POLICIES REGARDING: Release of medical information, re-assignment and promise of payment, consent to receive treatment and acknowledgment of HIPAA policy

I understand that Peak Performance Orthopedic & Sports Physical Therapy, P.C. may use or disclose my personal health information for the purposes of providing treatment, receiving payment and/or quality review.  I authorize the release of my personal health information as may be necessary for the completion of claims to the insurance company or for purposes in settling a liability claim.  I understand I am financially responsible for charges not covered by my insurance and re-assign any payments from an insurance company or third party (settlement from a liability claim) to Peak Performance Orthopedic & Sports Physical Therapy, P.C.  
Any settlement I may receive from a third party will be used to pay off my account balance in full.  If I have legal representation, I authorize my attorney to settle my account balance in full prior to relinquishing any form of payment to me.  I understand that Peak Performance Orthopedic & Sports Physical Therapy, P.C. does not hold patient accounts on lien for any liability claim.  If I have a liability claim I am responsible for paying my daily balance in full at the time of service. 
I understand that my co-payment or estimated co-insurance is due and payable at time of service.   I understand that it is my responsibility to pay any outstanding balance beyond 120 days after services are rendered.  I understand that if I am unable to pay my entire balance, I agree to make payment arrangements at no less than 20% of the outstanding balance on a monthly basis.  I understand that a finance charge will be imposed on my account each month that the account has a remaining balance.  I understand that if no payment and/or payment arrangement are made to pay off my balance after three statement cycles that my account will be turned over to the American Credit Bureau and their collection agency.  I am responsible for any collection fees. 
I understand that there will be a $35 service charge on all returned checks.  I understand that there will be a $25 service charge for any missed appointments with less than 2 hours notice. 

I understand that I am voluntarily giving consent for myself or my child/dependent whose name appears on the patient registration form to receive therapy.  I understand that I am giving consent to receive therapy to include evaluation/examination and specific treatment procedures deemed necessary to improve my condition.  I understand that I can refuse treatment at anytime.  I understand that no guarantees have been made as to the outcome of my treatment.  I acknowledge that I received a copy and understand your HIPAA policy.
I give your office permission to contact me either by phone, text or email as a courtesy reminder of my appointment(s).  Please provide your cellular phone number and indicate your service provider.

Number: ____________   Cingular    US Cellular    Verizon    AT&T    Sprint    T-mobile    Other: ____________     

Patient Signature: _________________________________________Date: ____________

Guardian Signature: _______________________________________Date: _____________

(If applicable) 
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Witness Signature: ________________________________________Date: ____________

