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GENERAL CONSENT TO MEDICAL TREATMENT

| request and authorize Rohe Therapy, Inc., its agents and employees who may attend me during
outpatient visit, to provide and perform physical therapy. | understand the practice of physical
therapy is not an exact science and that no representations, warranties, or guarantees have
been made by Rohe Therapy as to the outcome of the treatments.

RELEASE OF INFORMATION

| authorize Rohe Therapy, Inc. to release a copy of my medical records and to release any other
information necessary for the provider to obtain payment from my insurance carrier or third-
party payor including Medicare and Medicaid benefits for services rendered to me by Rohe
Therapy, Inc. | further authorize Rohe Therapy, Inc. to disclose information concerning my medical
condition to any other health care provider who is involved in providing me care or treatment.

PERSONAL PROPERTY
Rohe Therapy is not responsible for any loss of or damage to a patient’s property.

FINANCIAL RESPONSIBILITY

* |assign directly to Rohe Therapy, Inc. the payment of my health insurance benefits which are
due for this treatment.

* lalso certify that the information given in applying for payment under Medicare and/or Medicaid
is true and correct.

* IfIfail to pay for these services, | agree to pay the collection agency fees, reasonable attorney
fees and court costs incurred in collecting the debt.
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