
  

CONSENT TO TREAT (TELEHEALTH)  
 
____    I hereby consent, by my own free will, to voluntarily engage in the virtual/ tele-health session, 
through telephone or video conferencing (Doxy.me, Zoom or any other video platform).                                                                                                                                                           
____    I hereby consent to the evaluation and treatment of my condition by a licensed physical 
therapist (from Physical Therapy U, Inc.). I understand that the physical therapist will explain the 
nature and purposes of these procedures, evaluation, and course of treatment.  
____    I understand that recommendations will be made by my therapist, based on the findings in this 
session, for improvement of my pain and overall wellness. I understand that I may be directed through 
specific activities, exercises and/ or movements as instructed by my therapist.  I am aware that my 
physical therapist will inform me of expected benefits and complications, and any discomforts, and risk 
that may arise, as well as alternatives to the proposed treatment and the risk and consequences of no 
treatment.                                                                     
____    I have been informed and understand that during my participation in any sessions, I will be 
responsible for honestly reporting any symptoms I may have, such as pain, fatigue, shortness of breath, 
pain or ANY other findings.  
____    I know that it is my right to stop any activity at any time, during any session, as well as it being 
my obligation to inform the therapist of any symptoms, should any develop (as indicated above). 
____    I understand that my therapist will make every effort to address my symptoms, functional 
deficits (if any) and concerns and that the goal is for total alleviation of symptoms and/ or 
improvement of function. Even with the best program there is a possibility that I may not notice 
changes or improvements.  
____    I recognize that these sessions will allow me to learn ways to move better, feel better and teach 
me techniques and skills that I can utilize independently on a daily basis and improve my quality of 
life.  
____    I am aware that addressing my symptoms or diagnosis may take a few sessions and I am required 
to closely follow all provided instruction to ensure improvements within at least 4-6 sessions (if not 
sooner).  
____    I understand that the number of sessions will vary based on the primary complaints and 
symptoms and that this reference serves as an average and not a definite number. 
____    I understand that I am 100% responsible for payment that my insurance company does not cover. 
____    I agree that I choose by my own free will to participate and invest in this service. 
____    In taking part in these sessions, via phone or video platform, I acknowledge that I am fully 
responsible for any and all risks, injuries, or damages, known or unknown, which might occur as a 
result of my participation.                  

By signing below, I hereby WAIVE AND RELEASE (Physical Therapy U, Inc.), its owners, officers, 
employees, and instructors from any claim, demand, cause of action of any kind resulting from or 
related to my participation in the online/ telehealth sessions.  
 
Patient Name: _____________________________________________ Date: ______________________ 
 
Patient Signature: 
_____________________________________________________________________________  



  

AUTHORIZATION TO RELEASE INFORMATION &  
 E-COMMUNICATION POLICY 

I hereby authorize the release of any information by telephone or in writing, including reports 
of diagnosis, treatment, prognosis, recommendations, benefits payable, and any other data 
pertinent to my treatment, by Physical Therapy U, Inc. to my physician(s) as well as any 
organization responsible for payment of my account. I authorize my 3rd party payer company 
to pay medical benefits directly to Physical Therapy U, Inc. in instances where a claim has 
been filed by Physical Therapy U, Inc. on my behalf.  

I hereby consent to have my physical therapist from Physical Therapy U, Inc. communicate via 
email, fax or phone with me, my referring physician and my insurance company regarding the 
following aspects of my medical care: appointments, progression or status of treatment, new 
or changing symptoms, determination of readiness to return to work, prescriptions, 
authorization or billing. I understand that email is not a guaranteed confidential method of 
communication. I further understand that there is a risk that email communications between 
my physical therapists and me or my referring doctor may be intercepted by third parties or 
transmitted to unintended parties. I also understand that any email communications between 
my physical therapist and me or my referring physician regarding my diagnosis or medical 
care will be made a part of my medical record. I understand that in an urgent or timely 
situation, or for any scheduling needs, I should call Physical Therapy U, Inc. and not rely on 
email.  
 
Preferred method of communication:  
 
Phone- call/ text (   ) 
_______________________________________________________________  
 
Email (   ) ________________________________________________________________________ 
 
I authorize my therapist to communicate on my behalf with my medical providers for the 
benefit of my overall success.  I have read and agree with the information mentioned above.  
 
Name: _______________________________________   Date: _______________________  


