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Financial Policies 

 
Thank you for choosing Prism Performance and Physical Therapy for your rehabilita8on needs. 
We appreciate that you have entrusted us with your health care and are commi=ed to providing 
you with the best pa8ent care possible. Please carefully read through the following financial 
informa8on. 
 
Because healthcare benefits and coverage op8ons have become increasingly complex, we have 
developed these policies to help you be=er understand your responsibility as a pa8ent and 
eliminate any unnecessary confusion. We will do our best to assist you with understanding your 
proposed treatment and in answering ques8ons related to submiCng your insurance claim for 
reimbursement. Adhering to these policies will enable us to focus increased a=en8on on 
providing quality rehabilita8ve services to our pa8ents an run our clinic more efficiently. 
 
If you have any ques.ons in regards to the following informa.on please do not hesitate to ask 
any of our staff members. 
 
UPDATES: It is important that we have your correct informa8on on file. Please advise us any8me 
there is any change to your address, telephone or other contact informa8on. If you are issued a 
new insurance card please allow us to take a copy of it for your file. If your insurance changes or 
discon8nues mid-treatment, please no8fy us immediately so there is no delay in billing. 
 
PATIENT PRIVACY: Prism Performance and Physical Therapy is commi=ed to protec8ng the 
privacy and security of our pa8ents and all Protected Health Informa8on (PHI). During the 
course of treatment, it may be required to share informa8on with other medical providers. We 
follow all Federal and State laws and regula8ons regarding PHI and informa8on will only be 
released with wri=en authoriza8on of the individual in ques8on. This wri=en authoriza8on may 
be revoked at any 8me by the individual as provided by law. If you have any ques8ons, please 
contact one of our staff members. If requested, we can provide you with a copy of our 
“Statement of Privacy No8ce”. 
 



INSURANCE COVERAGE: As a service to our pa8ents, Prism Performance and Physical Therapy is 
more than happy to directly bill your insurance for services rendered, but it is our policy that 
the pa8ent is ul8mately responsible for payment of the services received from PP and PT. 
Furthermore, the pa8ent is responsible for understanding their insurance coverage in rela8on to 
covered services and is responsible for providing PP and PT with the most current insurance 
informa8on. 
 
Our clinic and therapists par8cipate in several major health plan networks allowing you the 
benefit of “in-network” coverage. We make every a=empt to verify your current insurance 
coverage. Verifica8on of benefits is NOT a guarantee of payment. Informa8on we collect 
includes: effec8ve dates, deduc8bles, co=payments and co-insurance amounts. We will try and 
review this informa8on with you at your next visit. If you are unfamiliar with any of the terms 
used to explain your insurance benefits, please don’t hesitate to ask one of our staff members. 
Please remember that any changes made to your insurance policy, and the 8me of year billing is 
submi=ed may affect coverage and reimbursement rates. We don’t rou8nely research why an 
insurance carrier has not paid or why it paid less than an8cipated. 
 
Deduc&ble and Co-payments are part of your contractual agreement with your insurance 
company and it is our responsibility as par&cipa&ng providers to collect those fees. Co-
payments are due at each visit. If your insurance company reimburses more than billed 
amounts, we will reimburse you immediately upon overpayment. 
 
MEDICARE: Our therapists are par8cipa8ng providers with Medicare, and we will a=empt to bill 
Medicare as well as any supplemental insurance company provided. Physical therapy is a 
covered service up to $2230 per year, and you are financially responsible for any co-insurance or 
annual deduc8ble as applicable.  
 
WORKER’S COMPENSATION AND MOTOR VEHICLE ACCIDENT: It is your responsibility to 
provide us with the name and address of the insurance carrier along with your claim number. If 
we do not have verifiable billing informa8on before your second appointment, your therapy will 
con8nue either on a cash basis un8l we receive the necessary billing informa8on pertaining to 
your injury, or we obtain private insurance informa8on. If for any reason, your claim is denied, 
we will a=empt to bill your private health care insurance, but please understand that ul8mately 
you are responsible for full payment. Any a=orney “le=er of protec8on” for claims being 
disputed or in li8ga8on will be discussed on a pa8ent -by- pa8ent basis and will not always be 
an acceptable form of payment guarantee. If that is the case we will need alternate insurance 
informa8on or transfer your account to a cash pay basis. If your claim is in a “deferred” status 
we will need to have a private insurance informa8on on file in the event your claim is denied or 
pending li8ga8on. 
 
NO INSURANCE/CASH RATE: We believe that no one should be denied physical therapy services 
secondary to lack of insurance coverage. Our clinic offers a discounted cash rate to those who 
do not have the appropriate insurance coverage. Payment will be required at the 8me of service 



unless arrangements are made in advance. Please inquire about our current cash pay rate if it is 
applicable to your situa8on.  
 
RETURNED CHECKS : A $30 NSF (Non-sufficient funds) fee will be charged for any checks 
returned to our office because of insufficient funds. If we receive a returned check, we will 
no8fy the pa8ent or responsible party immediately and request that a cash payment be brought 
to one of our loca8ons within 24 hours to replace the amount of full amount on the check. 
 
COLLECTIONS: If your account is more than 90 days past due, without an established payment 
plan on file. We will begin immediate collec8on ac8ons. If you do not pay your bill following our 
internal collec8ons efforts, your account will be sent to an outside collec8on agency. If your 
account is sent to a collec8on agency, you will need to contact them directly to se=le your 
balance. 
 
NO SHOW/CANCELLATION: We realize that emergencies are going to happen and are 
unavoidable at certain 8mes. However, please provide a 24-hour cancella8on no8ce or 
appointment change. If you do not cancel or change your appointment, we have the right to 
charge for the scheduled appointment. A`er missing 3 appointments without cancella8on 
no8ce, you will be discharged from physical therapy unless other arrangements have been 
discussed with your therapist. Thank you for your coopera8on and understanding. By signing 
below, you will agree and accept the terms and condi8ons of this policy. 
 
 
 
 
AUTHORIZATION FOR TREATMENT & FINANCIAL AGREEMENT 
 I authorize treatment of the pa8ent named below and agree to pay all fees and charges 
for such treatment. Charges shown on statements are considered to be correct unless 
no8fica8on is received within 30 days of statement date. I agree to pay all chares within 30 days 
of statement date, unless prior arrangements have been made with the billing office. I agree to 
assign my insurance benefits to Prism Performance and Physical Therapy, if applicable.  
 
AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION 
 
 I authorize Prism Performance and Physical Therapy to release my health care 
informa8on or other informa8on per8nent to my case to any insurance company, adjuster, or 
a=orney involved in this case for purpose of processing claims and securing payment of 
benefits. 
 I authorize my healthcare providers to release personal health informa8on as it pertains 
to my rehabilita8ve care if any is requested by Prism Performance and Physical Therapy. 
 
 
 
 



AUTHORIZATION TO FILE CLAIM 
 
 Should my insurance company fail to comply with the state laws and 8mely filing limits, I 
authorized Prism Performance and Physical Therapy to contact the state insurance 
commissioner to file a claim on behalf. By filing a claim we can assist the state in iden8fying 
problema8c situa8ons and companies with propensity of delaying or selec8vely reducing claim 
payment. 
 
 
I have read and agree to the above informa8on 
 
 
 
_______________________________________________________________________ 
Pa8ent Name 
 
_______________________________________________             . ___________ 
Signature of Responsible Party (must be over 18 years old)                            Date 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
____________ 


