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 FINANCIAL POLICY AND SIGNATURE ON FILE 

 I authorize the release of any medical pertinent information to my consulting provider, if needed and as 
 necessary to process insurance claims. I also authorize payment of benefits to Asheville Physical 
 Therapy. I understand that I am financially responsible for  all services  rendered including for the 
 following reasons: 

 1.  No proper referral at the time of service or referral  is invalid/expired. 
 2.  Incorrect/ invalid insurance information given  or failure to give any or new updated insurance information. 
 3  .  Expenses  not  covered  by  insurance  including  co-pays,  co-insurance,  durable  medical  equipment,  and 
 maxed insurance benefits. 
 4.  Deductible not met for primary or secondary insurance. 
 5  . Services rendered deemed medically unnecessary  by insurance or non-covered/excluded services by plan. 
 6.  Not in network with your plan. 

 *Failure  of  an  insurance  company  to  pay  does  not  excuse  the  patient’s  financial  responsibility.  It  is  the 
 patient's  responsibility  to  know  what  is  and  is  not  covered  by  their  insurance  policy/plan  (Including 
 Medicare  beneficiaries).  Your  contract  is  between  you  and  your  insurance  carrier.  YOU  ARE 
 RESPONSIBLE FOR VERIFYING NETWORK STATUS DIRECTLY WITH YOUR INSURANCE CARRIER. 

 PAYMENT  AT  TIME  OF  SERVICE  AND  BALANCES  :  Payment  is  required  for  all  services  at  the  time  they 
 are  rendered  including  co-payments,  co-insurance,  deductibles,  and  any  outstanding  balances.  Outstanding 
 balances  will  have  credit  card/debit  card  transacted  at  the  time  insurance  payment  is  processed.  Any  unpaid 
 balances  greater  than  30  days  old  will  result  in  an  18%  interest  penalty  unless  arrangements  have  otherwise 
 been  approved  by  management.  (I  understand  the  liability  action  against  someone  is  not  a  reason  for  delaying 
 payment of my bill. Payment is my responsibility as an individual receiving treatment). 

 Returned  Checks:  In  the  event  a  check  is  returned  for  Non-Sufficient  Funds,  we  will  assess  a  $25.00 
 charge  in  addition  to  your  current  balance  to  cover  bank  charges  incurred  by  our  office  due  to  Non-Sufficient 
 Funds. 

 Missed  Appointments:  We  charge  a  $35.00  fee  for  any  No  Show  appointment  and/or  Late  Cancellation 
 that  was  not  canceled  within  24  hours.  This  will  be  processed  on  your  credit  card/debit  card  on  file  the  same 
 day.  Or  will  be  billed  directly  to  you.  If  you  “no  show”  to  3  appointments  within  a  year  we  have  the  right  to 
 dismiss you from our practice for non-compliance. 

 Late  to  Appointment:  I  understand  that  if  I  am  going  to  be  late  for  an  appointment.  APT  expects  a  courtesy 
 call  from  the  patient/patient  guarantor.  My  time  slot  may  likely  be  forfeited  if  I  am  more  than  15  minutes  late.  (  I 
 will make every reasonable attempt to notify APT if I am running late for any reason). 

 Your  signature  below  signifies  your  understanding  and  willingness  to  comply  with  the  policies  of  this  office  and 
 your insurance plan. 

 Patient/Guardian Signature for Financial and Office Policies 
 (Refusal to sign does NOT prevent responsibility/obligation regarding this office’s financial policy)  . 

 X________________________________________________________ Date___________________ 




