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PHYSOTHERAPY CONSENT FORM

NOTE TO CLIENT:
We want your informed consent.  This means that we want you to understand the services we hope to provide to you, the cost involved, and what we do with the personal information we obtain about you.  If you have any questions about this, please ask.


CONSENT FOR PERSONAL INFORMATION:
I understand that to provide me with physiotherapy, goods and services, Parliament Physio Clinic will collect some personal information about me (e.g. home phone, address, health history and health conditions). I understand that Dennis Ng, Registered Physiotherapist has reviewed the Standards as outined by the College of Physiotherapists Ontario about the collection, use and disclosure of personal information, steps taken to protect the information and my right to review my personal information.  I understand how the Privacy Policy applies to me.  I have been given a chance to ask questions I have about the Privacy Policy and they have been answered to my satisfaction.  I agree to Parliament Physio Clinic collecting, using and disclosing personal information about me. I understand he has also reviewed the recommendations as outlined with respect to Covid-19.


CONSENT TO TREATMENT AND EXPECTATIONS:
We have an expectation that you will be an active and willing participant in reaching your recovery goals.  Attending all treatments recommended by your therapist will ensure you reach optimal recovery.  Your therapist is here to guide and educate you through your healing process, and help you to achieve optimal recovery.  Please feel free to ask your therapist any questions, and/or express any concerns you may have.  Various modalities and manual techniques may be used in the assessment, treatment and self-care. The exercise program will be tailored to suit the needs of the individual and will be monitored by the physiotherapist and/or PTA. 

Although the risks are minimal, there is a chance of risks occurring, of which may include, but are not limited to, muscle discomfort, sprains, strains, bruises and burns. The Therapist will perform tests and analyze my health history form to identify any possible risks and avoid any injuries.  If virtual physiotherapy is rendered, I understand that EMT or cheque will be best used and then the patient will be responsible for remitting their invoice back to their own insurance company.  A receipt will be provided at the conclusion for each treatment.
From signing below, I hereby of my own free will, consent to the following assessment and treatment of Physiotherapy. I acknowledge that my therapist had provided me with such information as is pertinent to the treatment(s), alternative courses of treatment(s), where applicable, along with side effects, if any. I fully understand what is involved in the proposed treatment(s). I understand that I may change my mind regarding any aspect of this/these treatment(s) at any time, and will inform the Physiotherapist if I do decide to do so.

____________________________        __________________________      __________________      

 Print Name



Signature


 Date

