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GENERAL CONSENT FORM

CONSENT FOR TREATMENT
I consent to the examination, tests, and treatments, which may be done by my therapist ( s) and therapy
staff during my course of therapy. I understand I have the right to be informed about my treatment.

RELEASE OF RESPONSIBILITY
I understand that Allied Health Rehab Centers is not responsible for my personal property, money, or

valuable left unattended.

RELEASE OF INFORMATION
I authorize Allied Health Rehab Centers and the therapists involved in my care to release information
about my care and treatment: a. ) as required to process payment of claims and (b) to other facilities or
providers for the continuity of my care. This authorization includes release of information regarding

rehabilitation treatment and outcome.

ASSIGNMENT OF BENEFITS
I authorize payment of my insurance to Allied Health Rehab Centers. I understand that as a courtesy to
me, Allied Health Rehab Centers will file an insurance claim with my insurance company but that I am

financially responsible for charges incurred at this office.

SOCIAL SERVICES
A social worker is available to assist you if you feel the need for social service counseling.

-Yes, I am in need of social services counseling.
-No, I am not in need of social service counseling.

I have read and understand the information on this sheet.

Patient or Legal Authorized Representative Relationship To Patient

Witness (AHRC Representative) Date of Signatures


