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PHYSIOTHERAPY INFORMED CONSENT FORM

frforarendt giea wgafa gu=

PATIENT INFORMATION / 68T il A=t

Patient Name / 7m:

Age / sm: Gender / ferm: 00 Male / e [0 Female / afeen
UHID / usfietur G&am:

Referring Doctor / ¥z grerex: Reg. No.:
Occupation / usm:

Date / fis:

Referred By Specialty / fora fasmr & s e

O Orthopaedics / gggt &m0 Medicine / s1iafes fafeer O Gynaecology / #Rrr [0 Dermatology / @@= It
O Cardiology /=@ & [ Surgery / sea fafr O Neurology /=g am [ Direct Walk-in / e s1mq wésr

O Others / s

PRE-PHYSIOTHERAPY MEDICAL SCREENING CHECKLIST w&-fSfsareitdt faferean sttar =efere

Screening Question / sr=r W Yes /& No / =&t

Do you have a pacemaker or implant? / T 311aer TR § JeieR a1 i3 Jemmwr 27 [
Are you taking any medications? / @1 19 #IE g1 o ® 87 O
Do you have any allergies or sensitivities? / i et foret =i & Terst 27
History of seizures, fits or fainting? / @ s1osht <R a1 srRreft 3wt 87

Any known bleeding disorders? / @ smueht T Heitlt #IE T 27

Are you currently pregnant? / @m ma et &7

Any recent surgery? / @1 ST BT & H HIE T g5 07

OO0Oo0oo0gao

PATIENT CONSENT / wdtst st wgafa

I have been explained in a language I understand that: EI:@ T e S T § e wugE T ¢

O

I I N R 0 N A

1. Physiotherapy involves different types of physical evaluation and treatment. f&fsrerdt # fafi= wer 6t st sti=

3R Iv=m it B 8

2. It may involve exposing the treatment area, and all efforts will be made to preserve modesty. e % fe ¥R &1

¥ Tewan fo@mT g Wkt 2, wifer ol i e T it U e feR s

3. Treatment may include therapies such as IFT, TENS, traction, ultrasound, laser, CPM, myofascial release,
exercises, postural correction, gait training, etc. 3aTs § &g YR Y doh-fteh wifiret &t ket & 58 [FT, TENS, 3o,

eSS, oivik, CPM mefiv, wrearsfrmet fiefisr, szmam sfal
4. Some discomfort may be experienced. ST % X F SGfaHT &1 w2

e

THERAPIES / MODALITIES TO BE USED

I may ask questions or stop the treatment at any time. & @t st FaTer 7@ wehar/aehd! a1 SeTTel Uk Fhal/ahdT gl
6. Ivoluntarily give consent for evaluation and treatment. & w=s1 & S 7R 3 o forq 7ot weaf Ta/adt &

ITART Y ST ATt TohAToh

OIFT O Traction O Exercise Therapy
O TENS/NMES O Laser Therapy [0 Myofascial Release
O Ultrasound 0O CPM O Ischemic

O Shortwave Diathermy 0 Manual Therapy Compression

O Others (Specify):

O Hot/Cold Packs

O Virtual/Robotic
Rehabilitation
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RISKS, BENEFITS & ALTERNATIVES / sifam, @ e fasew
Rationale for Treatment / Su= =1 ®RUT:

Alternatives Discussed? / feredt w ==t g8? [ Yes /= O No / ==

Details / foaorn:

Risks of Not Undergoing Treatment / 3u=i® 7 & & Wifaw:

O Delayed Recovery / gam & <t

O Increased Pain / &€ # 3fg

O Reduced Function / & ewar & st

O Others / 3=;

Known Side Effects / swfara sifeetard:

O Pain /¢ [ Skin Irritation / @=r# 5o [J Spasms /¥s7 [ Temporary Worsening / swemft gt
O Injury Risk / sz s sifiew O Other / 3=

PATIENT RESPONSIBILITIES / s & Rrewaieat

I will follow the therapist’s instructions, report symptoms, and follow home exercises.
§ fafereasr st wette /AT, IS ff TToT U SIS/t S ER I ST T ST /]

COST ESTIMATE & PHOTOGRAPHY CONSENT
(e ST I BRI Fenfd

I understand the therapy cost may vary.

& wrEd/aHEd! g fh 3T 1w seen

Photography/Video:

O I consent / wewfa O I do not consent / sw=afd

(My identity will remain confidential / % qg=m o Tt smet)

DECLARATION / arwom

Consent Given By / wenfa 33 e

O Patient / 7t [ Guardian / stfiramas
Name / 7:

Relation (if guardian) / ==
Signature / g&ater:
Date & Time / fAisw 7 vwa:

THERAPIST DECLARATION / fafereaes st =rwom

I have explained all information in a clear and understandable manner.
Y T SR Ty 3R T T H e 2

Therapist Name / fafereae w1 am:

Physiotherapist Signature / g&amer:

Date & Time / fe=is o gwa:

WITNESS (if applicable) / warg (afs stravaer)
Name / 7r: Signature / g&aer:

Date & Time / fe=iss o gw=:

CLINIC/CENTRE ADDRESS AND CONTACT INFORMATION



