NOTICE OF FINANCIAL RESPONSIBILITY & ASSIGNMENT OF BENEFITS
Physical Therapy and Sport Services and New York Balance and Vestibular Physical Therapy D/B/A
1363 Veterans Memorial Hwy, Suite 30
Hauppauge, NY 11788
Phone: 631-622-0150

Thank you for choosing our office for your physical therapy care. Please review the following financial policy carefully.

INSURANCE & PATIENT RESPONSIBILITY
As a courtesy, we will verify your insurance benefits; however, verification is not a guarantee of payment. You are responsible for understanding your coverage, including:
• Co-payments
• Co-insurance
• Deductibles
• Visit limits
• Referral and/or authorization requirements
Failure to obtain required referrals or authorizations may result in patient responsibility for services rendered.

PAYMENT POLICY
• Co-payments are due at the time of service.
• Deductibles and co-insurance amounts are billed after insurance processing.
• Self-pay patients must pay at the time of service unless prior arrangements are made.
• Returned checks may incur a fee.
If your insurance denies payment for any reason (including lack of medical necessity, benefit limits, lack of authorization, or exhausted benefits), you are financially responsible for the remaining balance.

MOTOR VEHICLE ACCIDENTS & WORKERS’ COMPENSATION (NY)
Claim information must be provided prior to treatment. If benefits are denied, delayed, or exhausted, you are responsible for unpaid charges.

APPOINTMENT POLICY
A minimum of 24 hours’ notice is required to cancel or reschedule appointments. Insurance does not cover missed appointment fees. Repeated no-shows may result in discharge from care.

COLLECTIONS
Accounts not paid within a reasonable timeframe may be referred to collections. You agree to be responsible for any legally permissible collection costs, including attorney’s fees and court costs, where permitted by law.

ASSIGNMENT OF BENEFITS & AUTHORIZATION
I hereby assign and authorize direct payment of all medical benefits to which I am entitled, including major medical benefits, private insurance, no-fault, and workers’ compensation benefits, to Physical Therapy and Sport Services for services rendered.
I understand that I am financially responsible for all charges whether or not paid by insurance. I authorize the release of any medical or other information necessary to process claims, obtain payment, and conduct healthcare operations.
This assignment will remain in effect until revoked by me in writing.

ACKNOWLEDGMENT
I have read and understand this Notice of Financial Responsibility and Assignment of Benefits and agree to its terms.
Patient Name (Print): _____________________________________________
Patient Signature: ________________________________________________
Date: __________________________
Parent/Guardian (if applicable): ___________________________________

