
CONSENT FOR CARE AND TREATMENT
I, the undersigned, hereby give my consent for ACHIEVE THERAPY to furnish medical care and treatment that is considered necessary
and proper in diagnosing her/his physical condition.

BENEFIT ASSIGNMENT/RELEASE OF INFORMATION
I, hereby assign all physical therapy benefits to which I am entitled, including Medicare, Medicaid, private insurance and third-party
payers to ACHIEVE THERAPY. A photocopy of this assignment is to be considered as valid as the original. I authorize Achieve Therapy
to release all information necessary, including Medical Records, to secure payment.

FINANCIAL POLICY STATEMENT
We bill your insurance carrier solely as courtesy to you. If your insurance carrier does not remit payment within 60 days, the balance will
be due in full from you. In the event that your insurance company requests a refund of payments made, you will be responsible for the
amount of money refunded to your insurance company. In the event your company establishes an internal usual and customary fee
schedule, you will be responsible for the difference remaining.

If any payment is made directly to you for services bill by us, you recognize an obligation to promptly remit the same to ACHIEVE
THERAPY. The above does not apply to those patients that are considered Workers Compensation. However, be advised if you claim
W/C benefits and are subsequently denied such benefits, you may be held responsible for the total amount of chargers for services
rendered to you.

When you pay by check you expressly authorize ACHIEVE THERAPY to electronically debit your account for the amount of the check. If
your check is dishonored for any reason, you will be charged the amount of the check plus a processing fee up to the state maximum
legal limit. In accordance with the rules of the National Automated Clearing House Association, you may call (888) 235-4635 to revoke
the authorization for the electronic transaction. This does not, however, mean that ACHIEVE THERAPY cannot collect a returned check
fee by other methods.

I understand and agree that if I fail to make any of the payments for which I am responsible in a timely manner, I will be responsible for
all costs of collecting monies owed, including court costs, collection agency fess and attorney fees. I have read the above information
and agree to pay Achieve Therapy for any and all balances not covered by insurance.

ACHIEVE THERAPY RESPONSIBILITIES
We are required by law to maintain the privacy of your Protected Health Information, to comply with the privacy policies outlined in this
notice, and to provide you this notice of privacy practices. Achieve Therapy is permitted by law to reserve the right to amend or modify
our privacy policies, our practices, and this document. You may review or receive copies of your PHI by submitting a written request.
Achieve Therapy requires that request to review your PHI, receive copies of your PHI, or request to restrict disclosures of your PHI, be
submitted in writing. Forms to request information may be obtained from the Privacy Officer.

COMMENTS OR COMPLAINTS:

You may submit a comment or complaint about our privacy practices by sending a letter describing your concerns to:
Privacy Officer
Achieve Therapy
1425 S Columbia Rd
Grand Forks, ND 58201

ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES
I acknowledge that I have received a written copy of the Achieve Therapy Notice of Privacy Practices. I also acknowledge that I have
been allowed to ask questions concerning this notice and my rights under this notice. I understand that this form will be a part of my
record until such time as I may choose to revoke this acknowledgement. If I am not the patient, I represent that I am authorized by law to
act for and on the patient’s behalf

I, the undersigned, acknowledge that I have read and agree to the information printed above.

Patient Signature: __________________________________________________ Date: ________________________

TO BE COMPLETED BY ACHIEVE THERAPY IF ACKNOWLEDGEMENT IS NOT OBTAINED

Good faith efforts were made to obtain acknowledgement from the patient or patient’s authorized agent. The good faith
efforts made, and the reason acknowledgement could not be obtained, were:

____   Patient (or authorized agent) refused to sign after being requested to do so
____   Minor presented without parent or authorized agent. NPP, acknowledgment form, and self-addressed

envelope sent home with the patient
____   Other (please describe) ________________________________________________

Signature of Achieve Therapy Staff: ______________________________________ Date:  _________________________


