


n HealthActions 
-PHYSICAL THERAPY

Consent to Treat and Privacy Notification and Acknowledgement 

Patient: _______________ Date: _______ DOB: ________ _ 
PLEASE PRINT 

Consent to Treatment 

Consent is hereby given for patient to receive treatment from HealthActions Physical Therapy and Wellness. 
I understand that risk may be associated with certain procedures, including but not limited to the risks 
associated with the use of the pool during aquatic therapy. 

I certify that the billing information I have provided is correct. I authorize my insurance carrier to pay all 
benefits I may be due directly to HealthActions Physical Therapy and Wellness. Authorization is hereby given 
to release any information that may be necessary to process my insurance claims. 

Initial 

Rights and Responsibilities 

I can request a copy of my patient rights and responsibilities at any 
time. Initial 
Release of Medical Information 
I authorize the following persons to have access to my medical information and treatment. 

Spouse: _____ _ 
Family: _____ _ 
Other: 

Privacy Notice 
I can request a cop of the privacy notice for HealthActions 

 
I agree that during the course of treatment my case may be discussed during weekly professional staff 
meetings for quality of care purposes. I agree to notifications and appointment reminders at my home address 
and phone number or this alternate phone number: ______ _ 

Initial 

I have read, initialed, and understand the content of this form. 

Patient Signature Date Witness Date 

To be completed by HealthActions Physical Therapy and Wellness employee only if acknowledgement is 
refused. 
After a good faith attempt to obtain this Acknowledgement, the patient or his/her representative refused or was 
unable to acknowledge receipt of our Privacy Notice for the following reason(s): 

Signature of Employee Date 

Initial

Initial





n HealthActions 
-PHYSICAL THERAPY

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION 

Patient's Name: ________________ Date of Birth: ______ _ 

I hereby authorize and request: 

_________________ (Releasor) 
Name of Facility/Hospital 

Address 

To release to: HealthActions Physical Therapy and Wellness (Releasee) 

(circle your location) 

JACKSON DOTHAN-EAST THOMASVILLE MONROEVILLE 

P: 251-246-5761 P: 334-500-1150 P: 334-636-146 I P: 251-575-1933 

F: 251-246-3779 F: 334-828-7125 F: 334-636-1463 F: 251-575-2807 

DOTHAN-FLOWERS 
ORANGE BEACH DAPHNE ATMORE 

P: 334-758-8288 P: 251-981-7778 P: 251-410-0620 P: 251-491-0200 

F: 334-758-6988 F: 251-981-7773 F: 251-410-0621 F: 251-491-0201 

A copy of the medical records on the above-named patient pertaining to: 

___ Outpatient care, date _________________ _ 

Hospitalization, date(s) --- ----------------

TROY 

P: 334-670-5435 

F: 334-670-5234 

ENTERPRJSE 

P: 334-828-7591 

F: 334-828-7298 

I acknowledge that data to be released may include material that is protected by Federal Law such as mental, drug and/or 
alcohol, HIV information. My signature below authorizes release to same. I understand this authorization is valid for 90 
days and may be revoked by me at any time. 

Signature (Patient) Date 

Witness Date 

Releasor, its agents and employees are hereby relieved of any responsibility or liability that may arise from the release or 
reproduction of such records and/or information. 








