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HAVRE DE GRACE 
508 Lafayette Street
Havre de Grace, MD 21078
P  410.939.4500
F  410.575.6437

BEL AIR 
201 Plumtree Rd., Ste. 301
Bel Air, MD 21015
P  410-569-3326
F  410-569-3551

ROSEDALE
Seven Square Professional Bldg.
9110 Philadelphia Rd., Ste. 308
Baltimore, MD 21237
P  410.337.7900
F  410.391.8084

GBMC 
North Pavilion
6535 North Charles St., Ste. 155
Baltimore, MD 21204
P  410.337.7900
F  410.337-2242

ST. JOSEPH 
O’Dea Medical Arts Bldg.
7505 Osler Dr., Ste. 104
Baltimore, MD 21204
P  410.337.8888
F  410.823.4833

TOWSON 
Ruxton Professional Center
8322 Bellona Ave., Ste. 100
Baltimore, MD 21204
P  410.337.7900
F  410.337.5321
F  410.821.1334

CONSENT FOR CARE AND TREATMENT

I, the undersigned, having legal authority to do so, do hereby agree and give consent for Towson Sports 

Medicine to furnish medical care and treatment as considered necessary and proper in diagnosing or 

treating my/his/her physical and mental condition.

HIPAA

I, the undersigned, have been made aware of my rights as a patient under the “Health Information 

Portability and Accountability Act” as posted in the office.  I further understand that I may request a 

printed copy of these rights at any time.

MISSED APPOINTMENTS

Did you know we are averaging 60 or more missed appointments per week? This not only affects the 

quality of care that we provide but also makes it incredibly difficult to schedule prompt and convenient 

appointment times for both existing and new patients.  We find ourselves in the unenviable position of 

having to manage this problem without inflaming the delicate relationship that we have with our patients. 

If you do not give us advance notice that you will be unable to make an appointment you may be 

responsible to pay a $25.00 missed appointment fee. 

Thank you in advance. 

I have read and understand the statement noted above. 

Patient/Guardian/Responsible Party ____________________________________________ Date ___________

Please Print Your Name _______________________________________________________ Date ___________

Towson Sports Medicine Representative _________________________________________ Date ___________


