VOLUNTARY CONSENT FOR TREATMENT, PAYMENT and OPERATIONS

AT HERSHEY PHYSICAL THERAPY SERVICE.

I do hereby voluntarily consent for any associated physical therapist at Hershey Physical Therapy Service to evaluate and perform treatment as is necessary or advisable in their judgment.  I also voluntarily consent for any associated physical therapy assistant at Hershey Physical Therapy Service to treat under the direct supervision of a physical therapist.

I hereby give consent to Hershey Physical Therapy Service to release information from my medical record, concerning my treatment to my insurance company, or my physician or the following persons.  Please check all that apply. 

[ ]
Spouse





[ ]
Other 

[ ]
Parents, if over age 18

[ ]
Patient’s children

[ ]
Other family members (specify)

I authorize direct payment of medical benefits, including major medical benefits, which Hershey Physical Therapy Service is entitled to.  

_______________________

_________________________________________


Date




Signature of patient or guardian, if minor

Person to notify in case of emergency
________________________________________________________________________

Name




Relationship


Phone #
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