
General Consent to Evaluate and Treat 
Initials 
 
______ I, undersigned, hereby give my consent to any diagnostic tests, work-up, or treatment as deemed necessary 

by my physician and/or ProFormance Physical Therapy and agreed upon in advance by me.  
 

______ I hereby authorize ProFormance Physical Therapy to release all pertinent medical information/records 
requested by my insurance company(s).  I hereby give consent that a copy of my medical records be sent to 
my primary and/or referral physicians(s). 

 

______ I hereby understand that ProFormance Physical Therapy ProFormance Physical Therapy will charge $30.00, 
above and beyond the charges for services rendered, for any and all returned checks. 

 

______ I hereby authorize payment directly to ProFormance Physical Therapy of the group insurance benefits 
specified by my insurance policy.  I understand that I am financially responsible to ProFormance Physical 
Therapy for charges not covered by this authorization. 

 

______ I hereby authorize ProFormance Physical Therapy to bill me directly for any co-insurance or deductibles due 
as stated in my insurance agreement.  I further agree to pay for any and all charges not covered by my 
insurance plan. 

 

______ I hereby allow ProFormance Physical Therapy to use my E-MAIL or mailing address to send me e-mail 
notices and newsletters as it pertains to physical therapy and fitness.  Patient information is confidential and 
ProFormance Physical Therapy will not give out patient mailing or e-mail addresses to any outside entity. 

 

______ I have read and understand the ProFormance Physical Therapy HIPAA policy.  Any questions I may have 
had have been answered to my satisfaction. 

INSURANCE COVERAGE/PAYMENT POLICY:  Patients are expected to know their insurance benefits as applicable to 
physical therapy services.  Patients are financially responsible for any applicable co-pay/deductible amounts as described in 
their health insurance patient policy manual.   All co-pays/deductibles are due at time of service.  Patients will be billed for any 
co-insurance/deductibles once insurance has processed claims, payment in full is expected and appreciated on or before due 
date listed on billing statement.  Self pay patients must pay in full for services on the date the service is given.  Payment 
arrangements, if necessary, must be approved by office manager prior to due date of first statement.  ProFormance Physical 
Therapy reserves the right to charge monthly finance charges of 1.5% interest on all unpaid balances over 30 days. 

ProFormance Physical Therapy is contracted with most major insurance companies, which allows your claims to be 
processed as in-network as a preferred provider of service.  As a provider of service we do our best to ensure all services are 
covered and authorized, however we cannot guarantee how your insurance will process claims.  You will be responsible for 
any balance owed should claims deny or process at a lesser amount than expected.  Should your insurance be considered out of 
network or out of service area, please be aware of the possible benefit limitations you may be subject to.   

Car insurance is accepted with personal injury protection (PIP) coverage only.  Please be aware of your PIP coverage 
limitations and remain in constant communication with your insurance claims adjustor to be sure you do not maximize your 
benefit.  Should you use all of the PIP benefit you will be set up as a self pay patient and will be expected to pay at the time of 
service.  ProFormance Physical Therapy expects full payment from the car insurance, some companies may decrease the 
amount they will reimburse for claims, should this occur you will be responsible for any remainder balance. 
ATTENDANCE POLICY:  Your rehabilitation plan and appointment schedule has been specifically designed to assure that 
you are able to achieve optimal benefit from your treatment program.  Your regular attendance is critical to your success.  We 
thank you for the courtesy of arriving on time for your scheduled appointments.  You are encouraged to arrive at least 5 
minutes before your scheduled appointment time.  If you are late, we reserve the right to reschedule your appointment so as not 
to compromise the value of your appointment or that of others. 
If you find it is necessary to cancel or reschedule an appointment for any reason we require that you contact us at least 24 
hours before your scheduled appointment to allow us to make necessary schedule adjustments for both you and our staff.  You 
may be charged $15 for any appointments that are scheduled and not attended – these charges will not be covered 
under your insurance benefits and must be paid prior to receiving further services.  Additionally, any future scheduled 
appointments you may have will be cancelled and will need to be rescheduled by you and our front office staff. 
 
Thank you for choosing ProFormance Physical Therapy for your physical therapy needs.  We appreciate your business and 
look forward to helping you achieve your therapy goals. 
 
__________________________________________________  

Patient Name (please PRINT)      
 
___________________________________________________ ________________ 

Patient Signature (If under 18 – Legal Guardian)  Date 
 
How did you hear about our clinic? ________________________________________________ 


