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CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

SECTION A:  PATIENT GIVING CONSENT

Name: __________________________________________

SECTION B:  TO THE PATIENT- PLEASE READ CAREFULLY THE FOLLOWING STATEMENTS.

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health information to carry out treatment, payment activities, and healthcare operations.

Notice of Privacy Practices:  You have the right to read our Privacy Practices before you decide whether to sign this Consent.  Our notice provides a description of our treatment, payment activities, and healthcare operations, of the uses and disclosures we may make of your PHI, and of other important matters about your PHI.  A copy of our notice is located in the waiting rooms and available for your review.  We encourage you to read it carefully and completely before signing this Consent.
We reserve the right to change our privacy practices as described in our Notice of Privacy Practices.  If we change our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes.  Those changes may apply to any of your PHI that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting the Office Manager.

Right to Revoke:  You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to the contact person listed above.  Please understand that revocation of this Consent will not affect any action we took in reliance on this Consent before we received your revocation, and that we will decline to treat you or to continue treating you if you revoke this Consent.

Patient- Therapist Partnership Agreement
Cancellations and Missed Appointments

We are committed to providing the highest quality of clinical services and delivering those services using methods and schedules that produce success. In order for services to be helpful and effective, it is important to maintain all scheduled appointments and perform all homework assignments that are part of your treatment plan. To avoid disruption of treatment progress, cancellations and missed appointments must be avoided.

If there is an emergency or some other absolute necessity that requires cancellation, a 24 hour notice is required. Any appointments that are missed without notice or a pattern of late cancellations may result in a $50.00 service charge, and or result in discharge from our services. Also, if there are frequent cancellations, even with sufficient notice, treatment is not likely to be effective and it will be appropriate to discuss discharge. 

Communication

It is important to communicate with your physical therapist about how you are progressing in therapy. Please let your physical therapist know about any concerns or questions that you may have. If you are uncomfortable discussing your questions or concerns with your therapist, or need further explanation, please ask to speak to the Office Manager. Open and honest communications, which occur in a timely manner regarding your care, are important to providing you therapy services that are a value to you. 

I _______________________fully understand the expectations, responsibilities, and obligations that have been explained to me and I agree to treatment and services in Outpatient Physical Therapy at Women’s Health Physical Therapy, Inc. Furthermore, I confirm that the physical therapist or representative has answered my questions related to the above. 

I give my permission to be contacted by Women’s Health Physical Therapy, Inc. to confirm appointments via telephone or e-mail.

Yes _____
No_____

If I can not be directly contacted by telephone, I give permission to Women’s Health Physical Therapy, Inc. to leave a voicemail message to remind me of a pending appointment

Yes_______
No________ 
_______________________________________

_________________________

Signature of Patient 




Date 
_______________________________________

_________________________

Witness 






Date
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Cora T. Huitt, PT DPT BCB-PMD


Angela A. Poole, LPTA


Maggie Benbeneck, CMT





1919 West Huguenot Rd


Suite 202


Richmond, VA 23235


(phone) 804.379.3002


(fax) 804.379.3053


www.obgyn-physicaltherapy.com











I __________________________________________, have had the full opportunity to read and consider the contents of this Consent form and your Notice of Privacy Practices.  I understand that, by signing this Consent form, I am giving my consent to your use and disclosure of my Protected Health Information as described in the “Notice of Privacy Practices.”





__________________________________			___________________________


Signature						Date





If this consent is signed by a personal representative on behalf of the patient, complete the following:





Personal Representative’s Name:  ______________________________________





Relationship to Patient: Patient: ________________________________________





YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT

















