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Patient Agreement 

Consent for Treatment: I authorize the staff of Omni Physical Therapy Services (Omni PT), and consultants to 

undertake such evaluations, diagnostic and treatment procedures, which in their judgment may become 

necessary while receiving care at Omni PT. I understand that I will be involved in my care and treatment; and I 

have a right of full explanation of any treatment or procedures utilized. I understand that if I require specialized 

care which is out of the scope of practice for Omni PT, I will be referred to the appropriate facility and/or 

provider. I understand that a person listed as my emergency contact will be notified if considered necessary by 

the professional staff at Omni PT.  

Financial Guarantee  

 I understand that I am responsible for all charges regardless of my insurance benefits. I authorize the use of 

the signature below on all insurance submissions. I may elect to pay any bill in full in lieu of submitting a claim 

for insurance reimbursement and understand that I am responsible for notifying Omni PT prior to billing if I elect 

to do so. I understand that I am authorizing Omni Physical Therapy Services to bill my insurance by providing 

the insurance details, and that I will be responsible for any co pay, coinsurance or deductible from the time of 

service for the services provided to me/my dependent. I hereby authorize my insurance company to distribute 

the payment of my coverage directly to Omni PT. 

If Omni PT bills insurance, the billing charges will be at the actual or customary charges and not at any 

discounted amount. If the insurance company makes a payment to me, it is my responsibility to handover the 

full payment to Omni Physical Therapy Services. 

I hereby give consent to Omni Physical Therapy Services to take any necessary steps to assure full payments 

for the services in a timely fashion. I understand that I must provide Omni PT services with accurate information 

on my insurance status at the time of the service if I wish to have Omni PT bill my insurance on my behalf. 

Direct Access 

Physical Therapy care in New York state we do not require a referral from another health care provider. 

However, a referral from your doctor is required after 10 visits or 30 days, whichever comes first. In addition, 

certain insurance carriers may require a referral to cover your PT services. You may contact your insurance 

company to verify if your insurance requires a referral to reimburse for the services provided.  

Cancellation Policy 

I understand and agree to accept responsibility of the cancellation policy of Omni PT: Giving 24-hour notice to cancel: 

If I am unable to comply but reschedule the appointment on the same week, no charge will be made. Otherwise a 

$30.00 fee will be charged for the missed session. (Please note that this is your responsibility - Insurance companies 

do not reimburse for missed appointments) 

Consent to Treat a Minor 

I, as a guardian/parent of a minor, do hereby agree and consent, my dependent child (Name):                                       

is to be treated by the staff of Omni PT for evaluation, treatment and procedures. I further agree and 

understand that I have been advised to remain with the minor during any such treatment and other procedures, 

and waive any claim I may have resulting from failure to do so.  

HIPAA 

OmniPT uses your information ONLY for treatment, billing, operation of our practice, and as required by the Law. You 

have a right to inspect, amend information that you feel is incorrect, request a list of disclosures of your personal or 

health information and restrict or limit that we disclose using a written request. If you want your health records it will 

be provided for a fee of $.70/page. A detailed notice of HIPAA privacy policy is provided for my reference. 

 

Name: __________________________________   Signature: ___________________________________ 

             (Patient/Parent If Minor)                                (Patient/Parent If Minor)       

 

Date: ______________________________________ 


