
 

PATIENT AGREEMENT FORM 
 

Thank You for choosing Synergy Physical Therapy & Performance. In order to facilitate your 
treatment, we ask that you read and sign this agreement and authorization. 
 

● You agree to be responsible for payment of all fees in full at the time of your 
appointment, including co-payments. 
 

FINANCIAL AGREEMENT 
 

Your insurance company requires a Co-payment/ Coinsurance to be paid when you seek 
certain medical services. In turn, we are contractually obligated to collect any deductible, 
co-payment, or coinsurance from our patients. 
I acknowledge that my insurance company and I have an agreement and I am responsible for 
the payment of any co-payment, coinsurance, or deductible for health services provided to me, 
or my dependent. 

 
I promise and attest that I will pay the required deductible, co-payment, or coinsurance to 
Synergy Physical Therapy & Performance within thirty (30) business days from receiving a bill. 
Patient statements are mailed when explanation of benefits are received from your insurance 
company. Unpaid patient statements are mailed 3 consecutive months (90 days). After the 90 
day grace period patient will be sent to collections. Once sent to collections I agree to pay any 
and all required fees to the collection agency.  

 
________________________________     _________________  

Signature of Patient  Date 
 
 

CONSENT FOR MEDICAL TREATMENT 
 

I hereby authorize and request Physical Therapy & Performance to provide such medical care 
and administer procedures and treatments as in the judgment of the Louisiana State licensed 
physical therapist in attendance and deemed necessary and advisable. The patient certifies that 
all information provided to this office is true and correct, to the best of their knowledge. The 
patient grants their consent to this office and its staff to render treatment as deemed necessary 
by the attending physician. If the patient is a minor child, under the age of eighteen (18) at the 
date of treatment, I hereby stipulate that I am the legal guardian of the child, and grant my 
consent for the treatment of the child as provided for herein. The patient may refuse treatment 
at any time. 
 

________________________________       _________________  
Signature of Patient  Date 
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