AUTHORIZATION FOR RELEASE

OF INFORMATION AND CONSENT TO TREAT

The undersigned hereby authorizes Family Physical Therapy & Sports Center to furnish from my medical record requested information or excerpts to the referring physicians, if any, and to Medicare, Medicaid, or any insurance company for the purpose of processing claims and to obtain payment of the account for services provided to the patient. By signing, this authorization the patient, parent, or legal guardian of the patient hereby gives to medical treatment.

MEDICARE RELEASE

I certify that the information given by me in applying for payment under Title XVIII of the Social Security Act is correct.  I authorize any holder of medical or other information about me to release to the Social Security Administration or its intermediaries or carriers any authorized benefits be made on my behalf.

FINANCIAL AGREEMENT
The undersigned hereby agrees that, in consideration of the services to be rendered to the patient, to pay Family Physical Therapy & Sports Center in accordance with the regular rate and the offices payment policy.  Some insurance companies do not pay for hot/cold packs.  These are billable services and are due by the patient.

A late fee will be charged to all overdue account balance after 60 days.

WORKER’S COMPENSATION

PLEASE NOTIFY RECEPTIONIST IF THIS IS A WORKERS COMPENSATION INJURY.

Any patient claiming worker’s compensation must bring notice of injury from their employer before it will be turned into worker’s compensation insurance. Otherwise all billing will be submitted to personal medical insurance.

*****Family Physical Therapy & Sports Center is not affiliated with the Kearney Clinic and will bill to your insurance separately. *****

Effective May 5, 2008 we will be implementing a NO SHOW policy. You will be charged a $25.00 charge for every no show appointment. This will be at your own expense.

The undersigned certifies that h/she has read the foregoing, and is the patient or is duly authorized by or on behalf of the patient to execute the above and accept its terms.

Signed: _______________________________________ Date: _____________________
       


          (Patient or Parent/Legal Guardian)                    

