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NOTICE OF POLICIES & CONSENTS  

 

 

Patient’s Full Name                                                                                               Date of Birth           /       / 
 

CONSENT TO TREATMENT 
I do hereby consent to such treatment by the authorized personnel of Reynolds & Associates Physical Therapy Inc. as may be dictated by prudent medical 

practice by my illness, injury, or condition. This consent is intended as a waiver of liability for such treatment except acts of negligence. 
 

ASSIGNMENT OF BENEFITS 
I hereby assign all medical benefits to which I am entitled to Reynolds & Associates Physical Therapy, Inc. in the event they file insurance on my behalf.  

I understand that I am financially responsible for all charges whether or not paid directly by said insurance.  I hereby authorize said assignee to release all 

information necessary to secure the payment of said benefits. 
 

CONSENT TO RELEASE OF MEDICAL RECORD INFORMATION 

I grant permission for Reynolds & Associates Physical Therapy, Inc. to obtain information from my physician and other medical professionals as it relates 

to my treatment. 
 

NOTICE OF INFORMATION PRACTICES (HIPAA) 

I have received, read and fully understand Reynolds’s and Associates Physical Therapy, Inc.’s Notice of Information Practices.  I understand that Reynolds 

and Associates Physical Therapy, Inc. may use or disclose my personal health information for the purposes of carrying out treatment, obtaining payment, 

evaluating the quality of services provided and any administrative operations related to treatment or payment.  I understand that I have the right to restrict 

how my personal health information is used and disclosed for treatment, payment and administrative operations if I notify the practice.  I also understand 

that Reynolds & Associates Physical Therapy, Inc. will consider the request for restrictions on a case by case basis, but does not have to agree to requests 

for restrictions. 
 

DESIGNATED INDIVIDUAL(S) AUTHORIZATION (Optional) 

I authorize one or all of the designated parties listed below to request and receive the release of any protected health information regarding my treatment, 

payment or administrative operations at Reynolds & Associates Physical Therapy, Inc. I understand the identities of designated parties must be verified 

before the release of any information. 

   

     Authorized Designee ___________________________________________  Relationship __________________________  

 

     Authorized Designee ___________________________________________  Relationship __________________________ 

 

PATIENT INFORMATION CONSENT  
I hereby consent to the use and disclosure of my personal health information for purposes for purposes as noted in Reynolds and Associates Physical 

Therapy Inc.’s Notice of Information practices.  I understand I retain the right to revoke this consent by notifying the practice in writing at any time. 
 

 Verification of coverage is not a guarantee of benefits.  We will file with your insurance company (if applicable).  Actual plan 

coverage and benefit payment is determined when the claim is received and processed by your insurance company.  You will be held 

responsible for any difference not paid by your insurance(s).  

 Please be aware that copayments, coinsurances or deductibles are due at the time services are rendered.  If special arrangements 

need to be made, please discuss them in advance.  If you cannot pay at the time of service, we will gladly reschedule your appointment 

for you. 

 If you cannot keep your appointment for any reason, please call 48 hours prior to your appointment.  If you cancel the day of 

your appointment or if you do not show, a $25 cancellation fee may be applied.  These charges will not be billed to nor paid by your 

insurance.  If you cancel at least 48 hours ahead of your appointment, you will not be billed a cancellation fee.  Additionally if you have 

multiple cancellations and/or no shows we may discharge you from physical therapy services and notify your doctor.  

 All supplies are payable at the time of service.  We will not bill your insurance company for supplies. 

 There will be a $25 charge for all returned checks. 

 

A copy of this assignment shall be considered as effective and valid as the original. 
 

 

By my signature below, I certify that I have read, understand, and agree to each of the above statements. 
 

________________________________________________________                                                   ____________________________________ 

Signature (Patient and/or parent or legal guardian)                                                                    Date  

 

 

hello@kennypt.com

Kenny & Associates Physical Therapy, Inc.




