
!"#$%!""""""""""""""""""""""""""""!

&"'$% !"#$!""""""""""""""""""""""%&'(#$!""""""""""""""""""""""""!)'**+,""""""""""

()*)"+$)"+,*-%!"""""""""""""""""""""""""!!.(%!#$%&%'(!!""""%""""%""""!/0$%!""""""!

12'$*/,,+$33% -$(,,$""""""""""""""""""""""""""""""""""""""""""" 4$5%**6*7*8*

.'$/"""""""""""""""" 01#$"+%.1*,!"""""""""""""""""!

12'$*9$:%!"""""""""""""""""""!)$::%!"""""""""""""""""""";<%!"""""""""""""""""""

=>'"?:%!""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""!

8"'?:@*!2A#2+%!"""""""""""""""""""""""""""""""""""!BC%!"""""""""""""""""""""""""

***********/,,+$33%*""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""

12D*,?,*@2E*F?G,*2E#*"H2E#*E3I*JB:$"3$*AC$A<K*

! #!!!!(!!)*+,-./0&1%!2314!5/116&!-'!

! #!!!!(!!78'60%!90.:;306!

! #!!!!(!!70*6,&%!<68/4*=6!>!""""""""""""""""""""""""""""""""""""""""""""""""""""!

! #!!!!(!!?.:4.0>!""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""!

! #!!!!(!!@4;60>!!!""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""!

='L:2@$+%!"""""""""""""""""""""""""""".AAEL"#?2G%!"""""""""""""""""""""""""""""!

):"?'*&E'H$+%!""""""""""""""""""""""""!

!"#$*2F*/AA?,$G#%!#$%&%'(!!""""%""""%"""""""!

)"3$*6"G"0$+%!"""""""""""""""""""""""""""""""""""""!BC*-%!"""""""""""""""""""""!

8"5-%!"""""""""""""""""""""!!

M"D@$+%!"""""""""""""""""""""""""""""""""""""""""""!BC*-%!"""""""""""""""""""""!

!"#$%&'()*+

,)+-.&#&'#/&'()..)0!"1'!('!,2,')*'0,2'*&.$#&3



 

 

Burquitlam Physiotherapy 
(PrecisionCare) 

 

CONSENT TO PHYSIOTHERAPY TREATMENT and RELEASE OF INFORMATION 
!
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I, ________________ , hereby give Burquitlam Physiotherapy (PrecisionCare) and all healthcare professionals working under that entity 

consent to treatment and will not hold these bodies responsible for the outcome of such treatment with the understanding that treating therapists and 

healthcare professionals will practice within their scope of practice as set forth in the Health Professions Act and within the guidelines of their 

respective professional governing authorities.  I also understand that a typical treatment session may involve body exposure and tissue palpation for 

the purposes of examination and/or treatment; furthermore, a gown is always available to me, and I am not obligated to remove any article of clothing 

if I feel uncomfortable doing so.  I am free to ask pertinent questions that relate to my condition as well as the examination process and have the right 

to refuse treatment at any time.   
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I, ________________ , hereby authorize Burquitlam Physiotherapy (PrecisionCare) to communicate and share information, which is 

gathered during the course of my treatment, with 3
rd

 parties such as family physicians, specialists, case managers and adjusters with respect to my 

care.    

 
_______________________________________      _____________________________________________ 

Patient Signature (or Legal Guardian)      Signature of Witness 
 

Date: ____________________________ 

 

AGREEMENT TO FEES 
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I, ______________________________, understand that I am ultimately responsible for paying the fee associated with each treatment session.  I 

agree to pay this fee that is in accordance with the most current fee schedule at the time of each visit.  It is my responsibility to seek reimbursement 

for such fees from 3
rd

 party payers (such as ICBC and Extended Health plans) if I choose to do so.  I must keep my receipt for WCB reimbursement. 

 
 ________________________________________      _____________________________________________ 

Patient Signature (or Legal Guardian)      Signature of Witness 

 

Date: ____________________________ 
      

CANCELLATION POLICY 
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I, __________________________, understand that in the event that I fail to provide 24hrs advanced notice to cancel my appointment a cancellation 

fee will be imposed.  This cancellation fee is in accordance with the most current fee schedule set for the therapist I would have seen. 

 
_________________________________________                      _____________________________________________ 

Patient Signature (or Legal Guardian)      Signature of Witness  

 

Date: ____________________________ 

 


