Thames Medical Centre
99 Thames St.N., Rear Unit D
Ingersoll, Ontario N5C 3C6
Telephone: 519-425-4275 Fax: 519-425-0205

To facilitate my rehabilitation, I hereby give my permission for the health practitioner (Physiotherapist,
Chiropractor, Massage Therapist, Pedorthist) working with me to discuss my case, any pertinent
findings, reports or x-rays with the following:

Please INTIAL applicable choice below:

(initial) Physician and Insurance Company (permission required by all patients)
(initial) WSIB and Employer (for WSIB claims only)
(initital) Lawyer (Motor Vehicle Accident)

Thames Medical Centre has my permission to request these reports and findings in writing, and to
release information in writing, to my Physician and the Insurance Company, and/or WSIB, and/or
Employer as well my lawyer where applicable. I further give my permission for the health practitioner
to discuss my capabilities and work restrictions with my employer.

I understand that it is my responsibility to ensure payment for my Treatments. If Insurance,
WSIB or Motor Vehicle Insurance denies payment for any reason, I accept full accountability for the
outstanding balance. If payment is sent to my residence (payable to myself or the clinic) I agree to
forward the payment to Thames Medical Centre within 48 hours of receipt.

If I am attending Physiotherapy, I hereby agree to an Assessment with a Registered Physiotherapist. [
understand that treatment will be discussed at the end of my Assessment and I can choose to accept or

decline future treatments.

I understand and agree that I will be financially responsible for any fees incurred due to missed
appointments or cancellations with less than 24 hours notice. (please refer to fee guideline)

Patient Name (please print)

|:| | agree to all the terms and conditions stated above

Date:
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