PATIENT AGREEMENT

I understand that it is my responsibility to comply with the outlined prescribed treatment in order for my treatment goals and objectives to be met.  I understand that I may not miss any scheduled appointments without prior notification to the Center for Physical Therapy and Sports Medicine, PC.  If I am unable to arrive for my appointment at my scheduled time, I understand that I must give the office two (2) hours notice or I will be charged a $25.00 fee, and my attorney or worker’s compensation case manager will be notified, if applicable.


I understand that the Center for Physical Therapy and Sports Medicine, PC has accepted me as a patient, and I understand and accept the importance of following the treatment plan and objectives of my program.  


I also acknowledge that I received the Notice of Privacy Practices and I have been provided an opportunity to review it. 

_____________________________________

__________________________

Patient Print Name





Date

_____________________________________

__________________________

Patient Signature





Date

