
Achieve Orthopedic Rehab Institute   

 

Patient Name:  

 -  
 

Date of Birth 

Patient Address  

 

Patient Phone: 

 

Patient SSN: 

Patient Email: 

 

Emergency Contact Name: 

 

Emergency Contact Phone: 

 

Primary & Secondary Insurance Name: 

Insurance Policy Holder Name: 

 

Insurance Policy Holder DOB: 

ONLY FOR WORKERS COMPENSATION 

Injury Date: Claim Number: 

 

WC Adjuster name: Adjuster Phone#: 

Employer Name: State that injury happened: 

Employer Address: 

Please Read and Initial the following 

I have informed Achieve Staff of any insurance coverage or changes that I am aware of.   
 

    Initial 

I understand that as a courtesy Achieve Staff will be verifying my insurance benefits. However, 

I understand that a quote of benefits is not a guarantee of payment. 

 
 

    Initial 

I understand that Co-Pays, Deductible and Co-Insurance specified by my insurance are my 

responsibility at the time of service. These fees are not negotiable. 

 
 

    Initial 

I understand appointment cancellation and the No-Show policy includes failure to give 24 hours 

prior notice and will result in $75 fee. This fee can’t be billed to your insurance company and 

will be your responsibility. This will be billed to your card on file. 

 
 

    Initial 

I authorize Achieve Orthopedic Rehab to leave message/voicemail as needed   
 

    Initial 

 

Print Patient Name:       Date:    
 
Patient Signature:           



Achieve Orthopedic Rehab Institute

PATIENT CONSENT/AUTHORIZATION FORMS

o CONSENT OF TREATMENT: I authorize Achieve Ortho Physical Therapist (s) to
perform treatments including but not limited to Therapeutic Exercises, Pain treatment
modalities (interferential, ultrasound, e-stimulation, ice/heat) and Manual Therapy.
o I also certify that no guarantee or assurance has been made as to the results that may be
obtained. I have read and understand the above. I consent to participate in the Evaluation and
treatment offered to me. I understand that I may stop treatment anytime.

Initial
o RELEASE OF MEDICAL RECORD: In order to ensure proper follow up and
continuity of care, I agree that a copy of my Medical Record may be release to my referral
Physician and/or my insurance company any information required in the course of my
examination or treatment which is necessary to process claims for services rendered.
o I also authorize Achieve Orthopedic Rehab to discuss my medical condition with another
person (spouse, care-taker, attorney, other)
Please let us know whom you authorize: ___________________________________ Initial

o INSURANCE AUTHORIZATION: I request that payment of authorized benefits be
made to Achieve Ortho Rehab on my behalf for any services provided to me.
o I agree to pay for all my charges not covered. I authorize a copy of this authorization to
be used in place of the original.

Initial
o CONSENT OF RELEASE AND USE OF CONFIDENTIAL INFORMATION: I have
the right to examine and obtain a copy of my health records at any time. Should any Medical
records be requested must be submitted in writing.

Initial
o We have taken all precautions that are known by this office to assure that your records
are not readily available to those who do not need them. Patients have the right to file a formal
complaint about any possible violations of these policies and procedures.

Initial
o I understand that this consent is valid until it is revoked by me. I understand that I may
revoke at any time by giving written notice of my desire to do so to the Physical Therapist. I also
understand that I won’t be able to revoke in cases where PT has already relied on it to use
disclose my health information. Initial
o I understand that Achieve Ortho Rehab has reserved the right to change his or her
privacy practices that are described in the notice. I also understand that a copy of any revise
notice will be provided to me.

Initial
IF THE PATIENT REFUSES TO INITIAL & SIGN THIS CONSENT FOR THE PURPOSE OF TREATMENT,
ACHIEVE ORTHOPEDIC REHAB HAS THE RIGHT TO REFUSE CARE

Print Patient Name: Date:

Patient Signature:






	Manual 2023 Demo form
	2023 Consent forms

