
 

Financial Policy Statement 
 
 
As a courtesy we call your insurance and verify your policy’s Physical Therapy Benefits. However, there are 
times when we are given inaccurate information by your insurance company so it is your responsibility to 
fully understand your insurance benefits for Physical Therapy. We strongly recommend you also call to 
verify these benefits at the start of care.   
 
We bill your insurance carrier solely as a courtesy to you. We require payment of your estimated share at 
time of service.  You will be responsible for any remaining deductible/copay/coinsurance per your policy.  
 
You are responsible for the entire bill when the services are rendered. If your insurance carrier does not 
remit payment within 60 days, the balance will be due in full from you. In the event that your insurance 
company requests a refund of payments made, you will be responsible for the amount of money refunded to 
your insurance company. In the event your company establishes an internal usual and customary fee 
schedule, you will be responsible for the difference remaining.  
 
Most supplies are not covered by insurance.  We will provide you with a receipt and you can submit this 
yourself for reimbursement but we require payment in full for supplies.    
 
If any payment is made directly to you for services billed by us, you recognize an obligation to promptly 
remit the same to BARTLEY PHYSICAL THERAPY. Your insurance will alert us to this payment. Please do 
not deposit into your personal account but sign over the check to Bartley Physical Therapy.  
 
The above does not apply for those patients that are considered Worker’s Compensation. However, be 
advised if you claim W/C benefits and are subsequently denied such benefits, you may be held responsible 
for the total amount of charges for services rendered to you. 
 
______________________________________________________________________________ 
 
 
I have read the above information and I understand my responsibility for the payment of my account. 
 
I understand and agree that if I fail to make any of the payment for which I am responsible in a timely 
manner, I will be responsible for all costs of collecting monies owed, including court costs, collection agency 
fees and attorney fees. 
 
I hereby irrevocably authorize payment of medical services rendered to myself or my dependents directly to 
Bartley Physical Therapy. I also authorize Bartley Physical Therapy to furnish my insurance with full 
information regarding treatment rendered to myself or my dependents. A photo static copy thereof shall be 
valid.  
 
 
 
 
 

Patient/Guardian Signature    Date 
 


	Date: 


