Welcome to Doylestown Sports Medicine Center
Thank you for choosing Doylestown Sports Medicine Center for your rehabilitation needs.

Please review the following policies.

May we disclose who we are when we contact you at home?


Yes
No

May we discuss your status with family members?




Yes
No

If you answered no to any of the above questions, please indicate your contact preference:

Cancellation Policy
Appointments are scheduled to accommodate your schedule with ours as much as possible.  We request 24 hours notice for a cancellation of an appointment so that the appointment can be made available to other patients.  If more than two appointments are cancelled or there is a pattern of cancellation, there will be a charge of $35 for missed appointments.

No Show Policy
If you do not show for an appointment we will attempt to contact you within 30 minutes.  Please make sure we have your work and home phone numbers.  If you do not show for more than two appointments, you will be charged $35 for the missed appointments.  More than three no shows in a row may warrant discharge from therapy and notification will be given to your physician.

Lateness Policy

If you are going to be late for your appointment, please call ahead so the Therapist can adjust their schedule if possible.  If you arrive late and do not call ahead, please be aware that you may not be able to receive full treatment on that visit.
Prescriptions

Pennsylvania has enacted Direct Access allowing a patient to be evaluated and treated for up to 1 month without a prescription from a physician.  However, prescriptions for therapy are still required for some health insurance plans for reimbursement.  If you do not have a current prescription, we will request one from your physician after your Initial Evaluation.  
MEDICARE PATIENTS ONLY
After your evaluation today, in order to comply with Medicare Guidelines,  your Physical Therapist will fax a Plan of Treatment to your physician for his/her approval and signature.  
I have read and understood the information presented above.

Signature:_________________________________

Date:_____/_____/_____

How did you hear about us?  _______Physician 
_______Internet

______________________________Family Member ______________________________Friend

_______________________________________Other

Any patient who refers a friend or family member will be entered into a quarterly drawing for a 1 hour massage.
