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I, ______________________________________ give permission for  
               (Name of legal guardian/DPOA) 

 

__________________________________ , to receive rehabilitation services including physical  
                  (Name of patient) 

therapy, occupational therapy, speech therapy, and/or audiology at Valley Regional Hospital.  

 
                  

 

 

Patient Name: __________________________________          DOB: ___________________ 

 

Legal Guardian/DPOA Name: ______________________________ 

 

Legal Guardian/DPOA Signature: ______________________________  Date: _______________ 

 

Witness: __________________________________  Date: _____________________ 

 

 

*This permission is valid for 1 year after date of initiation, and must be must be renewed for services requested 
after 1 year. 


