
 
 

BILLING DISCLOSURES TO INDIVIDUALS INVOLVED IN PATIENT’S CARE 

There may be times when it is necessary for an individual directly involved in your care to call the facility 
to inquire about your personal health information or billing information. Please take a few moments to 
complete this section. 
 

I authorize Baylife Physical Therapy and Rehabilitation, Inc to disclose my health information 
that is directly related to my current treatment at BayLife Physical Therapy and Rehabilitation, 
Inc. to the individual(s) listed below for purposes of their role in my treatment or payment for 
the health services that I have received. 
 

Such persons involved in your care may include spouse, children, blood relatives, roommates, 
boyfriends/girlfriends, domestic partners, neighbors and colleagues. 
 
 

NAME       RELATIONSHIP 

 

 

 

              

 
I do not wish to have my health information disclosed to individuals involved in my care. 
 
 

NAME       RELATIONSHIP 

 

 

 

              

 
In the event we cannot reach you, may we leave a message on your answering machine:   __Yes __No 
 
I acknowledge that the Notice of Privacy Practices is posted at the location in which I am receiving 
treatment and that I have read and understand the notice. I further acknowledge that I have the right to 
request the notice if one is not provided to me. 
 
 
Signature: _____________________________  Date: ___________________ 

https://baylifept.com/baylife-physical-therapy-rehab/

