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PATIENT ACKNOWLEDGEMENTS AND CONSENTS

Consent to Treat-l give my consent snd authorize representatives/empioyees of ActiveFit
Reheb Physical Therapy to render timely and appropriate health care services to me. It is my
further understanding that all sald representatives/ employees will be adequately experlenced

licensed, supervised, healthcare personal. Notwithstanding any of the foregoing, | hereby
roggrue tho right to rofuco corvisas or troatmont at any time upen giving varbal or written
notification, and stating the reason for the same.

Further, | understand ActiveFit Rehab Physical Tharspy reserves the right at all times to cease
providing services to me, upon varbal or written notification, and stating tha reason for tha
same.

| have baen informed of the services to be provided to me by ActiveFit Rehab Physical Therapy
and the proposed plan of care. The proposed plan of care s initially provided according to my
physician's orders, Physical Therapist’'s recommendations and is subject to change as my
condition changes and for spacifically ordarad and /or racommaendad by my physiclan and/or
Physical Therapist.

Authorization to release Information-| consent to the release of information and/ or discioser
10 ActiveFit Rehab Physical Therapy of all or any part of my medical record by any physiclan,
hospital, home healthcare agency or facility of which 1 have been a cllent; ehetking of my credit
and financial reting and history with any person, firm or cradit bureau if | may have any self-pay
responsibliity, and use of/or release of information by ActiveFit Rehab Physical Therapy in
accordance with federal guideiines.

Acknowiedgement of Notice of Privacy Practices and general Privacy Consent - | hereby
cartified that [ have recaived a copy of the ActiveFit Rehab Phyelcal Tharapy notice of Privaey
Practices. | am aware and acknowiedge that this Notice describes how my heaith information
may be usad or disclosed. { understand that | should read it carefully, [ am aware that [ may
diract any questions, concerns, or complaints about the privacy practices of Actlvefit Rehab

Physical Therapy to the President and CEO or person designated of ActiveFit Rehab Physical
Therapy , via Phone at 388-214-2663 and asked for person designated by ActiveFit Rehab

physical Therapy. '

By virtue of this document, 1 am also giving my consent to ActiveFit Rehab Physical Therapy,
LLC,, and /or its operating subsidieries to use and/ or disciose my protected health information
for the purpose of treatment, payment, and operations. | understand that ActiveFit Rehab

Physical Therapy may, in the course of rendering cara to me, disclose personal health
information about me to my family, close personal friends, or any other person that | identify as

long as the information disclosed is relevant to thelr Invcivement in my care or the payment for

my care. | understand that [ may opt-out or otherwise restrict the disclosure of my information
to such parsons by providing notice to ActiveFit Rahab Physical Therapy.

Assignment of benefits = | certify that the information glven by me in applying for pavment,,
my private insurance and / or any other third party paver is correct. | request payment of

1



Office Copy
authorized benefits toc me or on my behalf for any services furnished to me by ActiveFit Rehab
Physicel Therapy. | hereby assign these beneflts to be payable directly to ActiveFit Rehab
Physical Tharapy.

X | Date [ [/
Patient's signature/ patient’s legal representstiva :

Name/Reiationship of person signing for patient (If appiicable)

Reason patient cannot sign

X | _ Dae /[
ActiveFit Rehab Physical Therapy representative signature




