PATIENT ATTESTATION FORM

1. Legal Full Name (Please Print or Type)

First Middle Last Suffix or Maiden
Address City State Zip Code
Contact Phone Number Alternate Phone Number

C ) C )

2. Patient Information
Patient’s chief complaint (why patient is seeking physical therapy care)

I am not under the care of a doctor of medicine, osteopathy, chiropractic, podiatry, dental surgery, licensed
nurse practitioner, or licensed physician assistant for the symptoms listed on this form and wish to seek
physical therapy care at this time.

3. Practitioner of Record

If after receiving physical therapy care for 14 business days for the condition for which I sought treatment
does not improve, I intend to seek further treatment and evaluation from the practitioner listed below.
Additionally, I consent to the release of my personal health and treatment records to the listed practitioner.

Practitioner’s Full Name Practitioner’s Contact Phone Number

)

Date Signature of Patient

4. Insurance Information

I, the undersigned hereby acknowledge I have been informed by “State of The Art Physical Therapy” that [ may
under Virginia state law receive physical therapy for up to 14 business days without a physician referral or
prescription.

Although Virginia state law permits treatments for up to 14 business days, some insurance’s do not authorize
remittance of payments to providers without a physician referral or prescription stating a patient’s need for
physical therapy. In some instances, insurances may remit partial payment, in which the patient is held
accountable for the remaining balance.

By signing below, I acknowledge I may be held financially liable if my insurance denies my entire or partial
claims.

Patient Signature Date

Front Desk Date




