
 Physical Therapy Consent, Committment & Payment Agreement Form

Thank you for choosing Mindful Matters Wellness. We are committing to you, our patient, in order to provide 
exceptional care and results.
 
To ensure you receive the best possible service, the following information is provided to enhance your understanding
of your rights and responsibilities as our patient. 
 
I, ______________________________, authorize Mindful Matters Wellness through its appropriate personnel to 
evaluate and provide treatment relating to the referring diagnosis and/or treatment diagnosis established by a 
licensed Physical Therapist.

I agree to attend all scheduled appointments, on time. Inform your therapist of your progress, each visit.
Comply with your home treatment plan developed by your therapist. Be honest with your therapist about how your
home treatment plan is going, as we can only modify it to suit your lifestyle if you’re honest with us, and ask questions 
when you do not understand any instructions given to you by our sta�.

We request you, our patient, to commit to your care to help us deliver exceptional quality of care. You play a large 
role in your health by the actions you choose to take day in and day out. Your life is spent the majority of the time 
outside of our facility so it is important you understand your responsibilities and commitment as a patient at 
Mindful Matters Wellness.

Together, we can undertake the task set before us, as a team. That’s the way healthcare is meant to be. We are making 
just as much a commitment to you, as you are to yourself. So help us, help you, on your road of recovery.

I understand that �nal payments are to be collected or settled at the time service(s) are rendered and that I must 
maintain a vaild credit card or have a pre-purchased treatment package on �le in order to schedule appointments.

I understand that I will not be charged until services is completed, unless I do do not adhere to the below cancellation
policy.

I understand a scheduled appointment MUST BE CANCELLED AT LEAST 24 HOURS IN ADVANCE to avoid being 
charged, and that a no-show or late cancelled appointment will be charged the full amount of the booked 
appointment
 
I have read the this form in full, and it is my understanding that I am �nancially responsible for my bills incurred,
as well as personally responsible for my care by following through with my recommended home exercise program(s).
If I do not comply I understand that treatments can cease and I can be referred to a di�erent practitioner in the area.

.Patient Signature: Date:

Signature of Parent or Guardian 
(if applicable)


