Employer:

CONSENT FOR TREATMENT: Consent for treatment is authorized to Danville Orthopedic & Athletic
Rehabilitation, Inc. to provide physical therapy or occupational therapy. Treatment must be ordered by
attending physician.

Date:

Signature of Patient or Responsible Party

RELEASE INFORMATION: I authorize Danville Orthopedic & Athletic Rehabilitation, Inc. to release
medical information to my insurance carrier for direct payment to Danville Orthopedic & Athletic
Rehabilitation, Inc. for services rendered. I also authorize any company to whom a signed photocopy of
this release is sent, to release information to Danville Orthopedic & Athletic Rehabilitation, Inc. for the
collection of payment for services rendered.

Date:

Signature of Patient or Responsible Party

Medical Insurance is a private contract between you and the carrier. It is your responsibility to ensure that
payment is made for your care.

Date:

Signature of Patient or Responsible Party



