
     Financial Policy 
 
I understand FIT Physical Therapy's Financial Policy and Appointment Cancellation 
policy.  I also understand my associated financial responsibility and obligation for 
any deductibles, co-payments and/or fees. 
 
 
 
 
 
___________________________   __________________ 
Patient Signature      Date 
 
 
 
___________________________                       __________________ 
Witness  Signature      Date 


