


New Pa�ent Acknowledgements

Pa�ent Name: DOB:

__________________________________________________ _____________________

_________________________________________________________________________

Consent to Treatment

No�ce of Privacy Prac�ces 

Authoriza�on to Release / Obtain Informa�on

Insurance Eligibility

Financial Responsibility 

Assignment & Release of Benefits

Appointments / Cancella�ons 

(Pa�ent Ini�al)

(Pa�ent Ini�al)

(Pa�ent Ini�al)

(Pa�ent Ini�al)

(Pa�ent Ini�al)

(Pa�ent Ini�al)

(Pa�ent Ini�al)

I consent to and authorize dFender Physical Therapy, LLC and its’ employees to administrator physical therapy treatment. I
understand and am informed that, as in the prac�ce of medicine, physical therapy may have some risks. I understand that I have the
right to ask about these risks and have any ques�ons about my condi�ons answered prior to treatment. I know it is up to me to
inform my provider of physical therapy about any health problems or allergies I have, as well as medica�ons I am taking. I understand
that the prac�ce of physical therapy is not an exact discipline and I acknowledge that no guarantees have been made to me regarding
treatment and/or treatment results from the physical therapy.

I hereby appoint dFender Physical Therapy, LLC as my authorized representa�ve, and assign to it my right, to file for, receive and
recover any and all monies payable for the care which it rendered to me from any third-party claim's payment source, including my
health insurer, Medicare, Medicaid or other governmental program (collec�vely, my "Plan"), while I was eligible to receive such claim
payment. I authorize you to send and receive documenta�on related to my treatment to, and consent to your discussing my
treatment with, my Plan." I also authorize PPT to take any and all ac�ons necessary to assert and pursue my legal rights to receive
such claim payment under the terms of my Plan through any appeals and/or grievances and/or li�ga�on and/or arbitra�on available
to me for such purpose. As the assignor of the foregoing payment amounts, I direct that such payment be sent by my Plan to dFender
PT and, in the case that payment is made by my Plan to me, I agree to remit such payment in full to dFender PT not later than ten
(10) days a�er my receipt.

We advise you to schedule your appointments in advance. Maintaining a consistent schedule ensures your best outcome for
func�onal improvement. We expect you to keep all of your appointments with dFender Physical Therapy, LLC and require 24 hours'
no�ce if you are unable to keep an appointment. Failure to show up for an appointment will result in a $35.00 charge. These charges
are not reimbursed by any insurance company. The undersigned pa�ent or Responsible Party acknowledges that he/she has read and
agrees to the informa�on printed above.

I hereby acknowledge that I have been made aware of dFender’s No�ce of Privacy Prac�ces. I further acknowledge that a copy of the
current no�ce is available at the front desk and that I may request a copy of any amended No�ce of Privacy Prac�ces at any �me.

I hereby authorize the release of my pa�ent health care informa�on for the purposes of treatment or payment, to my physician,
insurance company, adjustor, a�orney, or other health care organiza�ons per�nent to my case. Further, I authorize dFender Physical
Therapy, LLC to obtain needed informa�on from my physician, insurance company, adjustor, a�orney and any other health care
organiza�on per�nent to my case. These correspondences can be made via mailings, electronic email, telephone and/or facsimile. 

Verifica�on of benefits is NOT a guarantee of payment. Payment is determined by your insurance company at the �me a claim is
received. We provide you with the informa�on as it is outlined by your insurance company. It is your responsibility to fully
understand your insurance benefits 

Payment is due at the �me of treatment. I agree to pay dFender Physical Therapy, LLC all amounts that are due for services rendered
which are not otherwise paid for by my insurance plan on my behalf. In the event that my account is referred to a collec�on agency
or an a�orney, I further agree to pay all reasonable costs incurred to collect any amounts that are due for services rendered
including, without limita�on, reasonable a�orney's fees.

