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CITY PHYSICAL THERAPY, PC

PATIENT CONSENT FORM
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1. CONSENT FOR CARE AND TREATMENT
Layman’s Terms: You allow us to treat you.
I hereby give my consent to City Physical Therapy, P.C. and its agents to provide medical/rehabilitative
evaluation and treatment to me considered necessary and proper in diagnosing and/or treating my condition.
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2. BENEFIT ASSIGNMENT AND RELEASE OF INFORMATION
Layman’s Terms: You allow us to release your information to your insurance company and you authorize your
insurance company to pay us for the services we render.
I hereby assign all medical benefits (Major Medical/Commercial Insurance, Medicare, Worker’s
Compensation, No-Fault, etc) related to the care provided by City Physical Therapy, P.C. and/or its agents, to
City Physical Therapy, PC. A photocopy of this assignment is to be as valid as the original. I hereby authorize
said assignee to release all information necessary including Medical Records, to secure payment.
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3. PRIVACY PRACTICES

Layman’s Terms: We will only use your personal information for healthcare operations and we will not sell
your information to a 3rd party.

I understand that City Physical Therapy, P.C. will use protected health information (PHI) for the purpose of

treatment, payment, and heath care operations. I have been presented with the City Physical Therapy, P.C.
Notice of Privacy Practices.
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4. DIRECT ACCESS POLICY
In NY State, patients can be seen in PT for 10 visits or 30 days (per condition/episode) without a physician’s
prescription. After 10 visits or 30 days, ALL patients require a prescription. Medicare, Worker’s
Compensation, and No-Fault patients are not eligible for direct access and always require a prescription.
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5. MEDICARE PHYSICAL THERAPY PLAN OF CARE (POC) POLICY (Medicare Patients Only)
Medicare requires the referring physician to sign off on the PT POC every 30 days. We will make 3 attempts to
contact your doctor to secure their sign off. If your doctor does not sign off we will ask you to contact/visit
your doctor. We will stop scheduling appointments if your POC is unsigned for more than 45days.
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6. NO SHOW/ LATE CANCEL POLICY
If you need to cancel your appointment, please do so 24 hrs in advance. If you cancel your appointment with
less than 24-hour notice or No-Show, there will be $50 charge.
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I have read and agree to the terms/policies set forth above in the “Consent for Care and Treatment”, “Benefit
Assignment and Release of Information”, “Privacy Practices”, “Direct Access Policy”, “Medicare PT POC
Policy”, and “No Show/Late Cancel Policy”.
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Signature of Patient, Authorized Representative or Responsible Party Date
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Print Name of Patient, Authorized Representative or Responsible Party Relationship to Patient
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7. PAYMENT POLICY
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» Copay: Due at the time of each visit in-office, via Cash or Check or Chase Quick Pay/Zelle ONLY.
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* Deductible/Coinsurance: You will be contacted when claims are returned from your insurance with EOBs
(Explanation of Benefits) indicating your responsibility, which will then be charged to your credit card on
file.
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» Bounced check fee: if you pay by check and your check does not clear, you will be charged an additional
“bounced check fee” of $50 in addition to any bank charges that we incur.
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8. PATIENT FINANCIAL RESPONSIBILITY
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¢ [ understand that I am financially responsible for my health insurance copay, deductible, coinsurance, and
non-covered or not-payable services.
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* If my plan requires a referral, I must obtain it prior to my visit.
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I will immediately notify City Physical Therapy, PC to any changes in my insurance coverage.
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* In the event that my health plan determines a service to be “not payable”, or reverses a previous processed

claim and takes back the prior payment, I will be responsible for the complete charge and agree to pay the
costs of all services provided.
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Insurance direct payment: If any payment is made directly to me for services provided by City Physical
Therapy, P.C. and/or its agents, I recognize an obligation to promptly remit same payment to City Physical
Therapy, P.C.
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* Collections: I understand and agree that if I fail to make the payments for which I am responsible fully and
in a timely manner, I will be responsible for all costs collecting monies owed, including court costs,
collection agency fees, and attorney fees.
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Prior to your first visit we verified your insurance benefits for Physical Therapy, which are listed below:
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Primary insurance: PT visits per year:
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Secondary insurance: Visits used:
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ESTIMATED PATIENT RESPONSIBILITY (provided by your insurance co. prior to treatment, and
not a guarantee of payment until your insurance co. processes claims):
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Deductible: Eval: (estimated for Ded/Coins)
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Copay/Coinsurance: Follow-up: (estimated for Ded/Coins)
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* Aetna may apply a one-time deductible ($35 - $49) to the evaluation and re-eval visits in addition to your
normal co-pay responsibility, depending on your plan benefits.
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I have read and agree to the terms/policies set forth above in the “Payment Policy”, and “Patient Financial
Responsibility”.
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Signature of Patient, Authorized Representative or Responsible Party Date
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Print Name of Patient, Authorized Representative or Responsible Party Relationship to Patient
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