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5200 South University Drive






   Suite #105
Davie, FL 33328

PATIENT CONSENT FORM
I hereby give my consent for OrthoSport, Inc. to perform the treatment of outpatient physical therapy as authorized and prescribed by the physician and/or physical therapist.  I authorize release of medical and/or other information about me to OrthoSport, Inc. to be used for the clinic’s records and/or my treatment.

Patient’s Signature:__________________________________

Witness:___________________________________________    Date:____/_____/_____

