   ATP Physical Therapy, P.C.

1942 Huntington Drive

South Pasadena, CA 91030

(626) 403-6545    
AUTHORIZATION TO DISCLOSED BILLING INFORMATION UNDER PHI PROTECTION
If you intend to use a credit card to pay for your physical therapy visit we will need your authorization by signing this form.
IMPORTANT!  Your credit card payment cannot be processed without signing this form.

Purpose of this Authorization:
By signing this form, you will authorize the disclosure and use of your billing information as it pertains to your credit card transaction.

Effect of Declining this Authorization:

This authorization is a condition of your ability to pay your bill or co-payment via credit or check card transactions.  If you decide not to sign this authorization, we may decline your ability to use credit cards as a form of payment.

Effect of Granting this Authorization:

The billing information as it relates to the protected health information (PHI) described below may be disclosed to and/or received by persons or organizations who are not subject to federal health information privacy laws.  These persons will use this information for identity verification only.  

THE USE AND DISCLOSURE BEING AUTHORIZED
· The credit card or check card being presented for payment.

· The expiration date imprinted on your card.

· The name on the card.

· Your billing address (To be used when verifying your identity only.)

EXPIRATION AND REVOCATION
· Expiration:  This authorization will expire upon written authorization by the patient.  
· Right to Revoke:  You may revoke this authorization at any time by giving written notice of revocation to this office.  Revocation of this authorization will not affect any action we took in reliance on this authorization before we received your written notice of revocation or if you are currently in a credit card dispute with this office.  Revocation of this authorization may also mean that we may disallow this payment option.  

I have had full opportunity to read and consider the contents of this authorization.  I understand that, by signing this form, I am confirming my authorization for the use and/or disclosure of my billing information as described in this form.  
___________________________________________________        ____________

Signature of patient or of guardian                                                        Date
