Family Physical Therapy

Medical release and assignment

To: ___________________________________________________________

(insurance company and physician may receive a copy)

I hereby authorize Family Physical Therapy to release any information regarding my diagnosis and treatment to my above stated insurance company and physician, which may be necessary to process claims. I also request and authorize payment of therapy services directly to Family Physical Therapy.  I also release my medical records to the above named insurance company and referring physician upon request. If payment is not received within a reasonable length of time, the bill will then become my responsibility. I agree that if I do not carry health insurance, I am ultimately responsible for all services rendered by Family Physical Therapy.

_____________________________               __________

Patient signature 



 Date

