FQACH S

PHYSICAL THERAPY

FINANCIAL AGREEMENT

Thank you for choosingocus Physical Therapy as your health care provider. We are committgetm

treatment. Please understand that payment of ylbisr donsidered a part of your treatment. TH®%ing is a
statement of our Financial Agreement that we requiteto read carefully and sign prior to any treatm&rcopy will
be provided to you upon request.

Insurance. We participate in most regional insurance plangiolf are not insured by a plan we do business
with, payment in full is expected at each visit. gdtients are encouraged to call their insuranogaay for
verification or clarification of benefitsKnowing your insurance benefits isyour responsibility. In most
casesFocus Physical Therapy will bill your insurance, however, any account balance incwitbd=ocus
Physical Therapy is legally your responsibility. The adult, parentegial guardian accompanying a minor is
responsible financially for all services providedHneus Physical Therapy and agrees to all terms listed
herein.

TERMS OF AGREEMENT

I, the undersigned, hereby agree with the following:

1. Co-payments and deductibles. All cepayments and deductibles must be paid at the time of

service. This arrangement is part of my contract withmy insurance company. Failure on Focus

Physical Therapy’s part to collect capayments and deductibles from patients can be considst fraud.

| will help Focus Physical Therapy in upholding thdaw by paying my cepayment at each visit.

2.Non-covered Services/Equipment. am aware that someand perhaps allof the

services/equipment | receive may be-gomered, denied by my carrier or not consideresiamgble or

necessary by Medicare or other insurers. | uragighat | am financially responsible for all changetspaid

by my insurance company.

3. Proof of insurance. | will provide a copy of a current, valid, insucacard to provide proof of

insurance. | will notify a Focus Physical Therapgresentative of any changes in my informatioriuding, but not

limited to, address, phone number, or insurance ageer

4. Claims submission.My insurance company may need me to supply cemdéammation directly. It is

my responsibility to comply with their requedt.am aware that Insurance coverage does not guararge
ayment.

g. d Missed appointmentsl understand | will be charged $30 for missed appointsneot canceled

within 24 hours of the scheduled time. These chavgktshe my responsibility and not covered by my

insurance.

6. Assignment of Benefitsl, the undersigned, certify that | (or my dependdwtye insurance coverage

as provided td~ocus Physical Therapy and assign directly t&ocus Physical Therapy all insurance benefits,

if any, otherwise payable to me for services reglet understand that | am financially responsibi@ficcharges not

paid by my insurance. | hereby authorize the relehsil information necessary to secure the paywidoenefits. |

authorize the use of this signature on all inswaubmissions.

X
Signature of Patient or Responsible Party: Date:
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FQACH S

PHYSICAL THERAPY

Consent for the Use and Disclosure of Protected Héalnformation

By signing below, you consent to the use and disodosf your protected health informationgcus

Physical Therapy, our staff, and our business associates for tesdtrpayment and health care operations.

For a more detailed description of use and disolgsior these purposes, please review our Notice of
Information Practices. You have the right to revair Notice of Information Practices prior to sgigmthis consent
form. The terms of this Notice of Information Riees may change. If this occurs, a revised netitde posted in
our facility. You may also obtain a revised copycbptacting=ocus Physical Therapy at (541) 3853344 and
reguesting one.

You have the right to request that we restrict @ar ar disclosure of your protected health inforamati

otherwise permitted for Focus Physical Therapy tarugeatment, payment and health care operatidfesare not
required to agree to these restrictions, however iflo so, the agreed restrictions are bindingson u

You have the right to revoke this consent in wgitiexcept to the extent that we may already keken

action in reliance on it.

X
Signature of Patient or Responsible Party: Date:

Consent for Care and Treatment

As the patient or patient’s legal representative rélwe onsent to any necessary examination, procedanegpr
treatments recommended by my therapist(§)aatis Physical Therapy as necessary in his/heidgment and
delivered in accordance with all local and nationaslpertaining to physical therapy.urderstand that | am
under the care and supervision of the treating therapisocus Physical Therapy. This consent is intended as a
waiver of liability for such treatment excepting aatsegligence.

* If you are unable to provide information about yowdical history, please provide the name(s) of
person(s) from whom we may obtain this verbal mition:

Name: Relaponsh

X
Signature of Patient or Responsible Party: Date:

Email List

If you would like to subscribe to Focus Physical &ipgis email list to receive occasional educational elinic
related information, please provide your email esslihere:

Email Address:

Your email address will be held strictly confidehtiand will never be distributed to any other compan
individual, at any time, for any purpose.
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FQACH S

PHYSICAL THERAPY

Verify Your |nsurance Coverage

Thank you for verifying your own insurance coverage. TPingcess should only take a few minutes
of your time, and will help you avoid costly expendebere are problems or gaps in your insurance
coverage.

Things You'll Need:
1. Your Insurance Card
2. Your Social Security Number and Date of Birth
3. Focus Physical Therapy Information such as Tax lidctuded on the bottom)

Call the number on your insurance card or go to your insurance company’s website.
Ask for or go to the section fahecking eligibility and benefits
Complete this form and bring it angrour insurance cardto your next PT visit.

PATIENT INFORMATION
Your Name: Date:
Your Date of Birth: Your Social Security ldam

INSURANCE INFORMATION

Insurance Company Name
Ins. Company Phone(#om the back of your card)

ID Number
Group Number
Effective Date

is Focus Physical Therapy (circle on@yeferred participating out of network?ls
Pre-Certification/Prior Authorization Required? YesNo

Annual deductible?
Amount already met?

Co-pay amount % or $
Visit Limit:

Visits used this year:
Yearly/Lifetime Maximum (visit or $ amount):

Insurance Requires the following (circle): Doctor'deRel Evaluation Daily Notes

Focus Physical Therapy, Inc. Tax ID# 28140657 Burke M Selbst, PT

Thank you for taking the time to complete thisform. We look forward to working with you!
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