Aspen Grove Physical Therapy LLC
Consent for Treatment

I consent to such physical therapy treatments and evaluation which, in the judgment of my physical therapist and /or physician may be advised or considered necessary while receiving care at Aspen Grove Physical Therapy LLC. I also understand that I am welcome to have a friend accompany me to therapy at any time.

Payment/Assignment of Benefits

I understand that I am financially responsible for all charges, those covered or not covered by insurance.  I release payment of this claim to Aspen Grove Physical Therapy LLC.  I further understand that all balances over 60 days past due may be charged interest of 10%. (This does not apply to clients who were sent to therapy by the VA).

Notice of Privacy Practices

Aspen Grove Physical Therapy LLC follows HIPAA regulations regarding all medical files. A copy of these policies is available for your review.

Cancellations
Please give 24 hour advance notice for appointment cancellations when possible. If you miss 2 scheduled appointments without notifying me of the reason for your absence, we will assume you are discontinuing therapy.  

By signing this document I acknowledge my consent to the above:

Signature:____________________________________________  Date:___________________
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