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DIRECT ACCESS CARE ACKNOWLEDGMENT  

 

 

I, _____________________________, understand that I am seeking “Direct Access” to 
physical therapy services at West Woodlands Physical Therapy, without a physician's 
referral and or diagnosis.  

I understand that the state legislature allows me to pursue this care for 30 days without 
having to see a medical physician. I also understand that after 30 days of treatment I must 
see a physician and obtain a medical order to continue treatment.  

 

_______________________________________   ________________________________ 
Start of Direct Access Care Date    End of Direct Access Care Date 
 
_______________________________________   ________________________________ 
Patient Name Printed      Patient DOB 
 
_______________________________________   ________________________________ 
Patient Signature      Date  
 
 
_______________________________________   ________________________________ 
Clinic Representative Printed    Date 
 
_______________________________________    
Clinic Representative Signature        
 

 

 



 


