    PRIVATE INSURANCE- As a courtesy OPTM  will bill your insurance company. You are responsible for your coinsurance, deductible, and any unpaid balance. 

On ______________,   _________________  at __________________________ stated:
OPTM is a PPO provider   Y  N

Pre Auth required               Y  N 

Prescription Required         Y  N

Deductible  $__________

$ _________ has been met

Insurance will pay         _____%
Co-insurance/co-pay     _____ 
Visit Max                       _____

Amt Used

   _____
Dollar limit                    _____

Amt Used

 _____ 
                                     Note: Blue Cross Ins Co processes the initial evaluation as two separate visit
Each insurance  bases benefits on factors such as medical necessity. Your insurance may not require a referral, but a prescription including diagnosis, frequency and duration is recommended to satisfy medical necessity. Insurance companies determine benefits after receiving and reviewing claims. OPTM will collect $_______ at each visit towards your coinsurance, co-payment and/or denied charges. If your deductible has not been met OPTM will collect $_____ per visit until it is satisfied. After final payment from your insurance company, if there is a credit, you will be issued a refund. If a balance is owing, you will receive a balance due statement.  At each visit please sign in, schedule appointments, make co-payment and check in with your therapist. Each insurance company has their own rules and regulations and you are responsible for knowing them. If you have any questions regarding your benefits, limitations, or denials please call your insurance company. 

Please initial and sign
_____ I authorize release of information to my insurance company.  I am fully responsible for my bill, including 
           any charges denied by my insurance carrier as  non-covered, not authorized or not  medically necessary. 
          All bills are  due and payable in full within 30 days from discharge at OPTM’s  request. Collection 
          proceedings will begin if payment is not  received. 

_____ I will pay my insurance co-payment and /or deductible as listed above at each appointment. 

_____ A 24 hour cancellation  notice is required. Failure will result in a $50.00 fee, non payable 

           by my insurance company

_____ The  referring physician will not write a referral retroactively to cover any visits beyond 
           those originally ordered. I am ultimately responsible for monitoring the number of physical therapy 
           visits attended and am fully financially responsible for any visits which go beyond those ordered. 

_____ ALL billing issues should be addressed to the billing department only.
_____ I consent to have OPTM provide the treatment and care prescribed by my physician.
_____ I understand and accept that my insurance has the following limitation. I am ultimately 

           financially responsible for the full cost of any denied services: __________________________________

           ____________________________________________________________________________________

  Billing your insurance company is a courtesy. You are ultimately responsible for your account balance.
Your signature signifies your understanding of the above
___________________________________


_____________________________________

Signature






Date

___________________________________


_____________________________________

Printed Name






Relationship to patient

       
      MEDICARE 
Thank you for choosing OPTM for your medical needs. As a courtesy OPTM will be billing Medicare and any supplement insurance you may have. Please be sure that you have given OPTM your Medicare information and supplemental insurance information. Please advise OPTM of any benefit changes immediately. Medicare will not allow Home Health in conjunction with out patient physical therapy. Please advise the billing department if you have received or you are currently receiving Home Health. OPTM requires a 24 hour cancellation notice.
Since OPTM does accept assignment from Medicare, you agree to remit to OPTM any payments mailed to you.

Medicare requires you to obtain a new prescription for physical therapy every 30 days and see your physician every 60 days. Medicare does not cover visits ordered by a Chiropractor. 

Your current prescription is dated: ________________ for  _______ visits. You will require a new prescription 

on _______________ . You must see your referring physician on _______________________. 


       WORKERS COMPENSATION
Thank you for choosing OPTM for  your medical needs. Your workers comp carrier, _____________________, assigned  claim number _____________________ to your case. __________________, your claims examiner has authorized _____ visits to be completed by ______________. 

Your insurance  company  will only allow visits ordered  by  your referring   physician and authorized by your claims examiner prior to treatment. Only visits authorized can be scheduled. It is your responsibility to monitor these visits. OPTM requires a 24 hour cancellation notice. 

       AUTO INSURANCE

Thank  you for choosing OPTM  for your medical needs. Your  automobile carrier, ______________________, has assigned claim number ____________________  to your case. __________________, your adjustor has verified med pay coverage. As a courtesy, OPTM will bill your carrier. Your insurance company will only pay for the visits which were ordered by your referring physician. Your physician will not write a referral retroactively to cover visits beyond those ordered. It is your responsibility to monitor the number of physical therapy visits you attend. A 24 hour cancellation  notice is required. Failure will result in a $50.00 fee, non payable by your insurance company. 

      SELF PAY
Thank you for choosing OPTM for your medical needs. Payment in full is due at the time of service. You will receive a receipt for your records.  OPTM will not retroactively bill  any insurance  company. All financial arrangements must be made with the billing department. A 24 hour cancellation  notice is required. Failure will result in a $50.00 fee, non payable by your insurance company.
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