
I, __________________________________________ 
acknowledge that I am not currently receiving home 
health nursing or therapy services from another 
healthcare provider. I understand that by law I cannot 
receive these services from di�erent healthcare providers 
at the same time. If a situation arises whereas I 
need nursing services while still a therapy patient at 
Visions Physical Therapy, I will inform Visions’ 
personnel for follow-up.

_________________________________
Signature 

_________________________________
Date  

HOME HEALTH ACKNOWLEDGMENT FORM 


