_________LTPT________
Functional Rehab Specialist

117 East 71st Street, Suite 115
New York, NY 10021

Phone (212)517-5878    Fax (212)517-5876
PATIENT’S INSURANCE AGREEMENT FORM v. 2.0
Please read and sign below:
Authorization is given to LT Physical Therapy, PC, and all providers, to release a copy of my (or my child’s) records and/or diagnosis or treatment to my insurance carrier, the Social Security Administration or its intermediaries or carriers including, but not limited to, Medicare, Medicaid, third party payers or others responsible for insurance claims and investigations.  This includes release of information to other health care practitioners or wellness providers as appropriate, and includes electronic transmission and FAX transmission of medical information.   I authorize LT Physical Therapy, PC to initiate a complaint to the Insurance Commissioner for any reason on my behalf. 
I hereby authorize payment of insurance benefits directly to LT Physical Therapy, PC and the providers of my treatment which would otherwise be payable to me.

Certain insurance carriers do not allow assignment of payments for physical therapy services rendered directly to out of network providers such as LT Physical Therapy, PC. Under such insurance contracts, payments for physical therapy services are made directly to the member.

I understand that regardless of whether payments are assignable to LT Physical Therapy, PC, or reimbursed directly to the member, I am ultimately responsible and liable for the balance of my account for any professional services rendered  Acknowledgement is made that payments for services rendered are primarily the responsibility of the patient presenting for treatment. I agree to pay and bear responsibility for costs and fees to collect for these services rendered.  Initials:____
Co-insurance expected when services are rendered $__________________

I have read all of the information included in this document and agree to notify you of any changes in my status, insurance coverage or any other information.

Prescriptions: I acknowledge that it is my responsibility to know when my prescription expires and to obtain any and all renewals in a timely fashion. I understand that I cannot receive physical therapy treatment without a valid prescription from the referring medical professional.

Medicare Patients:  I acknowledge that, as specified by the Centers for Medicare & Medicaid Services (CMS),  I am required to visit my physician to assess and approve my progress in physical therapy within the first 60 days following my physical therapy initial evaluation and every 30 days thereafter.  I understand that my primary physical therapist will provide my physician a report of my progress to date and updates to my plan of care at least every 90 days. 

Patient Name _____________________________________




(Please Print)


Patient Signature _________________________  Date_________________________

Parent (if minor)  __________________________ Date _________________________

