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19732 MacArthur Blvd., Suite 125.  Irvine, CA 92612
Phone:  949.644.2022        Fax:  949.644.1914
POLICIES AND PATIENT RESPONSIBILITIES
Thank you for choosing Bradley Physiotherapy, P.C. (doing business as “Newport Physical Therapy”) as your physical therapy provider.  Before we begin services, please sign below indicating you have read, understand and agree to the following Policies and Patient Responsibilities.
· In-Network Policy.  As a courtesy to you, Newport Physical Therapy will bill your insurance carrier, however, you are ultimately responsible for payment of services you receive whether or not paid by your insurance. If we are in-network with your health plan, we will submit the claims to your health plan on your behalf and your health plan will send payment directly to us. You hereby assign and convey directly to us all health plan benefits otherwise payable to you for medical services, treatments, therapies and/or examinations rendered by us. If your health plan denies payment of our claims, in whole or in part, you are responsible for paying any and all unpaid amounts within thirty (30) days of receiving our statement unless you have made other payment arrangements with us. You authorize Newport Physical Therapy to release all medical information necessary to process your claims to the responsible Payor. You also hereby agree that if any payments are sent to you despite your assignment of benefits to us, you will promptly forward the funds and explanation of benefits/payment to Provider.  

· Out-of-Network Policy.  (Commercial Health Plans - Does not apply to Medicare) All out-of-network insurance benefits will be dealt with on a case-by-case basis. We can let you know in advance of your treatment what your out of pocket costs will be. Once your deductible is met, we will work to have your out of pocket costs be as close to your in-network copayment as possible. We will not only submit your claim, but also assist you in obtaining the required authorizations. We are not responsible if your health plan denies, in whole or in part, your claims for our services. 

· Medicare Policy. We are enrolled as a participating provider with Medicare Part B and will bill Medicare for your services on your behalf.  You will be responsible for your coinsurance/copays if you do not have a Medicare supplemental plan. Our charges for Medicare covered benefits are limited to Medicare’s fee schedule for participating providers.  If you elect to receive services that are not covered, such as general fitness services or services that Medicare does not consider medically necessary, you will be asked to sign an Advanced Beneficiary Notice to indicate you agree to pay privately for services Medicare will not cover.  Our full fee schedule (available upon request) applies to services Medicare does not cover.
· Workers’ Compensation Policy.  If your injury is work related, we will bill the workers’ compensation carrier if you have filed an injury report.  If you have not filed an injury report, your injury is later determined not to be work related or any of the treatment you receive is denied, you will be responsible for paying our claims.  Therefore, you agree to notify us immediately if you receive notice of any controversy from your employer or the workers’ compensation insurance carrier.

· Cancellation Policy.: Newport Physical Therapy strives to provide all our patients with the best possible care. In order to provide this care and for you to achieve your goals for recovery, it is essential that you keep all scheduled appointments. In order to do this, we require a 24-hour cancellation notice. Failure to provide this notice prevents us from helping other patients during the time that you did not use. Therefore, you understand that if you cancel your scheduled appointment with less than 24 hours’ notice, or fail to show up for a scheduled appointment, a $50 cancellation fee will be assessed to you. This missed appointment fee is not covered by your insurance plan and you hereby authorize Newport Physical Therapy to charge your credit card on file in the event that such a charge is necessary.  
· Late for Appointment Policy.  If you will be late for your scheduled appointment, please call and inform us. We will try to accommodate you however your treatment session may be reduced in order to remain on time for the courtesy of the next scheduled patient. If you are more than 15 minutes late, we may need to reschedule, and this will result in a missed appointment fee of $50. This amount will be collected directly from your credit card on file. 

· Returned Check Policy. If checks are returned from the bank there will be a $25 returned check fee assessed to your account. This amount will be collected directly from your credit card on file. 

· Email. I give permission to Newport Physical Therapy to send me email or text messages regarding upcoming appointments and prevalent messages regarding Newport Physical Therapy. We will not sell or distribute your email address or phone number to any other entity. 

· Payment.  Payment is expected the time of service for all coinsurance and copays or the entire amount if we are out-of-network with your health plan.  Payment is expected within thirty (30) days of any invoice sent for any balance due. We require a credit card to be maintained on file for charging any fees determined to be patient responsibility. 
· Financial Responsibility.  You agree to be financially responsible for all charges regardless of any applicable insurance or benefit payments, third-party interest, or the resolution of any legal action or lawsuits in which you may be involved.  
· Unpaid Balance Policy. It is not our intention to cause undue financial hardship; however, in order to maintain our standard of care, we must collect our receivables as efficiently as possible. If at any time financial problems arise, please contact our Billing Department as soon as possible. We are happy to set up flexible payment arrangements for you. If your account balance matures to over 120 days and remains unpaid, your account will be sent to collections and we will no longer be able to assist you with the account. Any accounts in default and sent to collections could be assessed attorney fees, court costs and interest of 10% per month. We hope this course of action is unnecessary however we are required to notify you of this information. 

· Appeals Policy.  You understand that you are responsible for filing all appeals of adverse benefit determinations. If you need assistance filing an appeal with your health plan, contact the consumer assistance agency on your denial letter.  
I have read and fully understand the above policies and patient responsibilities and agree to these terms. 

X _______________________________________________ Date: ___________________________ 

Signature of Patient and/or Guardian 

X_______________________________________________ Date: ___________________________ 

Signature of Provider Representative 

A photocopy of this agreement is to be considered valid, the same as if it was the original. 
--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Privacy Practices Acknowledgement

I have received the Notice of Privacy and I have been provided an opportunity to review it.

Name: __________________________________________

Birthdate: ____________________

Signature: __________________________________
Date: _________________________
