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Patient Consent and Acknowledgment Form 

 

 

Patient name: ________________________________________     Date:_____________ 

 

A. GENERAL CONSENT FOR MEDICAL TREATMENT:  I hereby authorize 

Houghton Physical Therapy and Sports Conditioning to examine, test and treat me 

for my medical condition.  I am aware that the practice of medicine is not an exact 

science, and I understand that no guarantees have been made to me regarding the 

result of and treatment. __________ (initial) 

 

B. ASSIGMENT OF BENEFITS:  In consideration of the services rendered to the 

patient, the undersigned agrees. Whether signing as agent or patient, to pay the 

account of Houghton Physical Therapy and Sports Conditioning in accordance 

with the rates on his/her behalf directly to Houghton Physical Therapy and Sports 

Conditioning.  I understand I am financially responsible to Houghton Physical 

Therapy and Sports Conditioning for charges not covered by this assignment.  

__________ (initial) 

 

C. ASSIGNEMENT OF MEDICARE INSURANCE BENEFITS:  I certify that the 

information given by me in applying for payment under Title XVII of the Social 

Security Act is correct.  Further I do hereby request that payment of authorized 

benefits be made in my behalf and assign the benefits for Physical Therapy to said 

practice.  I understand that I am responsible for any health insurance deductible, 

coinsurance and non-covered services.  This authorization shall be valid only for 

the period of time necessary to process claims pertaining to my treatment.  

__________ (initial) 

 

D. HOUGHTON PHYSICAL THERAPY AND SPORTS CONDITIONING 

NOTICE OF PRIVACY PRACTICES:  At the time of my appointment I received 

a copy of the “NOTICE OF PRIVACY PRACTICES”, explaining how medical 

information about me may be used and disclosed and how I can get to this 

information.  __________ (initial) 

 

_________________________________       _________ 

*Patient signature                                                 Date 

 

     _________________________________       _________          __________________ 

Patient’s Agent, representative or spouse            Date                        Relationship 

 

            

            

          


