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PHYSICAL THERAPY




1942 Huntington Drive. South Pasadena. CA 91030             Telephone: 626-403-6545 Fax: 626-441-7660
ATP FINANCIAL AND PRACTICE POLICIES 2010

Thank you for choosing ATP as your health care provider. We are committed to your treatment being successful. Our insurance billing department will work diligently to make sure your paperwork is filed accurately and promptly.

In order to provide you with the highest quality service while keeping our billing costs low please understand that timely payment of your bill is considered a part of your treatment.  

The following is a full statement of our Financial Policy and Practices which we require patients to read and sign prior to any treatment being received. (A copy will be given):- 
Financial Policy and Practices

1. It is the patient’s responsibility to understand their insurance coverage regarding Physical or Occupational services they will receive at ATP Physical Therapy. ATP Physical Therapy does not play any role in how policies are written by insurance carriers or individual plan’s cover. 

2. It is the patient’s responsibility to inform ATP Physical Therapy of any changes to their insurance coverage that will effect the correct and timely processing of the patients claims and to be aware of the limitations of my policy. 
3. Patient understand they are financially responsible for the therapy they receive and are responsible for any deductibles to be paid for and understand they will have to pay an amount at each visit until their deductible has been satisfied. 

4. Patients understand they are to pay at the time of each treatment visit all deductibles, co-payments and/or co-insurance as advised and verified by their insurance carrier. If payment is not made a fee of $5 will be added for every date of service the payment is delayed.
5. Payment can be made via check, credit card or cash. ATP Physical Therapy will, as a courtesy, bill insurance carrier for services rendered. Patients have a choice to bill their own insurance company if they choose to, and render payment to ATP Physical Therapy.

6. It is the patient’s responsibility for any and all payments not paid by their insurance carrier to ATP Physical Therapy. Patients acknowledge that if my balance is forwarded to a collection agency, a 30% fee will be added to the balance. 

7. Patient understands and accepts, with no exceptions, that late cancellations and no-show appointments (minimum 24 hours notice required) will be subjected to a $75 charge. This is an average amount their insurance carrier would have paid ATP for treatment if the patient had attended their appointment.
8. Patient understands that if they no-show or cancel 3 times will be discharged from Therapy Services, and billed accordingly, unless unforeseen substantial circumstances caused the no-show or late cancellation of their scheduled appointment.

Assignment of Benefits/Release of Information/Consent to Treatment

Consent for Care and Treatment:

I, the undersigned, hereby agree and give consent for ATP Physical Therapy to furnish care and treatment considered necessary and proper in treating my condition.

Authorization for Assignment of Benefits: 

I, the undersigned, hereby assign all medical benefits, to which I am entitled, to the office of ATP Physical Therapy, and shall be financially responsible for any unpaid balance. In the event payment is made directly to me for services rendered by this office, I recognize the obligation to promptly remit payment to this office. I hereby authorize and instruct my insurance company to pay by check and mail directly to the address on file at the insurance carrier.

Authorization for Signature on File and Release of Information:

 I, the undersigned hereby authorize the office of ATP Physical Therapy to affix my name to any and all claims or documents as related to any and all health benefits due me. I authorize the release of any information relating to my health care claims. A photo stat copy of this authorization shall be valid as an original.. I understand that ATP Physical Therapy may use or disclose my personal health information for the purposes of carrying out treatment, obtaining payment, evaluating the quality of services provided and any administrative operations related to treatment or payment. 

 I understand that I have the right to restrict how my personal health information is used and disclosed for treatment, payment, and administrative operations if I notify the practice. I also understand that ATP Physical Therapy will consider requests for restriction on a case by case basis, but does not have to agree to requests for restrictions.

 I understand that I retain the right to revoke this consent by notifying the practice in writing at any time. I understand I have the right to copy or inspect any information used for these purposes.  I also understand this authorization does not affect my consent to use my protected health information for treatment and billing.

I  have read and fully understand all of the information within ATP’s Financial Policy and Practices document and hereby agree to comply as outlined above.

Patient:

Signed:

Relation to Patient (if different)
Signed for ATP Physical Therapy:

Date: 
