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PATIENT FINANCIAL TERMS

PLEASE READ – IMPORTANT

Welcome to Restore Motion.  We provide physical therapy services for a wide variety of medical problems.  Your insurance company may require that treatment be rendered only upon a script from a physician, dentist, or podiatrist.  This script should be provided to us on your initial visit to our clinic.  These scripts are generally valid for one month unless otherwise stated. 

APPOINTMENT INFORMATION

· The initial appointment will usually last 45 to 60 minutes and with all subsequent appointments lasting approximately 30 to 60 minutes.
· Please arrive promptly for each scheduled appointment.  If you more than 10 minutes late, your therapist’s schedule may prevent you from being treated.
· In the event that you are unable to attend your appointment, we require at least 24 hours advance notice.  There is a $50 missed visit fee for failure to comply.  
· If after two “no show” events, you do not call to cancel and “no show” for your visit, we reserve the right to charge you the full session amount and cancel all subsequent visits 

BILLING INFORMATION

Restore Motion is NOT a participating provider with your insurance company; therefore it is important that you verify your insurance coverage at the time of your initial visit.  We must emphasize that since we are not participating provider with your insurance plan, our relationship is with you, not your insurance company.  All charges are your responsibility from the date the services are rendered.  It is ultimately your responsibility to pay Restore Motion for the services and to assure that your insurance properly processes your claims.

For Credit Card Payment Option please fill out the following:
           

Credit Card (AMEX, Visa, MC)

Credit Card # ____________________________

Exp. Date: ___________

OK to bill my account _____ (initial here)
ACKNOWLEDGEMENT

I have read and understood all of the above information, and agree to abide by all of its terms.  Further, I understand that I am personally responsible for all charges not covered by my insurance.

Signed____________________________________  Date_________________________
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