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AYMENT FOR MEDICAL SERVICES RENDERED ARE DUE AT THE TIME OF 

ur office will make every effort to verify eligibility and benefits with your health 

also authorize MATT SMITH PHYSICAL THERAPY to release to my insurance 

_______________________________________ 

 
 

FINANCIAL POLICY & ASSIGNMENT OF BENEFITS 
 

All fees for medical care are based on the us ary fee charged in 
this area by physical therapists of equal training and experience.  
 

ual, reasonable and custom

P
SERVICE UNLESS PRIOR ARRANGEMENTS HAVE BEEN MADE.  You will be 
expected to pay your insurance co-payment at each visit.  There will be a $25 service 
charge for any checks returned to our office. 
 
O
insurance company.  The amount quoted to us over the telephone is NOT a guarantee 
of payment nor determination of benefits.  It is an estimated amount that you are 
responsible for.  It is ultimately your responsibility to know the type of insurance 
plan/policy you are enrolled in and whether or not we are contracted providers.  The 
exception is for those patients with work-related claims covered by Worker’s 
Compensation.  These patients are not responsible for their bills unless their claim has 
been denied. 
 
Having read the above, I hereby authorize payment by my insurance carrier or other 
designated payor of medical benefits to MATT SMITH PHYSICAL THERAPY for 
services furnished to me.  This assignment will remain in effect until revoked by me in 
writing.  I hereby accept financial responsibility for all charges incurred whether or not I 
have insurance coverage. 
 
I 
carrier or their agents any medical information about me needed to determine these 
benefits or the benefits payable for service. 
 
________________________________________  _______________________ 
PATIENT’S OR RESPONSIBLE PARTY’S SIGNATURE   DATE 
 
_
PATIENT’S OR RESPONSIBLE PARTY’S PRINTED NAME 
 
 
 


