OUTPATIENT THERAPY SERVICES
Letter of Agreement

Client Name: ID No:

Patient Rights

| have read, or have had read to me, and received a copy of the Patient's Rights and
Responsibilities and Grievance Procedure Statement. | understand my rights and
responsibilities and grievance procedure as stated.

Consent for Treatment

| hereby authorize the Peter B. Lewis Aquatics & Therapy Center and/or Menorah Park
Outpatient Therapy Clinics and its agents to provide the above named patient with the
care, treatments, and procedures ordered by his/her physician and as requested by this
patient or his/her guardian. The risks and possible adverse consequences of treatment
will be explained prior to initiation of treatment and | have the right to refuse said
treatment.

Authorization for Release of Information

| hereby authorize the Peter B. Lewis Aquatic & Therapy Center and/or Menorah Park
Outpatient Therapy Clinics to release such information as may be necessary for the
coordination or continuation of my care to other service providers and to the third party
payor (including Fiscal Intermediary) as required to receive payment. | also consent to
the release of information from prior health records to the Peter B. Lewis Aquatics &
Therapy Center and/or Menorah Park Outpatient Therapy Clinics as needed by its
agent.

This medical information may include the medical record as well as information
concerning treatment of drug or alcohol abuse, drug-related conditions, alcoholism,
psychiatric/psychological conditions and AIDS or AIDS related conditions. The review
of the records is also authorized.

Emergency

I understand that it is the policy of Peter B. Lewis Aquatics & Therapy Center and/or
Menorah Park Outpatient Therapy Clinics that in case of an emergency, 911 will be
notified immediately and CPR will be initiated by staff trained in these basic techniques.

Attendance: Client Initials:
In order to show progress toward therapy goals, a client MUST attend
scheduled sessions. A client who misses three (3) consecutive or more than four

(4) visits will be discharged from skilled therapy.

CO-PAY MUST be paid at time therapy is rendered.



Privacy

| acknowledge that | have received the “Summary of Privacy Practices” enclosed in the
Outpatient Rehabilitation Welcome Packet. For this course of treatment, | authorize
release of medical information to the following: (excluding direct care medical personnel)

O Family members (List specific individuals)
O Other personal representatives (List specific individuals)
O No one

Payment for Services

| understand therapy and/or nutritional counseling must be ordered by a private
physician. Complete medical information, forms and physician referral must be
received from the private physician BEFORE the evaluation can begin. Third party
payers, such as Medicare or an insurance company will be billed for therapy evaluations
and treatment for services rendered. The participant/family will be responsible for fees
not covered or paid for by these third party payers.

CO-PAY must be paid at time service is rendered.

| have reviewed and understand the Letter of Agreement as described above and my
Bill of Rights/Responsibilities.

Client Name Client Signature Date

Witness Name Witness Signature Date

Note: If client is under 18 years of age or is unable to understand these rights, a guardian or
client representatives’ signature is required.

MEDICARE AND MEDICAID CLIENTS ONLY

Do you have any need for social or vocational adjustment services? yes no

Signature Date



