
 
 
 
 
 
 
 

 
 

ACKNOWLEDGMENT OF RECEIPT OF 
NOTICE OF PRIVACY PRACTICES 

 
 

I acknowledge that I have been provided with Good Shepherd and GS Integrated Healthcare 
Systems, LLC’s Notice of Privacy Practices (“Notice”): 
 

 It informs me of how Good Shepherd will use my health information for the purposes of 
my treatment, payment for my treatment, and Good Shepherd’s healthcare operations.  

 
 The Notice explains in more detail how Good Shepherd may use and share my health 

information for purposes other than treatment, payment, and health care operations. 
 

 Good Shepherd will use and share my health information as required/ permitted by law.  
 

 
 
 
Patient’s Complete Legal Name: __________________________________________________ 
                      (please print) 
 
 
 
Patient’s DOB: __________________________  Date: _________________________ 
 
 
 
Signature: X___________________________________________________________________ 
  (Patient of Legal Representatives) 
 
 
 
 
 
 
 

File in Patient Chart 



GOOD SHEPHERD REHABILITATION 
PATIENT CONTRACT/ RELEASE & INSURANCE AUTHORIZARION 

EFFECTIVE APRIL 10, 2011 
 

PATIENT CONTRACT 
 

I, _________________________________________ , agree to comply with my Physician’s recommendation to attend Good 
Shepherd Rehabilitation Program and the recommendations of the Therapist(s). 
 
I will attend my therapy sessions regularly unless an emergency or crisis occurs. If I am ill or unable to attend, I will call the clinic 
to reschedule or cancel my therapy session. 

 
If I fail to do so, I will be responsible to pay a NO CALL/ NO SHOW fee of $25.00 

 
____________________________               X_____________________________     _________________ 
Patient Name  Patient Signature           Date 
 
_______________________________  ________________________________      ___________________ 
Patient’s Representative Name (If necessary)   Patient’s Representative Signature (if necessary)        Date 
 
 
 
 
 

PATIENT RELEASE & INSURANCE AUTHORIZATION 

 
INSTRUCTIONS:   PLEASE READ THE FOLLOWING INFORMATION CAREFULLY, INITIAL THE SPACES THAT APPLY. 
                               PLEASE SIGN & DATE AT THE BOTTOM. 
 
______  I  hereby  give Good  Shepherd  Rehabilitation  authorization  for  payment  of  insurance  benefits made  directly  to Good    
Shepherd Rehabilitation and any assisting physicians, for services rendered.  
______ I understand that I am financially responsible for all charges whether or not they are covered by insurance. In the event 
of default, I agree to pay all costs of collection and reasonable attorney fees. I further agree that a photocopy of this agreement 
shall be as valid as the original. 
______ I further authorize the release of any medical information required by my insurance carrier(s). 
______ I understand that I am financially responsible for charges not covered by this authorization. A copy of this authorization 
may be used in lieu of the original. 
 
 

MEDICARE PATIENT RELEASE, AUTHORIZATION, & ACKNOWLEDGMENT 
 

______ I certify that the information given by me in applying for payment under Title XVII of the Social Security Act is correct. 
______ I authorize any holder of medical or other information about me to be released to the Social Security Administration or 
its  intermediaries or  carriers,  any  information  to be used  in place of  the original  and  request payment of medical  insurance 
benefits either to myself or to the party who accepts assignment. 
______ I am aware that Medicare and/ or insurance will not reimburse some cost/s (deductible) of my rehabilitation. 
______ I am aware the Medicare Law requires Good Shepherd Rehabilitation to make me aware that I will be billed for these 
non‐reimbursable services.  
______ I HAVE READ THE ABOVE AND UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR PAYING ANY AND ALL CHARGES 
INCURRED IN THE REHABILITATION PROGRAM NOT REIMBURSED.  
 
 
 
 

____________________________               X_____________________________     _________________ 
Patient Name  Patient Signature           Date 
 
_______________________________  ________________________________      ___________________ 
Patient’s Representative Name (If necessary)   Patient’s Representative Signature (if necessary)        Date 



 
 
 
 
 
 
 

P.O BOX 777851 
HENDERSON, NV 89077 – 7851 

Tel. (702) 893 3333 
Fax (702) 893 0095 

 
 

General Consent for Care and Treatment Consent 
 
 

TO THE PATIENT: You have the right, as a patient, to be informed about your condition and the recommended 
surgical, medical or diagnostic procedure to be used so that you may make the decision whether or not to undergo 
any suggested treatment or procedure after knowing the risks and hazards involved. At this point in your care, no 
specific treatment plan has been recommended. This consent form is simply an effort to obtain your permission to 
perform the evaluation necessary to identify the appropriate treatment and/ or procedure for any identified 
condition(s). 
 
This consent provides us with your permission to perform reasonable and necessary medical examinations, testing and 
treatment. By signing below, you are indicating that (1) you intend that this consent is continuing in nature even after 
a specific diagnosis has been made and treatment recommended; and (2) you consent to treatment at this office or any 
other satellite office under common ownership. The consent will remain fully effective until it is revoked in writing. 
You have the right at any time to discontinue services.  
 
You have the right to discuss the treatment plan with your physician about the purpose, potential risks and benefits of 
any test ordered for you. If you have any concerns regarding any test or treatment recommended by your health care 
provider, we encourage you to ask questions. 
 
I voluntarily request a physician, and / or mid-level provider (Nurse Practitioner, Physician Assistant, or Clinical 
Nurse Specialist), and other health care provider or designees as deemed necessary, to perform reasonable and 
necessary medical examination, testing and treatment for the condition which has brought me to seek care at this 
practice. I understand that if additional testing, invasive or interventional procedures are recommended, I will be asked 
to read and sign additional consent forms prior to the test(s) or procedure(s). 
 
I certify that I have read and fully understand the above statements and consent fully and voluntarily to its contents. 
 
 
 
_________________________________________________   __________________________ 
Signature of Patient or Personal Representative    Date 
 
 
 
_________________________________________________   __________________________ 
Printed Name of Patient or Personal Representative    Relationship to Patient 
 
 
 
_________________________________________________   __________________________ 
Printed Name of Witness and Signature     Employee Job Title 
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