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**This document acknowledges that I have opted to begin and/or continue a physical therapy plan of care, taking into consideration the potential risks of COVID-19 exposure**

· I have had no known COVID exposure
· I am asymptomatic, as well as my family members
· I am afebrile (no elevated temperature); my temperature will be taken by a staff member upon arrival

**If at any point throughout my course of care I am exposed to COVID, I or my family members begin to experience symptoms, or I have an elevated temperature I will notify PRO Physical Therapy by phone**

I understand that if I have an exposure to COVID-19 or a member of my household becomes symptomatic or tests positive for COVID-19 the decisions on continuation of care at PRO will be determined on a case-by-case basis and at a minimum will be in accordance with Virginia Department of Health requirements.

______________________________
Patient Name (Printed)

______________________________
Patient Signature

______________________________
Witness

____ / ____ / _____
Date
image1.png




image2.svg
  


