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ASSIGNMENT AND INSTRUCTION FOR DIRECT PAYMENT TO PHYSICAL THERAPIST 

PRIVATE AND GROUP ACCIDENT AND HEALTH INSURANCE
PLEASE READ CAREFULLY   Patients who carry insurance should remember that professional services rendered are charged to the patient and not to the insurance company.  Even though an insurance claim is filed, you will still receive a statement each month if your account has a balance due.  This office cannot accept responsibility for collecting your insurance claim, nor for negotiating a settlement on a disputed claim.   
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   Please Initial
REASONABLE AND CUSTOMARY CHARGES: Please be aware than an insurance explanation of benefit (EOB) citing “reasonable and customary charges” is a complication of averages for a specific geographic area and does not reflect a specific fee schedule for a medical service.

CREDIT POLICY / INSURANCE: We will file your Medicare and other insurances.  Medicare will make payment to this office and your supplemental insurance will be billed at that time IF we have that information.  IF MY INSURANCE COMPANY MAKES PAYMENT DIRECT TO ME, I agree to forward the payment to Southern Idaho Therapy Services to be applied to my account.   
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   Please Initial
************************************************************************************

We WILL NOT become involved in disputes between you and your attorney and/or your insurance company regarding litigation, deductibles, co-payments, covered charges, secondary insurance, “usual and customary” charges, etc., other than to supply factual information as necessary.
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   Please Initial
FINANCE CHARGES: If we allow you to have a balance with us, at our discretion, there will be a 1.75% charge for accounts for 60 days and over.  
I AUTHORIZE PAYMENT DIRECTLY TO THE THERAPIST OF ANY BENEFITS DUE ME FOR MEDICAL SERVICES.  I UNDERSTAND THAT I AM RESPONSIBLE FOR ANY AMOUNT NOT COVERED BY INSURANCE AND IF PAYMENT CANNOT BE MADE IN FULL I WILL CALL YOUR OFFICE AND MAKE CREDIT ARRANGEMENTS.

SIGNATURE_________________________________________DATE:_________________________
     Patient and/or Guardian for MINOR 
