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ACKNOWLEDGMENT OF RECEIPT OF HIPAA NOTICE OF PRIVACY PRACTICES

                 (Initials) I have had the opportunity, but have chosen not to receive a copy of Exercise Sport Physical Therapy’s Privacy Practices.    
OR
                 
                 (Initials) I would like a copy of Exercise Sport Physical Therapy’s Privacy Practices. 


OTHER CARE
Are you currently receiving; or, have you received any of the following this calendar year:  home healthcare, physical therapy, speech therapy, occupational therapy, chiropractic services?   _____YES      _____NO 		             Patient Initials: 

*If you answered yes, it is your responsibility to verify your remaining PT benefits with your insurance provider.

OFFICE USE ONLY:  I have verified the above with the patient.  STAFF INITIALS:           


CANCELLATION POLICY
I have been made aware of the cancellation policy, which states that 24 business hours notice, prior to the time of appointment, not including weekends or holidays, is required for cancellation of an appointment. A $50 fee will be charged for any late cancellations. I have been made aware that if appointments are repeatedly missed, Exercise Sport Physical Therapy may be forced to dismiss me from the practice.  Failure to sign does not mean that the policy does not apply.        		              Patient Initials:				

NO SHOW POLICY
I understand that that if I No Show for an appointment, Exercise Sport PT will call me at the number listed below.  If I do not call back by 8:00 a.m. the next day, Exercise Sport PT has the right to cancel all future appointments.  A $50 fee will be charged for No Show appointments.          									Patient Initials: 

GENERAL INFORMATION
Best Phone Number to Contact:						

E-Mail Address*:								   
*We will only use your e-mail address within Exercise Sport Physical Therapy.  Your e-mail will NOT be shared with any outside parties.

How do you prefer to receive your appointment reminders:
		Text
		 Call
		 E-mail 		

I confirm that I have read and fully understand the above.			Facility Name:   Exercise Sport Physical Therapy	

															
Patient PRINTED Name							Parent/Guardian PRINTED Name (if Minor Patient)

															
Patient SIGNATURE Name (Parent/Guardian Signature if Minor)		Date			


Would you like a copy of this pages?	 	Yes 		No
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