Wellpoint Physical Therapy Services, P.C.


Patient Name: ___________________________________________ Date: _________________
Authorization for Care
I grant permission to the employees of Wellpoint Physical Therapy Services, PC to render outpatient physical therapy to me and to carry out the orders of my referring physician.

Insurance Coverage and Assignment of Benefits

Medicare: As a Medicare patient, I certify that the information given by me applying for payment under Title XVII of the Social Security Act is correct. I request payment of the authorized benefits be made on my behalf.

Other Insurance: I hereby authorize and transfer to Wellpoint Physical Therapy Services, PC any commercial, supplemental or Medigap insurance or Medicaid benefit payable to or for my benefit for the payment of such services rendered. I have reported to the clinic a complete listing of my additional coverage. I understand that Wellpoint Physical Therapy Services, PC will not file a claim for any insurance not reported before service is rendered.

Financial Responsibility

I understand that regardless of any assigned insurance benefits, I am responsible for the total charges for services rendered. I understand that any amount remaining on this account after applicable insurances have been filed and settled will be paid upon notice of a balance due to Wellpoint Physical Therapy Services, PC.

Release of Information

I authorize Wellpoint Physical Therapy Services, PC to release any medical information pertaining to my diagnosis and treatment at Wellpoint Physical Therapy Services, PC to: (1) representatives of local, state or federal agencies in accordance with law; (2) Medicare; (3) Medicaid; (4) my insurance company representatives; and/or (5) any person or entities financially responsible for my care. I further authorize release of this information to healthcare providers associated with my care outside of Wellpoint Physical Therapy Services, PC to facilitate further healthcare.

I, the undersigned, have read or had read to me the above and do hereby accept and agree to the terms stated above.

________________________________________________
__________________________

Signature of Responsible Party



Date

________________________________________________
__________________________

Witness






Medical Record #
