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PATIENT’S RESPONSIBIILITIES 

 
Welcome to In Motion Physical Therapy! Thank you for choosing this facility for your rehabilitation. We 
look forward to serving you with the highest quality of care available. The following information is to 
help ensure you and other patients, have an enjoyable therapy experience.  
 
 

 If you need to cancel or reschedule an appointment, please call us at least 24 hours in advance so 
that we may open that appointment up to other patients. 

 

 It is important for you to be on time for your appointments.  If you are late, your therapy session 
may be cut short, or we may have to reschedule your appointment. 

 

 If you miss 3 appointments or more, you may be discharged from therapy services and your 
physician will be notified.   

 

 If you complete your treatment with us with a good attendance record, you will receive a gift upon 
discharge. 

 

 Your therapist will give you some instructions/exercises for home.  It is important that you follow 
these instructions to achieve the maximum benefit from therapy.  Your family should be involved 
in your care if you require assistance at home. 

 

 Periodically and upon completion of your therapy, we will send progress notes to your physician with 
recommendations.  Together, your therapist, physician and you will decide when you have reached the 
maximum benefit from your rehabilitation.  Remember: Simply because your physician writes you 
a prescription for therapy does not guarantee payment from your insurance company.  We must 
show objective and functional improvement in an appropriate time frame; otherwise, we are mandated 
to discharge you from therapy.   

 
 Therapy is performed in an open gym setting.  Your therapist may use a curtained treatment area, or 

private treatment room if increased privacy is necessary. 
 
 Please notify your therapist, the front office or another staff member if you are dissatisfied with your 

level of care so that we may remedy the situation. 
 
 Out of respect for your privacy and that of other patients, please refrain from using your cell phone 

during your visit. 
 

 For safety reasons, children are not permitted in the treatment area. 
 
 

Thank you for giving us the opportunity to serve your rehab needs.  We look forward to helping you 
achieve your goals and providing you excellent care.   
 
__________________________________   ______________  
Patient Signature      Date 


