





CONSENTS & AUTHORIZATIONS

Consent to Treatment:   I hereby grant ED Huffman Enterprises LLC., d/b/a Joints In Motion, PT the authority to evaluate and treat me/my dependent and order the examination, test, treatment and other clinical services necessary for my care and treatment.

Insurance Authorization:   I hereby authorize Joints In Motion, PT to furnish my insurance carrier with information concerning my illness and treatment. I also authorize electronic transmission of my insurance claim to the carrier.

Medicare Assignment:   I herby request that payment of authorized Medicare Benefits be made to Joints In Motion, PT for services provided.

Consent to Electronically Transmit (FAX):   I hereby authorize Joints In Motion, PT permission to electronically transmit (FAX) copies of medical records or patient information to any and all referring physicians, hospital, auxiliary services referred by this practice, or firms that have been your representative.
It is my understanding that there are instances when electronically transmitted information may go somewhere other than the number dialed due to switching malfunctions at the phone company and Joints In Motion, PT will not be held responsible.

Reasonable and Customary:   I understand that Joints In Motion, PT is a specialist and that fees charged may be in excess of what my insurance carrier considers reasonable and customary. I understand that if my insurance company fails to pay, Joints In Motion, PT is not held responsible. Where the law or a payor contract does not prohibit payment by me I acknowledge responsibility for any/all account balances.

Payment of Visits:    Payment will be rendered in full at the time of service or upon agreement with the billing staff payment can be made on a weekly basis. Payments may be made in the form of cash, check, American Express, Discover, Mastercard, or Visa. A $25.00 service fee will be charged on all returned checks.

New Referral Required After Discharge:    I understand that if I do not attend therapy for two weeks or miss three consecutive appointments that I am subject to discharge. Once I have been discharged, I understand that I will need a new physician’s order/referral for any further therapy and will be receiving a new evaluation. This is in compliance with the Texas State Law. 

Patient Rights:   I realize I have the right to refuse any drugs, treatments or procedures to the extent permitted by law. I acknowledge that medicine is not an exact science, no guarantees or warranties can be made to me regarding the results of any treatments at this facility. I understand that information from any medical record(s) kept by this facility may be used for educational administrative, and/or facility approved purposes when my personal identity will not be revealed. 

This facility takes photographs of patients while performing therapy to be displayed on the facility website. Do you consent to have your photograph taken? Yes_____ No _____ 


I HAVE READ AND FULLY UNDERSTAND THE ABOVE GENERAL CONSENT FORM AND ANY QUESTIONS I MAY HAVE HAD, HAVE BEEN ANSWERED TO MY SATISFACTION. 


Name of Patient __________________________________________________   			
                                                          (Please Print)		 


Signature of Patient ______________________________________________                    _________________________
                                             (Parent or Guardian if patient is a minor –under 18)                                                   Date 

Please visit our website
www.jointsinmotionpt.com
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