FINANCIAL POLICY

Thank you for choosing Hershey Physical Therapy as your provider for physical therapy.  We are committed to your treatment being successful.  Please understand that payment of your bill is considered a part of your treatment. If you have insurance, we are eager to help you receive your benefits efficiently.  In order to achieve these goals, we need your assistance and your understanding of our financial policy. 

The following is a statement of our Financial Policy which we request you read and sign prior to treatment.

Regarding Insurance

Your insurance is a contract between, you, your employer (where applicable), and the insurance company.  We are not a party to that contract.  There is a direct relationship between you and our office, in that we agree to provide you with professional services to the best of our ability, and you agree to accept financial responsibility for all charges whether or not they are paid by your insurance. Co-payments and deductibles should be made as you receive therapy.  You will receive monthly statements on your account.

We are a participating provider with Medicare, Pennsylvania Blue Cross/Blue Shield, and other insurance companies.  We provide therapy to Health Maintenance Organizations (HMO) with the primary care physician referral.  We will submit your bill to your insurance company, including, Worker’s Compensation and Auto insurance.

Please be aware that some of the services provided may be a non-covered service, and not considered reasonable and customary under the Medicare Program and/or other medical insurance contracts.  When possible we will notify you at the time of treatment any service that may not be covered.

Our practice is committed to providing the best physical therapy for our patients and we charge what is reasonable and customary for our area.  You are responsible for payment regardless of any insurance company’s arbitrary determination of usual and customary rates.  Our fees are reviewed annually.  Please let us know if you have any questions or concerns. 

Please sign and date indicating you have read and understand our Financial Policy.

Thank you for understanding.

_____________________________________

_____________________

   Signature of Patient or Responsible Party



Date


WE ACCEPT CASH, CHECKS, OR VISA/MASTERCARD

