Treatment Facility Name and Logo
Facility Address
Facility Phone Number
Letter of Understanding/Agreement/Patient Contract
This Contract serves as a letter of understanding about the treatment of lymphedema which you are about to receive.

Patient Name: 












____
I have been informed that the treatment of lymphedema – which consists of Manual Lymph Drainage (MLD), compression bandaging, and instructions in exercise and self-care – requires daily appointments (Monday-Friday) before the treatment sequence tapers to 2-3 appointments/week, until my custom garment(s) arrive.


____
After my treatments with the physical/occupational therapists, I’ll be required - to the best of my abilities - to perform a self-care protocol which consists of daily wear of daytime and nighttime garments and any other recommendations taught during my therapy visits.

____
Treatment charges will be submitted to my insurance company.  I understand that I am responsible for applicable deductibles and copays.  

____
I understand that the estimated total number of treatments is:  ___________________


The estimated retail cost of my compression garment(s) is below. How much I will ultimately pay will depend on whether my insurance covers compression garments and if it does, whether I will owe a deductible and/or a copay.
My therapist will contact a durable medical equipment (DME) dealer to determine my insurance coverage. If my insurance provider does not cover compression garments, my therapist will provide me with instructions on how to order my garment(s) online so that I can pay directly.  If needed, my therapist will provide me with measurements for a custom garment. For returns, I will need to refer to the policy of the provider of the compression garment.

Compression bandaging supplies  
$____________________


Compression garment(s)   
$____________________


Night compression garment(s)   
$____________________

Total estimated retail cost
$____________________

I understand that the above total is only an estimate of the cost of compression garment(s) I need for successful treatment.  Additional costs may be incurred during the course of my treatment.  These additional costs will be discussed with me with as much advance notice as possible.
I have read and understand this estimation of proposed treatment visits, costs, and payment policy.

_______________________________________________________
Date: _________________
                
Patient Signature 
                                                  
print
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