in respect to my treatment. I also hereby authorize release of any medical records necessary to process my medical claims. I understand fully that in the event my insurance company or financially responsible party does not pay for the services I receive, I will be financially responsible for payment.

FINANCIAL RESPONSIBILITY:

I understand that I am responsible for all charges not covered by my insurance. I recognize that I am responsible for all copays and deductibles, or in the event that I have no insurance coverage or that my employer or auto insurance company

refuses to pay, I will be responsible for said payment and will make proper reimbursement within thirty (30) days of

notification for all charges.

USES OR DISCLOSURES TO YOUR HEALTH INFORMATION:

Treatment: Your health information may be used by staff members or disclosed to other health care professionals or

Business Associate for the purpose of evaluation and treatment. For example, results of evaluations, tests and treatment will

be available in your medical record to all health professionals who may provide treatment or who may be consulted by staff

members.

Payment: Your health information may be used to seek payment from your health plan or from other sources of coverage

that you may use to pay for services. For example, your health plan may request and receive information on dates of service,

the services provided, and the medical condition being treated.

RELEASE OF INFORMATION:

I hereby acknowledge receipt of the HIPAA Notice of Privacy Practices and was given an opportunity to ask questions &

voice concerns. I hereby consent and authorize Bounce Back Physical Therapy, LLC to disclose, and release information contained in my clinical record to the health care providers involved in my care, third party payers, utilization review & professional standards review organizations, regulatory review entities & other organizations that may disclose protected health information about me to carry out treatment, payment, or health care operations.
By signing below, I acknowledge that I have read the above information, or it has been read to me and I understand the

information contained in this form.

___________________________________________ 

__________________________________________

Patient signature 





Witness signature

____________________________________________ 

__________________________________________

Print patient name





 Print witness name

______________ Date 





_______________Date

If the patient is a minor or legally incapacitated, please obtain the signature and relationship of a parent or guardian.

____________________________________________________________ 
________________

Signature (resident/patient or legal representative)



 Date

Print Name and Relationship if other than patient stated above:
