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	ACCELERATE
PHYSICAL THERAPY, P.C.
	Bill Steinberger, MS, PT, CSCS

Owner/Director

	
	Mission Trace Shopping Center

(King Soopers Shopping Center)

3951-B East 120th Avenue

Thornton, CO 80233
	

	
	(303) 920-3710   FAX: (303) 920-3712



PATIENT INFORMATION AND CONSENT FORM

	Last Name


	First Name:


	MI:
	Social Security #:
	Sex: 
	Date Of Birth:

	Address:
	City: 
	State:
	Zip Code:


	Home Phone:

	Cell Phone:

	Employer:

	Work Phone:

	Date of Onset or Surgery:
	E-mail address:                                             


	Primary Insurance Company: 
	Insurance ID#:



	Secondary Insurance Company:  


	Insurance ID#:

	Referring Physician’s Name: 


	Emergency Name & Number:


GENERAL REQUEST FOR AND CONSENT TO PHYSICAL THERAPY


I, ______________________________________ ("Patient") hereby consent to the provision of service encompassing examination, exercise, treatment, instruction and other therapeutic services by Accelerate Physical Therapy, P.C. I authorize that the health professionals take such actions, as are necessary and desirable in the exercise of professional judgment.  I reserve the right to question the purpose of the care, reasonable alternative forms of therapy, risks of the recommended and alternative care and the risks of foregoing this care as they are proposed to me.  I recognize that the practice of physical therapy is as much an art as it is a science, and therefore acknowledge that no guarantees have been or can be made regarding the likelihood of success or outcome of any therapy.  By signing below, I am hereby requesting and consenting to the physical therapy care described above, to be performed by the therapist and the therapist's designees or assistants.

GENERAL POLICY AND PROCEDURAL AGREEMENT

1. I AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO PROCESS AN INSURANCE CLAIM.  I AUTHORIZE PAYMENT OF INSURANCE BENEFITS DIRECTLY TO ACCELERATE PHYSICAL THERAPY, P.C. ________(Initials)    
2. I UNDERSTANDTHIS OFFICE WILL FILE MY INSURANCE IF I WISH BUT THE RESPONSIBILITY FOR PAYMENT OF MY ACCOUNT IS MY DIRECT RESPONSIBILITY REGARDLESS OF INSURANCE BENEFITS, PAYMENT OR CLAIMS DISPUTE. ________ (Initials)
3. I UNDERSTAND THAT ACCELERATE PHYSICAL THERAPY EXPECTS PAYMENT/COPAYMENT AT TIME OF SERVICE.  I MAY PAY BY CHECK, CASH, OR CREDIT. ________ (Initials) 
4. I HEREBY INSTRUCT AND DIRECT MY INSURANCE COMPANY TO PAY BY CHECK MADE OUT AND MAILED TO ACCELERATE PHYSICAL THERAPY, P.C.  IF MY CURRENT POLICY PROHIBITS DIRECT PAYMENT TO ACCELERATE PHYSICAL THERAPY P.C., I HEREBY AUTHORIZE YOU TO DEPOSIT CHECKS RECEIVED ON MY ACCOUNT WHEN MADE OUT TO THE PATIENT. ______(Initials)
5. I UNDERSTAND THAT ACCELERATE PHYSICAL THERAPY MAY APPLY INTEREST TO MY OUTSTANDING BALANCE AFTER 30 DAYS AT THE COLORADO STATE LEGISLATED RATE. ________ (Initials)

6. I UNDERSTAND THAT MY ACCOUNT, IF PAST DUE 60 DAYS OR MORE, WILL BE TURNED OVER TO A COLLECTION AGENCY. A SERVICE CHARGE OF $20.00 WILL BE ADDED FOR ALL CHECKS RETURNED FOR NON-SUFFICIENT FUNDS. ________ (Initials)

7. I AGREE TO ABIDE BY THE ACCELERATE PHYSICAL THERAPY CANCELLATION POLICY.  I THEREFORE AGREE TO PAY $25.00 EACH TIME I FAIL TO KEEP A SCHEDULED APPOINTMENT THAT IS NOT CANCELLED (by telephone or otherwise) BEFORE 1 (one) HOUR OF THE SCHEDULED TIME. ________ (Initials)

8. I UNDERSTAND AND AGREE THAT REGARDLESS OF MY INSURANCE STATUS, I AM UNLTIMATELY RESPONSIBLE FOR THE BALANCE OF MY ACCOUNT FOR ANY SERVICES RENDERED BY ACCELERATE PHYSICAL THERAPY, P.C. FOR ANY CHANGES IN THE ABOVE INFORMATION AS SOON AS POSSIBLE.
	
	
	

	Patient
	
	Date

	Parent or Guardian (if necessary)
	
	Date
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