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[bookmark: _heading=h.gjdgxs]PATIENT ACKNOWLEDGEMENT 
[bookmark: _heading=h.bx8ttw7i6qu4]Patient Name: _______________________  DOB: ___________
[bookmark: _heading=h.b3dlytq2w4w1]
[bookmark: _heading=h.vtxtsp35uug1]HIPAA ACKNOWLEDGEMENT- All patients must initial one of the following:
[bookmark: _heading=h.gxsh1y81bwf3]___ I hereby acknowledge that I have been provided a copy of the Notice of Privacy Practices
[bookmark: _heading=h.8mxilpgeymg9]___ I hereby acknowledge that I have been provided a copy of the Notice of Privacy Practices but decline to accept at this time.
[bookmark: _heading=h.3sfzbvqrlcfd]Acceptable method of Contact: ____Home  ___ Cell  ____ Work ____ Email
[bookmark: _heading=h.k71s5kbm657r]Do you give permission for us to leave a message: _____ Yes  _____ No
[bookmark: _heading=h.v8eyw1jd60hh]May we phone, email, or send a text to you to confirm appointments ____ Yes ____No
[bookmark: _heading=h.m8sp04s5f8kk]May we discuss your medical condition with any member of your family? ____ Yes ____ No
[bookmark: _heading=h.nctxj6n6ujkn]Name: _____________________________ Relationship: __________________
[bookmark: _heading=h.u27pyztxa71t]________________________________________________________________________________________
[bookmark: _heading=h.y8jpgqq8hzg4]Cancellation and No Show Policy
[bookmark: _heading=h.wlg6cpel5x1d]It is expected that you actively participate in the recovery process and give 100% effort towards the goals established for you, your therapist, and doctor. Your attendance is critical to the success of the program, therefore, missed appointments may be reported to your physician, insurance carrier, employer and vocational counselor. Additionally, if I fail to shop for a scheduled visit or to reschedule any visit within 24 hours prior to scheduled time, I will be charged a $45 No Show/Cancellation fee.
[bookmark: _heading=h.qzxegumit781]_____ I hereby acknowledge that I have read and understood the above statement regarding No Show/Cancellation fee
[bookmark: _heading=h.6titugkcpp63]________________________________________________________________________________________
[bookmark: _heading=h.j4x0i82d23xr]Covid-19 Policy Acknowledgement
[bookmark: _heading=h.xzgqs7x8fl9v]_____ I hereby acknowledge that I have read and understood the practices Covid-19 policy; and to the best of my knowledge have not tested positive for Covid-19 or come in contact with someone who has in the last 2 weeks.
[bookmark: _heading=h.kj66qrfim2aa]________________________________________________________________________________________
[bookmark: _heading=h.p4x30ngws37k]I _______________________________ herein authorize Fyzical Therapy and Balance Centers of South Frederick to use, edit, copy, exhibit and distribute and use any video and/or photos of me for any lawful purposes, such as marketing and social media and for any future formats. I agree that I will not be compensated and will not receive any payments/royalties for the use of my likeness and/or have agreed to this video and/or photograph release condition without compensation. I consent that the video and/or photograph is the sole property of Fyzical Therapy and Balance Center of South Frederick. I release Fyzical Therapy and Balance Center of South Frederick from any liabilities, petitions, and cause of actions caused by me or by my heirs, executives, or any other party and will hold him/her harmless.
[bookmark: _heading=h.2aheh4mmatb0] _____________ _______________________ (Signature) __________________ (Date)
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