Financial Policy and Contract

Dear Patient:


We will bill your insurance carrier(s) for the rehabilitation services rendered at our facility.  Our office staff is experienced and will assist in maximizing the benefits offered under your policy.  In order to ensure that this occurs, you must read your policy and be familiar with its main benefits and coverage.  Ask our Medical Billing Manager if you have any questions regarding and understanding the therapy benefits covered under your policy.  We will verify your insurance coverage by your second appointment and will notify you if we need additional information to file your claim.  As a courtesy to all our patients, we will submit claims on your behalf to the insurance carrier(s).

Please read and sign the following policy and contract.  If you have any questions, please ask the Front Desk Coordinator or Medical Billing Manager.

1. The insurance company is your company.  Your insurance policy is a contract between you, the employer, and the insurance company.  If payment is not received promptly, our billing staff may contact you in order to assist with the payment of your claim.  It is your responsibility to ensure that the insurance carrier and/or you, the patient, reimburses our services.

2. We should receive payment from your insurance carrier within 60 days of claims submission.  After insurance payment, you may be billed for the outstanding balance on the account.

3. If you have a co-pay required by the insurance carrier, you should pay when you arrive for each appointment.  The co-pay cannot be waived, as it is an insurance requirement.  We accept cash, checks, MasterCard, and Visa.
4. If your policy has a deductible or pays less than 100% of covered services, you must make arrangements to pay the amount not covered by your policy.  Payment is expected at the time of service unless a payment plan agreement has been arranged.

Cancellations:  Please notify us as soon as possible if you must reschedule your appointment.  This time has been made specifically for you by your treating therapist, therefore, we request that you provide a minimum 24 hour notice when canceling/rescheduling appointments.  If a cancellation is made the same day as the appointment, a $25.00 charge will apply.  These fees are NOT covered by your insurance.

No Call/No Shows:  Patients who miss appointments without prior notification are also charged $25.00 due to scheduling inconvenience.  Your insurance carrier does NOT cover these fees.  Any fees incurred due to missed appointments must be paid before the next scheduled appointment.

Returned Checks:  There is a fee of $50.00 assessed for any checks returned by the bank and an 8% interest from the date the check was written.
Past Due Accounts:  If your account becomes past due, we will take necessary steps to collect this debt.  Delinquent balances are subject to interest in the amount of 1.5% of the outstanding balance per month, or 18% per annum.  In the event we are required to forward this account to a third party debt collector and/or Attorney this account will be subject to a collection fee equal to 25% of the underlying outstanding balance and an interest fee of 18% APR.  If we have to refer the account to an attorney and/or third party collector for collection, you are responsible for any and all attorney fees and/or third party collector fees that are incurred plus all court cost.  In case of suit, you agree that venue shall be in Albemarle County, Virginia.

Waiver of Confidentiality:  You understand that if this account is submitted to an attorney or outside collection agency, or if we have to litigate in court, it may become a matter of public record that you were treated in our facility.

Accounts Involving Divorce:  In case of divorce or separation, the party responsible for the account prior to the divorce or separation remains the responsible party.  After a divorce or separation, the parent authorizing treatment for a child will be the parent responsible for any subsequent charges.  If the divorce decree requires the other parent to pay all or part of the treatment costs, it is the authorizing parent’s responsibility to collect from the other parent.

Litigation/Liability Accounts:  We require a fifty percent (50%) payment at the end of each appointment unless prior payment arrangements have been made with the Medical Billing Manager.

Worker’s Comp Accounts:  Employer verification of a claim is not a guarantee of payment from the employer or their insurance carrier.  If a claim is denied, you will be responsible for payment.  We ask that patients with workers comp provide us with a secondary insurance such as health insurance in case the claim is denied.  Some health insurance carriers require pre-authorization making it necessary that we obtain the authorization at the time of service, as most will not authorize the services retroactive to the treatments.

Self-Pay Accounts:  Patients not covered by insurance are eligible for a discount if they pay for their visit at the time of service.  If accounts are not paid at time of service, the discount does not apply.

I understand and agree that I am ultimately responsible for the charges incurred for my treatment by ASRS, Inc.

I certify that I have read both sides of this document and agree to the terms and conditions herein.

PRINT FULL LEGAL NAME:_______________________________
DATE:____________________

SIGNATURE:___________________________________  WITNESS:___________________________

Assignment of Benefits and Release

I authorize the assignment of benefits for my insurance carrier to pay ASRS, Inc. directly for my treatment.  I agree that I am financially responsible for non-covered services including some medical supplies, collection fees, interest, and cancellation and no-call/no-show charges.  I also understand that I am responsible for any co-payment and/or deductible and coinsurance associated with my insurance policy.

I authorize the release of any and all medical information necessary to determine liability for payment and to obtain reimbursement including medical records to any person or corporation that is or may be liable for payment and to obtain reimbursement including medical records to any person or corporation that is or may be liable for all or any portion of the charges incurred.  I authorize any holder of medical or other information about me that it be released to the Social Security Administration or its intermediary carriers any information needed for this or related Medicare claims.

PLEASE SIGN:____________________________________________
DATE:____________________



Patient Signature (Parent/Guardian if patient is minor)

WITNESS:________________________________________________

HIPPA NOTIFICATION:  I have been informed of the HIPPA Notification that is posted in

the front lobby.  I have been offered my own personal copy of the HIPPA Policy.
SIGNATURE:____________________________________________   DATE______________________

WITNESS:________________________________________________

