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INFORMED CONSENTINFORMED CONSENTINFORMED CONSENTINFORMED CONSENT    FORFORFORFOR    PSYCHOSOCIAL SERVICESPSYCHOSOCIAL SERVICESPSYCHOSOCIAL SERVICESPSYCHOSOCIAL SERVICES    
    
 
It is a requirement of Medicare that ALL ALL ALL ALL patients in a Medicare certified facility must be offered 
psychosocial services.  In accordance with these guidelines, Denton Sports & Physical Therapy Denton Sports & Physical Therapy Denton Sports & Physical Therapy Denton Sports & Physical Therapy 
Center Center Center Center offers these services to its clients.  Services are available on an individual basis and 
include, but are not limited to the following: 
 
Individual Counseling, Family Counseling, Psychosocial Assessment, Vocational Counseling    
  
These services are provided by Thomas K. Larussa, Ph.D., LPC, a licensed professional counselor 
with the State of Texas.  Dr. Larussa is a consultant for Denton Sports and Physical Therapy 
Center. 
 
If you feel you need these services along with your therapy, we will need a Counseling Prescription 
signed by your Healthcare Provider before we can provide any of these additional services.  
 
If you are a Medicare patient, these services will be paid by Medicare.  If you are not, your 
insurance must be pre-authorized or you must set up a payment plan with our Insurance Manager. 
 
If you ARE interested in receiving services, please check the appropriate service and sign below.... 
 
 
                                                                             ___________________________________  
Patient's Signature       Date 
 
                                                                               ___________________________________ 
Parent/Guardian Signature (if necessary)   Date 
 
                                                                                            
 
If you ARE NOT interested in receiving services, please sign below....    
 
I, (please print clearly)                                                                         hereby acknowledge that I 
have been offered the above services, including initial evaluation and HEREBY DECLINE AND HEREBY DECLINE AND HEREBY DECLINE AND HEREBY DECLINE AND 
WAIVE THOSE SERVICESWAIVE THOSE SERVICESWAIVE THOSE SERVICESWAIVE THOSE SERVICES. 
 
                                                                             ___________________________________  
Patient's Signature       Date 
 
                                                                             ___________________________________ 
Parent/Guardian Signature (if necessary)   Date 


