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Edema Therapy Solutions
Patient HIPAA Acknowledgement and Consent Form
I acknowledge that I have been offered the practice/clinic’s Notice of Privacy Practice and Patient Rights forms, which describe how the practice/clinic may use and disclose my healthcare information for its treatment, payment, healthcare operations, and other described and permitted uses and disclosures, I understand that I may contact the Compliance Officer designated on the notice if I have a question or complaint. I know this information may be disclosed electronically by the Provider and the Provider’s business associates. To the extent permitted by law, I consent to the use and disclosure of my information for the purposes described in the practice/clinic’s Notice of Privacy Practice/clinics.

Communication about My Healthcare: 
I agree that the Provider or an agent of the Provider or an independent physician’s office may contact me to schedule necessary follow-up visits recommended by the treating physician.
Consent for Photographing or Other Recording for Security and Health Care Operations: 
Photographs, digital or audio recordings, and images of me will be taken to document the condition. Images may be used for insurance and educational purposes. I consent and understand that the practice/clinic retains the ownership rights to the photos and recordings. I know that these images and/or recordings will be securely stored and protected. Images and/or recordings in which I am identified will not be released and/or used outside the facility without specific written authorization from my legal representative or me unless otherwise permitted or required by law.
Consent to Email, Cellular Telephone, or Text Usage for Appointment Reminders and Other Healthcare Communications: 
If at any time I provide an email address or cellphone number at which I may be contacted, I consent to receive unsecured instructions and other healthcare communications at the email or text address I have provided or you or your secure servicer have obtained, at any text number forwarded, or transferred from that number. These instructions may include, but not be limited to, follow-up instructions and educational information. Other healthcare communications may include but are not limited to, communications to family or designated representatives regarding my treatment or condition or reminder messages to me regarding appointments for medical care. You may opt out of these communications at any time with written notification.  
Release of Information: 
I permit the practice/clinic and other health professionals involved in outpatient care to release healthcare information for treatment, payment, or healthcare operations.
· Healthcare information may be released to any person or entity liable for payment on the Patient’s behalf to verify coverage or payment questions or for any other purpose related to benefit payment. 
· If I am covered by Medicare or Medicaid, I authorize the release of healthcare information to the Social Security Administration or its intermediaries or carriers for payment of a Medicare claim or to the appropriate state agency for payment of a Medicaid claim. This information may include, without limitation.
· Federal and state laws may permit this facility to participate in organizations with other healthcare providers, insurers, and/or other healthcare industry participants and their subcontractors for these individuals and entities to share my health information with accuracy and increase the availability of my health records; decreasing the time needed to access my information; aggregating and comparing my information for quality improvement purposes; and such other purposes as may be permitted by law. This consent includes explicit information concerning psychological conditions, psychiatric conditions, and/or infectious diseases including, but not limited to, bloodborne diseases, such as HIV and AIDS.
· I understand it is a service to the patient to bill your insurance, and it is the responsibility of the patient’s/patient’s guardian to ensure payment for medical services is rendered. Patient/Representative may revoke or modify this specific authorization, and that revocation or modification must be in writing. I certify that I have read and fully understand the above statements from all pages and consent fully and voluntarily to their contents.
· Patients that fail to cancel their appointment within 24 hours will be charged a $50 no-show fee to reschedule.
__________________________       ___________________________        ______________        
Patient Name			   Patient Signature			             Date

Physical Therapy involves using many different types of physical evaluation and treatment. At Edema Therapy Solutions, we use a variety of procedures and modalities to help us to try and improve your function. As with all forms of medical treatment, there are benefits and risks involved with physical therapy. 
Since the physical responses to a specific treatment can vary widely from person to person, it is not always possible to accurately predict your response to a specific therapy modality or procedure. We are not able to guarantee precisely what your reaction to a particular treatment might be, nor can we guarantee that our treatment will help the condition you are seeking treatment for. There is also a risk that your treatment may cause pain or injury or may aggravate previously existing conditions.
Your physical therapist will explain the type of treatment he or she is planning based on your history, diagnosis, symptoms, and testing results. You may also discuss with your therapist the potential risks and benefits of a specific treatment might be. You have the right to decline any portion of your treatment during your session. 
Therapeutic exercises are an integral part of most physical therapy treatment plans. Exercise has inherent risks associated with it. If you have any questions regarding the type of exercise you are performing and/or any specific risks with your exercises or treatment, your therapist will be glad to answer them. 

__________________________  ____________________________      _____________        
Patient Name			  Patient Signature			             Date
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Effective 10/10/2022     A photocopy of this consent shall be considered valid as the original.
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