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I,       , have read a copy of the privacy practices. (This document is 
available at our front desk). 

_____(initial) Cancellation Policy 
 
If  the  patient  cannot  adhere  to  a  scheduled  appointment,  it  is  the  patient’s  responsibility  to  call  the  office  to  
cancel before 24 hours of the scheduled appointment. A fee of $65.00 will be charged for the first appoint-
ment that is cancelled with less than 24 hours notice and $135.00 for each subsequent appointment. If you 
sign up for any self-treatment class and do not cancel with 24 hours notice you will be charged $25.00 per 
class. 
 
______(Initial) Late Policy  
 
Our office is one of the few physical therapy practices that allows one hour treatments for each of our pa-
tients one-on-one with a therapist. Because our practice is a specialty practice we schedule appointments 
for one full hour each visit. That hour is dedicated just for you. We do not see any additional patients dur-
ing that hour like traditional Physical Therapy. Because we offer one on one treatments for that full hour, 
your insurance carrier will only pay for time that you are in our office receiving treatment or being as-
sessed. Therefore, any time you miss for that treatment hour will be your responsibility. Insurance does not 
cover late or missed appointment fees. Insurance is billed in increments of 15 minutes therefore any missed 
treatment time for 8-15 minutes will cost you approximately $25.00 per 15 minutes (depending on your 
insurance carrier). This does not include your copay or coinsurance.  
 We want every patient to receive as much treatment as possible each visit. So, it is very important 
to arrive for your appointment on time and be prepared to stay for approximately an hour. If you have any 
questions or concerns, please feel free to speak with one of our office staff. Thank you for allowing us to 
participate in your healthcare program. It is an honor and a pleasure to have you at our practice. 
______(Initial) RELEASE OF MEDICAL INFORMATION 
 
I DO / I DO NOT  (circle one) authorize Hands On Physical Therapy to release medical information to my 
spouse, parent or guardian. 
______(Initial) Contact Permission 
 
In the event that Hands On Physical Therapy needs to contact you (patient) regarding appointments, bill-
ing, treatment or any other reason, it is permissible to: 
   Leave a message on the answering machine. Phone# you wish us to call ___________________ 
   Speak with a spouse/significant other. 
   Speak with other family members. 
______(Initial) Consent to Treatment 
 
I consent to the performance of examinations, and rendering of treatment by the medical provider and their 
designated  medical  office  staff  as  is  deemed  necessary  in  the  medical  provider’s  judgment. 

______(Initial) Authorization/ Assignment/ Financial Responsibility 
 
I authorize the release of any medical information necessary to process an insurance claims on my behalf. I 
understand that I am financially responsible for all charges and that I am responsible for obtaining any re-
ferrals required by my insurance carrier. I request that my medical insurance/ automobile insurance carrier 
make payment directly to Hands On physical Therapy for services rendered to me. As a courtesy, my 
charges will be filed with my insurance carrier; however, I will be billed if the claims are denied or are not 
paid in a timely manner. Should my account become a collection problem, additional charges may be  
incurred. 

My signature below indicates that I have read and am in agreement with all statements that I have initialed 
above. 

Signature of Patient (or Guardian) Date 



Patient Copy

Cancellation Policy  

If  the  patient  cannot  adhere  to  a  scheduled  appointment,  it  is  the  patient’s  responsibility  
to  call  the office to cancel before 24 hours of the scheduled appointment. A fee of $65.00 will 
be charged for the first appointment that is cancelled with less than 24 hours notice and $135.00 
for each subsequent appointment. If you sign up for any self-treatment class and do not cancel 
with 24 hours notice you will be charged $25.00 per class.  

Late Policy   

Our office is one of the few physical therapy practices that allows one hour treatments for each of 
our patients one-on-one with a therapist. Because our practice is a specialty practice we schedule 
appointments for one full hour each visit. That hour is dedicated just for you. We do not see any 
additional patients during that hour like traditional Physical Therapy. Because we offer one on 
one treatments for that full hour, your insurance carrier will only pay for time that you are in our 
office receiving treatment or being assessed. Therefore, any time you miss for that treatment hour 
will be your responsibility. Insurance does not cover late or missed appoint-ment fees. Insurance 
is billed in increments of 15 minutes therefore any missed treatment time for 8-15 minutes will 
cost you approximately $25.00 per 15 minutes (depending on your insur-ance carrier). This does 
not include your copay or coinsurance.   
 We want every patient to receive as much treatment as possible each visit. So, it is very 
important to arrive for your appointment on time and be prepared to stay for approximately an 
hour. If you have any questions or concerns, please feel free to speak with one of our office staff. 
Thank you for allowing us to participate in your healthcare program. It is an honor and a pleasure 
to have you at our practice. 

Patient CopyAuthorization/ Assignment/ Financial Responsibility  

I authorize the release of any medical information necessary to process an insurance claims on 
my behalf. I understand that I am financially responsible for all charges and that I am responsi-
ble for obtaining any referrals required by my insurance carrier. I request that my medical 
in-surance/ automobile insurance carrier make payment directly to Hands On physical Therapy 
for services rendered to me. As a courtesy, my charges will be filed with my insurance carrier; 
however, I will be billed if the claims are denied or are not paid in a timely manner. Should my 
account become a collection problem, additional charges may be incurred. 
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