NOTICE OF PATIENT INFORMATION PRACTICES
Ashwood Physical Therapy is committed to protecting your health information. We may use your information to:
• Provide treatment and coordinate your care
• Process insurance claims and payment
• Manage clinic operations and improve care
• Contact you regarding appointments and treatment-related information
We may also disclose information when required by law or for public health, research, audit, or emergency purposes. Any other use requires your written authorization, which you may revoke at any time.
You have the right to:
• Access or obtain copies of your medical records
• Request corrections to your records
• Request a list of certain disclosures of your information
• Request restrictions on how your information is used or shared
While we will consider all requests, we may not be required to agree to every restriction.

Patient Privacy Acknowledgment
I acknowledge that I have received Ashwood Physical Therapy's Notice of Privacy Practices.
I understand that my health information may be used and disclosed for treatment, payment, healthcare operations, and as permitted by law.
By signing below, I consent to these uses and disclosures. I understand that I may request restrictions and may revoke this consent in writing at any time.
Patient Name: ______________________________________
Signature: _________________________________________
Date: ______________________________________________


