ADIAS

THERAFPY & SPORTS MEDICINE, INC.

CONDITIONS OF ADMISSION

Medicare has implemented the Therapy Cap. The Cap states that Medicare will only allow
$1810 a year for 2008 for outpatient Physical and Speech language pathology services
combined. For this office that is an average of 15 visits per year. There are
exceptions for certain diagnoses; our office can get approval for more visits.

I authorize the payment of medical benefits directly to this office for services
rendered. I understand that I am financially responsible for charges not covered by this

authorization, except where prohibited by law.

Printed Name Date

Patient’s Signature
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We appreciate 24 hour notification of cancellations. If there are consistent lapses in
scheduled attendance, you will incur a $30.00 fee that will be assessed to your account.

TREATMENT CONSENT: The patient is under the control of his physician, and undersigned
consents to any treatment of procedures rendered the patient by Atlas Physical Therapy
under the general and specific instructions of the physician. It is further understood
that Atlas Physical Therapy is authorized to carry out all instructions of the patient’s
physician and that Atlas Physical therapy is herby relieved of any and all liability
occurring from the performance of the physician’s instruction.

I request and authorize the staff of Atlas Physical Therapy to provide me with treatment,
and to perform any procedures now contemplated or such additional procedures as my
physician may deem reasonable and necessary.

I acknowledge that I have received/declined a copy of the Notice of Our Privacy Practices
from the office of Atlas Physical Therapy & Sports Medicine, Inc. Initials of Patient

I understand that some of my health information may be used and/or disclosed by Atlas
Physical Therapy to carry out treatment, payment, or health care operations, and that for
a amore complete description of such uses and disclosures, I should refer to your privacy
notice entitled, “Notice of Our Privacy Practices.” I understand that I may review this
privacy notice at any time prior to signing this form.

I understand that over time your privacy practices may need to change in accordance with
the law and that if I wish to obtain a copy of this notice as revised, I can call your
office to request such copy.

I understand that I may request restrictions on how my information is used or disclosed
to carry out treatment, payment, or health care operations and that I can also revoke
this consent in writing, but only to the extent that your practice has not taken action
in reliance thereon.

I understand that for my protection any requests to amend my health information or to
access my medical records must be made in writing.

Patient Signature Date

Witness (Person securing Request) Date




