
 

Notice of Privacy Practices 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT 
CAREFULLY. 

1) Uses and Disclosures We will use your protected health information (PHI) for the purposes of 
treatment, payment and health care operations. Treatment includes the disclosure of health information to 
other providers who have referred you for services or are involved in your care. This may include doctors, 
nurses, technicians, occupational therapists and other physical therapists. For example, we may feel that 
a stroke patient we are treating would benefit from an evaluation by a speech-language pathologist to 
address a swallowing difficulty. The health information we share with the speech-language pathologist 
would be considered a treatment related disclosure. Payment includes the disclosure of health 
information to your insurance company, including Medicare, so payment can be obtained for services 
rendered. Your insurance company may make a request to review your medical record to determine that 
your care was necessary. Health Care Operations includes the utilization of your records to monitor the 
quality of care being given by us or for business planning activities. Other Special Uses: Our practice may 
use your PHI to send you an appointment reminder, to inform you of our other health-related products and 
services, or to request a contribution to our charitable activities. Uses and Disclosures Required by Law: 
The federal health information privacy regulations either permit or require us to use or disclose your PHI 
in the following ways: we may share some of your PHI with a family member or friend involved in your 
care if you do not object, we may use your PHI in an emergency situation when you may not be able to 
express yourself, and we may use or disclose your PHI for research purposes if we are provided with very 
specific assurances that your privacy will be protected. We may also disclose your PHI when we are 
required to do so by law, for example by court order or subpoena. Disclosures to health oversight 
agencies are sometimes required by law to report certain diseases or adverse drug reactions. We may 
use and disclose health information about you to avert a serious threat to your health or safety or the 
health or safety of the public or others. If you are in the Armed Forces, we may release health information 
about you when it is determined to be necessary by the appropriate military command authorities. We 
may also release information about you for workers' compensation or other similar programs that provide 
benefits for work-related injury or illness. Your authorization is required before your PHI may be used or 
disclosed by us for other purposes. 

2) Your Privacy Rights Restrictions You have the right to request restrictions on how your PHI is used, 
however, we are not required to agree with your request. If we do agree, we must abide by your request. 
Confidential Communications: You have the right to request confidential communication from us at a 
location of your choosing. This request must be in writing. Access to PHI: You have the right to request a 
copy of your medical record. You must make this request in writing and we may charge a fee to cover the 
costs of copying and mailing. 

 



3) Amendments You have the right to request an amendment be made to your PHI, if you disagree with 
what it says about you. This request must be made in writing. If we disagree with you, we are not required 
to make the change. You do have the right to submit a written statement about why you disagree that will 
become part of your record. We may not amend parts of your medical record that we did not create.  

4) Accounting of Disclosures You have the right to request an accounting of the disclosures made in 
the previous six years. These disclosures will not include those made for treatment, payment, or health 
care operations or for which we have obtained authorization. Complaints If you feel that your privacy 
rights have been violated, you have the right to make a complaint to us in writing without fear of 
retaliation. Your complaint should contain enough specific information so that we may adequately 
investigate and respond to your concerns. If you are not satisfied with our response, you may complain 
directly to the Secretary of Health and Human Services. 

5) Our Duty to Protect Your Privacy We are required to comply with the federal health information 
privacy regulations by maintaining the privacy of your PHI. These rules require us to provide you with this 
document, our Notice of Privacy Practices. We reserve the right to update this notice if required by law. If 
we do update this notice at any time in the future, you will receive a revised notice when you next seek 
treatment from us.  

6) Privacy Contact If you would like more information about our privacy practices or to file a complaint 
you may contact: 

 

Ron Canonigo, PT, DPT 

Physical Therapy Direct To You 

19528 Ventura Blvd # 478 

Tarzana, CA 91356 

info@ptd2u.com 

 

 

I HAVE RECEIVED A COPY OF THE HIPAA PRIVACY NOTICE: (Effective Date: September 5, 2018) 

 

Signature __________________________________________________Date:_____________ 

 

 

 

REFUSED:  

Signature:__________________________________________________Date:_____________ 

 

©2018 

 



Informed Consent  

 

I voluntarily consent to physical therapy treatment and services deemed necessary by my physical 
therapist, physician, and/or referring provider. I understand that it is the clinic’s sincere intent to educate 
me on every process, from billing to treatment and eventually discharge from services. I have been 
provided with adequate, intelligible information about the proposed therapy including but not limited to the 
following: 

● A description of the intervention/treatment to be provided 

● A clear explanation of the risks which may be associated with the therapy 

● Expected benefits from the therapy 

● Anticipated time frames and costs 

● Reasonable alternative to the recommended therapy 

I have read this consent and fully understand and accept its terms and conditions. This consent shall be 
ongoing for a period not to exceed one year. 

