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Hands On Therapeutics 

Consent for Care & Treatment

I understand by signing below, I am giving consent to Hands On Therapeutics to furnish physical therapy care and treatment considered necessary and proper in diagnosing and treating my physical condition.
    Assignment of Benefits & Release of Information:

I authorize this clinic to release any information required in the course of my examination or treatment and permit payment directly to them at their election, any benefits due me for their services. I recognize and accept personal responsibility for any balance remaining after payment of such benefits. I understand that there is a complaint log at the receptionist ‘s desk and that if I choose to register a complaint, there will be no repercussions of any kind. In the case of a massage I am aware that my insurance does not cover any of the cost and that I am fully responsible for the payment. 

I understand I have the right to request restrictions as to how my health information may be used or disclosed to carry out treatment, payment, or healthcare operations and that this organization is not required to agree to the restrictions requested.  I understand that I may revoke this consent by contacting Hands On Therapeutics and requesting a Revocation of Consent Form. I understand revoking my consent does not affect disclosures already made in reliance of my prior consent.

This consent is given freely with the understanding that any and all records, whether written, oral or in electronic format, are confidential and cannot be disclosed without my prior written authorization, except when authorized by law. A photocopy or fax of this consent is valid as this original.
Opt in for Text Message Appointment Reminders:  

Yes             No
_________________________________                         _________________________

        Print Patient’s Name                                                                               Date

_________________________________                          _________________________

Patients signature (or representative)                                           Patient’s Date of Birth
------------------------------------------------------------------------------------------------------------------------------
 Witness :____________________________________                  Date:___________________
                                                  675 Old Ballas Suite 210
                                                     St. Louis, MO 63141

314-994-7468 --Telephone                                                    314-994-0796--Facsimile 
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