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2-12 Corbett Way, Eatontown, NJ 07724
Tel: (732) 544-1300
Tax ID# 81-2760124

________________________________________________________________________________________________________________________________

CONSENT TO TREAT

Patient Name:________________________________________                           DOB:______________

     I hereby authorize Just 4 Kids Therapy, through its appropriate personnel, to furnish physical therapy, occupational therapy or speech therapy treatment to me.  The treatment will be rendered by a licensed practitioner who is employed by this practice.
     I understand that I have the right to refuse any procedure or treatment and that I have the right to ask questions about any treatment or examination I have received.  I understand that no guarantees can be made or expected, but I wish to rely on the physical therapist, occupational therapist or speech therapist to choose and recommend a best course of treatment based upon the facts known.  Lastly, I understand that it is imperative that I communicate to my provider any aggravation or injury that may have occurred during course of treatment whether inside or outside the facility.
     I have read the above and understand the risks and benefits of receiving treatment from this facility.

Signature:_______________________________________                                  Date:______________

Relationship if not patient:__________________________

     I further authorize Just 4 Kids Therapy, to release to appropriate agencies, any information acquired in the course of the above named patient’s examination and treatment necessary to secure payment for services rendered.

Signature: _______________________________________________________                                      Date: _____________________________

Relationship if not patient: ____________________________________
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