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Performing Arts Physical Therapy




INSURANCE POLICY STATEMENT
THE UNDERSIGNED HEREBY CONFIRMS THAT HE/SHE WAS MADE AWARE OF OUR POLICY REGARDING INSURANCE DEDUCTIBLES, WHICH STATES:

“IT IS THE PATIENT'S/INSURER'S Responsibility TO PAY FOR SERVICES INCURRED, UNTIL HIS/HER INSURANCE DEDUCTIBLE HAD BEEN MET. PERFORMING ARTS PHYSICAL THERAPY WILL ISSUE A 'SUPER-BILL' FOR SUCH SERVICES WHICH THE PATIENT/INSURED HAS TO SUBMIT TO HIS/HER INSURANCE PROVIDER IN ORDER TO BE REIMBURSED.”                                                

THE UNDERSIGNED HEREBY AGREES THAT HE/SHE IS FINANCIALLY RESPONSIBLE FOR ALL PHYSICAL THERAPY SERVICES NOT COVERED BY THE INSURANCE COMPANY. 
INITIAL:______________
LATE CANCELLATION / NO SHOW POLICY STATEMENT

THE UNDERSIGNED UNDERSTANDS THAT PERFORMING ARTS PHYSICAL THERAPY HAS A 24 HOUR ADVANCE NOTICE Requirement IN THE EVENT OF CANCELLATION OF ANY APPOINTMENTS. IF AN APPOINTMENT IS NOT CANCELED 24 HOURS PRIOR TO THE TIME OF THE APPOINTMENT OR THE APPOINTMENT IS MISSED FOR any REASON, THE UNDERSIGNED AGREES TO PAY THE CHARGE (CURRENTLY $50.00) FOR EACH MISSED APPOINTMENT.  patients who frequently late cancel or no show may forfeit their privilage of scheduling in advance.
INITIAL:______________
PATIENT ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES NOTICE
THIS IS TO ACKNOWLEDGE THAT I HAVE RECEIVED AND REVIEWED PERFORMING ARTS PHYSICAL THERAPY NOTICE OF PRIVACY PRACTICES. IF I HAVE ANY QUESTIONS, I CAN CONTACT THE PRACTICE AT: 212-245-7278 
_______________________________________

PRINT NAME OF PATIENT

_______________________________________               ___________________________

SIGNATURE OF PATIENT                                                           DATE:
311 West 43rd Street, Suite 405, New York, NY 10036, Tel: 212 245 7278, Fax: 212 245 7461


