Active Solutions Therapy Services, Inc.

FINANCIAL RESPONSIBILITY STATEMENT

IMPORTANT INFORMATION - PLEASE READ
PAYMENT POLICY
· Although we verify your health benefit coverage, we do not know your actual financial responsibility until your insurance company processes the payment for each date of service.  Please be aware that it is ultimately your responsibility to know your healthcare benefit coverage.  We strongly recommend that you contact your insurance company directly to verify your physical therapy benefits. Please notify us of any Insurance changes immediately.
· Payment is required at each visit, on each date of service, you are responsible to pay any co-pay, and deductible and/or co-insurance calculated based upon the allowable fees set by your insurance company.  Please note that any deductible/co-insurance payment you pay on the date of service is only an estimated amount.  After your insurance company has paid their portion, it is probable that you will receive a bill from Active Solutions Therapy Services for any amount deemed to be patient responsibility by your insurance.
· We accept Cash, Check, and Debit/Credit Cards (MasterCard, Visa and Discover only) we do not offer cash back.
· There is a $20 charge for all returned checks or credit card transactions.
· If your account becomes past due, we will take necessary steps to collect this debt.  If we have to refer the account for collections, you agree to pay all the collections cost incurred including attorney fees.
· Please be aware that most insurance companies do not pay for SUPPLIES/DURABLE MEDICAL EQUIPMENT, even though your doctor may have requested it.   All supplies and/or durable medical equipment must be paid for at the time of service.
CASH PATIENTS ONLY
· Payment in full is expected at the end of each treatment visit.  After each treatment visit, it is your responsibility to stop at the front desk to make your payment.

MEDICARE PATIENTS ONLY
· Medicare deductible is $183.00.

· Medicare co-insurance is 20% and your estimated payment will be calculated based upon the Medicare allowable fees per visit after the $183.00 deductible has been met.  If you do not have a secondary insurance, payment is due at the end of each treatment visit.
By signing this document, the undersigned is agreeing to have read this policy, understands this policy and agrees to the policy as outlined above.

___________________________________________

______________________

Patient/Guardian Signature





Date
