PATIENT INFORMATION

Name: Date of Birth:

Address:

Phone (Main): Phone (Work):

Email: Referred By:

Emergency Contact: Phone:

CONSENT FOR TREATMENT

I authorize and consent to medical care and treatment under the direction of Fysiotherapie Hawaii. I acknowledge that there
are no guarantees as in the the results of treatments. I should ask my physician any questions about any diagnosis, treatment,
risk, or complications, alternative forms of treatment, and/or anticipated results of treatment.

I fully understand that physical therapy may involve some exercises that are strenuous and may include, but are not limited
to, muscular strains, sprains, and delayed onset muscle soreness.

NOTICE OF PRIVACY PRACTICES

We are required by applicable federal and state law to maintain the privacy of your health information. We are also required
to give you this notice about our privacy practices, our legal duties, and your rights regarding your health information

We use and disclose health information about you for treatment, payment, and healthcare purposes. We may use or disclose
your health information to a physician and/or other healthcare provider providing treatment to you. We may also use and
disclose health information to discuss treatment options or health-related benefits and/or services with you.

By signing this agreement, you are authorizing our use of your healthcare information for treatment, payment, and/or
healthcare purposes. Without your signature, we cannot use and/or disclose your health information for any reason except
those described in this notice.

NONDISCRIMINATION POLICY

This facility will treat patients within its capabilities, regardless of race, national origin, religious belief, gender, sexual
orientation, martial status, age, veteran status, political beliefs, and/or disability.

FINANCIAL AGREEMENT

Your insurance company requires a copayment/coinsurance to be paid when you seek certain medical services — physical
therapy included. In turn, we are contractually obligated to collect any deductible, copayment, or coinsurance from our
patients. It is your responsibility to call your insurance company and find out your coverage.

I acknowledge that my insurance company and I have an agreement and I am responsible for the payment of any deductible,

copayment, or coinsurance for health services provided to me, or my dependent. Copayment or coinsurance is due at the
time of service. Deductibles and taxes will be calculated within your mailed statement.
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Primary Insurance Secondary Insurance
Insurance Carrier: Insurance Carrier:

Deductible: Deductible:
Copay/coinsurance: Copay/coinsurance:

Credit Card Payment Authorization

O Fysiotherapie Hawaii, Inc. may store my credit card information for future transactions.

O Fysiotherapie Hawaii, Inc. MAY NOT store my credit card information for future transactions.

I, , authorize Fysiotherapie Hawaii, Inc. to charge my credit card on
file for agreed upon services. I understand that my information will be saved to my file for future transactions on my
account.

PATIENT’S RIGHTS & RESPONSIBILITIES

My signature below confirms that I have received the information on my rights and responsibilities as the patient. I have read
this consent and agree to be bound by all of these terms and conditions of service as the patient or the patient’s responsible
representative.

Signature of Patient or Legal Guardian Date

Print Name of Patient/Legal Guardian
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NO SHOW/LATE CANCELLATION POLICY

Your appointment will be classified as a NO SHOW if you are not here
mitial  Within the first 15 minutes of your scheduled appointment time without
providing advance notice and you will be asked to reschedule.

Your appointment will be classified as a LATE CANCELLATION if we
mitial  are not notified more than 24 hours in advance.

You will be charged a $50 NO SHOW/LATE CANCELLATION FEE
mitiai  for either of the above stated.

Special circumstances will be considered on a case-by-case basis.

Print Name Signature

Date



COVID-19 Waiver and Release of Liability

Due to the risk of contracting the COVID-19 virus while participating in in-person
physical therapy and any physical therapy treatments, I hereby, for myself, my heirs,
executors, administrators, or personal representatives, knowingly and voluntarily enter
into this waiver and release liability and hereby waive any and all rights, claims or
causes of action of any kind arising out of my participation in physical therapy, and do
hereby release Fysiotherapie Hawaii, Inc,, their affiliates, managers, employees, staff,
attorneys, volunteers, heirs, representatives, predecessors, successors for any physical
or psychological injury, including but not limited to illness, death, damages, economical
or emotional loss associated with possible exposure to COVID-19 that [ may come into
contact with as a direct result of my participation in physical therapy sessions, including
traveling to and from the clinic.

[ am voluntarily participating in physical therapy and acknowledge that social
distancing practices may not be possible due to the necessary direct patient contact
with the physical therapist, staff, and other patients. [ am participating entirely at my
own risk and am aware of the risks associated with in-person physical therapy
treatments.

[ consent to and authorize Fysiotherapie Hawaii, Inc. to administer physical therapy
treatments that may not include recommended social distancing practices.

[ have the right to choose what treatment(s) I do or do not receive in addition to
withdrawing from any treatment at any time.

[ agree to have a forehead temperature scan at the start of each session, and will not
participate if [ have a temperature above 100°F. I agree to wear a face mask which covers
my mouth and nose while in direct contact with the physical therapist, any staff member, or
other patients.

I have read and understood this waiver and release of liability and agree to be bound by its
provisions.

Print Name: Date:

Signature:
(If under 18 years old, parent or guardian signature)