Pa�ent Signature : 

Printed Name of Pa�ent : 

(or Responsible Party)

 (or Responsible Party)

Date: 



 Dry Needling Consent Form 

 Pa�ent Name:  ________________________________________________________________  DOB:  ___________________ 

 Your Physical Therapist has recommended that dry needling be u�lized in your treatment plan. Dry needling is a very effec�ve 
 treatment technique u�lized in conjunc�on with other physical therapy interven�ons to inac�vate myofascial trigger points and the 
 pain and dysfunc�on they cause. It involves the use of a very fine (usually 0.3 mm/30 gauge), solid filament, sterile needle (also used 
 for acupuncture) which is inserted into the skin and directly into a myofascial trigger point.  Repeated strokes or movements of the 
 needle without completely withdrawing it help to inac�vate the trigger point, all of which may take approximately 30-60 seconds at 
 each site.  There may be more than one trigger point in a muscle requiring needling, and more than one muscle with trigger points. 
 There is no medica�on used in this technique. 

 Dry needling is a technique used in physical therapy prac�ce to treat trigger point in muscles.  Dry needling should not be confused 
 with a complete acupuncture treatment performed by a licensed acupuncturist.  A complete acupuncture treatment might yield a 
 holis�c benefit not available through a limited dry needling treatment. 

 Benefits of dry needling include pain control/reduc�on, improvement in range of mo�on and mobility, improvement in muscle 
 strength and func�on, and improvement in overall func�onal ability of the involved areas being treated. 

 Poten�al risks and steps to minimize these include: 

 ●  Temporarily increased pain, soreness, or aching in area(s) treated for one to three days following treatment -  This may be 
 minimized by other treatment interven�ons used in physical therapy such as modali�es (ice, heat, ultrasound, etc.), 
 stretching, and rest from excessive use of the area. 

 ●  Infec�on -  Any�me the skin is penetrated, there is a risk of infec�on.  This risk is minimized with the use of sterile needles, 
 which are disposed of a�er treatment and never used between pa�ents  . 

 ●  Bruising/bleeding -  A needle may penetrate an artery or vein, which may cause a small amount of immediate bleeding and 
 possible bruising later.  Your physical therapist will do their best to avoid penetra�ng an artery or vein, and u�lize pressure to 
 the site should this occur.  The use of some medica�ons that interfere with blood clo�ng may make this more likely to 
 occur, and you are encouraged to inform your physical therapist of any an�coagulant medica�on you may be taking. 

 ●  Penetra�on of a nerve -  Your physical therapist will do their best to avoid contac�ng or penetra�ng any nerves by 
 thoroughly palpa�ng anatomical loca�ons and avoiding common neural pathways.  In the event that a nerve is s�mulated, 
 temporary paresthesia (a prickling or �ngling sensa�on) may result.  This is usually brief and some�mes only present at the 
 moment the nerve is s�mulated.  If sufficiently irritated, this sensa�on may last for a few days, but should fully resolve. 

 ●  Pneumothorax (penetra�on of the chest cavity) -  Even a very small hole in the chest cavity can cause air to accumulate in 
 the space around the lung.  This buildup of air puts pressure on the lung, so it cannot expand as much as it normally does 
 when taking a breath.  Symptoms may include difficulty breathing or shortness of breath, �ghtness in the chest, fa�gue, and 
 increased heart rate.  If you experience any of these symptoms at any �me a�er a dry needling session, proceed to an 
 emergency facility and inform them you have been treated with dry needling.  Using extra care and safety precau�ons 
 when needling muscles near the lungs minimizes the chances of this complica�on. 

 **Please be sure to inform your Physical Therapist prior to treatment if you are pregnant, taking any medica�on that will thin 
 blood, using long-term steroids or immunosuppressant medica�ons, or have an implanted medical device.** 

 I have reviewed the above informa�on and understand the risks and benefits associated with dry needling.  It is my desire to pursue 
 treatment, including dry needling, and I give my consent.  This consent is valid for 1 year unless revoked in wri�ng. 

 Signature of Pa�ent (  or Responsible Party  ): _____________________________________________________  Date: _____________ 

 Printed Name of Responsible Party (  if other than pa�ent  ): ____________________________________________________________ 