_____________________________________________________ ___________________ 
Signature of Client (or person authorized to consent for client/relationship) Date 

 

____________________________________________________________________________________ 

Reason, if patient was unable to consent 

 

Assignment and Release  

 

I hereby authorize my insurance benefits be paid directly to Physical Therapy Direct To You and 
understand that I am financially responsible for copays, deductibles, and non-covered services. I 
understand that if Physical Therapy Direct To You does not contract with my insurance company, I will be 
responsible for the difference between what is charged and what my insurance pays. I understand that 
copays and deductibles are due at the time of service and are to be paid over the phone with the billing 
department at Physical Therapy Direct To You. Copays and deductibles that are not paid at the time of 
service will be included in my monthly statement. I understand that if I am experiencing a financial 
hardship that I am advised to contact the billing department to make special payment arrangements. 

I understand and agree with the Physical Therapy Direct To You no-show/cancellation/rescheduling            
policy: I may be charged a $50.00 fee in the event that I miss an appointment, cancel and/or reschedule                   
in less than a 24-hour period. I may be discharged from therapy in the event of two cancellations with less                    
than 24 hours notice and/or two no-shows during a 6 month period. I understand and agree with the                  
Physical Therapy Direct To You non-sufficient funds policy: I will be charged a $25.00 fee for checks                 
returned for non-sufficient funds. I authorize the Referring Provider and/or Physical Therapy Direct To              
You to release any information necessary in order to process this claim. All of the information provided is                  
correct and true to the best of my knowledge. 

 

_____________________________________________________ Date___________________ 
Signature of Client (or person authorized to consent for client/relationship) 
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Cancellation/No-Show Policy And Collections Policy 

 

The following are our policies regarding cancellations and no-shows. We take this subject seriously at 
Physical Therapy Direct To You because it can make the difference between whether or not you succeed 
in your treatment or not. Usually your referring doctor and/or your therapist have prescribed a set 
frequency of treatment. Showing up as scheduled for these visits is your most important job. Other than 
that, all you need to do is follow your therapist’s instructions and we will be able to help you achieve your 
goals in treatment. 

● We require 24 hours notice in the event of a cancellation. It is your responsibility, when you call, to 
have an alternative time in mind that will ensure you get in the full prescribed number of treatments that 
week whenever possible. (In some cases, this may not work since some forms of treatment do not work 
well if given two sequential days.) 

● There is a $50 charge for a cancellation without proper notice. This charge will not be covered by 
insurance, but will have to be paid by you personally. 

● For Worker’s Compensation and Personal Injury patients; documentation of any missed appointments 
is forwarded to your Case Manager and Primary Physician, and this could jeopardize your claim. 

● You may need to see a therapist other than the one who normally treats you if you do re-arrange your 
appointment. All of our therapists are experienced professionals and they will study your patient chart, so 
you will be in good hands. You will return to your original therapist in the next regularly scheduled visit. 

● Please understand that your pain will probably increase and decrease as your course of treatment 
progresses. Either condition can seem to be a reason not to come in: a) you’re feeling worse and think 
the treatment is not working or, b) you’re feeling better. Neither of these conditions is legitimate as a 
reason not to come: a) if you’re in pain, keep your scheduled appointment to have it addressed, b) if 
you’re no longer in pain, now is the time that we can begin doing some real correction of the underlying 
causes of your problem, educate you so you won’t re-injure yourself, etc. 

When you don’t keep your appointment, three people are affected: You because you don’t get the 
treatment you need as prescribed by the doctor and/or PT; the therapist who now has a space in their 
schedule since the time was reserved for you personally; and another patient who could have been 
scheduled for treatment if you had given proper notice. 

Please cooperate with us in this regard. We’re looking forward to working with you. 

 

Please sign below to acknowledge that you: 

1. have received a copy of the HIPAA Privacy Notice, 2. have read, understand, and accept the Informed 
Consent/Assignment and Release Statement, 3. have read, understand, and accept the Fee Policy, 4. 
have read, understand, and accept the Cancellation/No-Show Policy. 

 

 

 

____________________________________________ _________________  

Patient or Parent/Guardian Signature Date 
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