
Informed Consent
Patient Name: ___________________________________________

Informed Consent:

✔ I consent to and authorize physical therapy, occupational therapy, or speech language pathology treatment for myself or the above patient
(minor), as deemed medically necessary.

✔ I authorize the release of all correspondence and medical records to other medical providers who are involved in my care, or the above patient
(minor).

✔ I authorize the release of medical records necessary to process all insurance claims.
✔ I assign all medical benefits to be paid directly to PHYSICAL THERAPY @ ACAC.
✔ I am responsible for any costs that incur while I am a patient that may go above my insurance coverage.
✔ Any copayment or coinsurance is to be paid at each visit unless I make other arrangements.
✔ I acknowledge that I have received or been offered a copy of PHYSICAL THERAPY @ ACAC’S notice of privacy policies.
✔ I understand there is a $60.00 cancellation fee if I do not give 24 hours’ notice when canceling my appointment.
✔ I am aware that billing for PHYSICAL THERAPY @ ACAC is handled by WebPT (855-873-4115) and invoices will be sent by WebPT.

Account Information Consent:

I authorize PHYSICAL THERAPY @ ACAC and WebPT representatives to discuss my account (therapy and billing) with the following individuals:

Name and Relation: ______________________________________________________________________________________________________

Telehealth Visit Permission to Treat: (in the event you choose Telehealth at any time during your treatment)

I, ________________________ (print name), consent to participating in a telehealth visit with a Physical Therapist, Occupational Therapist, or Speech
Language Pathologist, who is an employee of PHYSICAL THERAPY @ ACAC.  I understand that the evaluation and treatment of current medical
condition(s) using a synchronous video and/or audio call is under the Physical Therapy, Occupational Therapy, or Speech-Language Pathology scope of
practice similar to a clinic visit and will be carried out by a licensed practitioner.

I understand that the telehealth session will use Zoom, a computer application that allows for encrypted video meetings.  Encrypted meetings are private
meetings between the Therapist or Pathologist and the patient that keeps health information on a secure line, prevents hacking, and reduces invasion of
privacy.   I understand that the version of Zoom used for telehealth visits does not have a business contact to be HIPAA compliant, however, Zoom does
follow HIPAA guidelines to ensure private health information is kept secure throughout the session. This private health information is not stored after
completion.  No recording of the session will be done unless verbal consent is given.

I understand the Therapist or Pathologist will conduct the session in a space that is conducive for keeping health information private and maintain
professional guidelines.

I have also reviewed the general informed consent for treatment from the clinic, PHYSICAL THERAPY @ ACAC.  The current clinic policies apply to
telehealth visits as well.

I understand that if these telehealth visits are billed to my insurance, I will be responsible for my copay prior to the start of each visit. If my insurance
cannot be billed, I understand I will be responsible for my payment prior to the start of each visit.   The Therapist or Pathologist has the right to refuse
treatment if payment is not received.

_____________________________________________________________________________________                         _____________________
Signature of patient, parent, or legal guardian Date

_______________________________________________________________________________________________________________________
*MINORS: Parent/Guardian Signature Printed Name Date of Birth

Relationship to Patient: ________________________________


