FUNCTIONAL THERAPEUTICS
OCCUPATIONAL THERAPY & ELDER CARE

MEDICAL ASSIGNMENT OF BENEFITS AND FINANCIAL PoLICY

Please read and initial each the following and sign and date at the bottom.

FuncTionaL THERAPEUTICS is pleased to be part of your rehabilitation experience, and we thank you for choosing us. We
believe that communication with our patients regarding our financial policy assists in providing the best service to you.

Please note: The American Medical Association recommends positive identification of all patients in an effort to
prevent insurance fraud and identity theft. You will be asked to provide your Social Security number andphoto
ID forinsurance purposes. These will be copied for your therapy file and billing.

WE WILL GLADLY CALL YOUR INSURANCE COMPANY TO OBTAIN YOUR CURRENT BENEFIT COVERAGE.
HOWEVER, INSURANCE COMPANIES WILL NOT GUARANTEE MEDICAL BENEFITS OR PAYMENT OVER THE PHONE.
'WE CAN ONLY USE THIS INFORMATION AS A GUIDELINE.

Iunderstand thatlhavemedical insurance which, whenbilled onmybehalf, will (should) pay formy office visits
(therapy). Initial

Tunderstand this process may take 4-8 weeks. At that time my insurance company will determine and pay for
services according to my insurance plan benefits. Initial

Iunderstand it is my responsibility, and agree, to pay all co-pays, co-insurance, deductibles, or “cash pay”
estimatedamountsatthetime ofservice. Initial

Iunderstandthatacopy ofmyexplanationofbenefits(EOB’s) willbesenttomebymyinsurancecompany when the
claims are processed. Initial

Tunderstand thatitis my responsibility to pay alluncovered services within 30 (thirty) days aftermy insurance has
paidtheir portion. Initial

I understand that if for any reason my insurance company does not pay for the covered services within 90
(ninety) days ofthe services provided, I shall assume responsibility for the total amount owed. Initial

Ithereby assignall medical benefits to Functional Therapeutics (aka Lynda Letourneau). Initial

I authorize FuncTioNaL THERAPEUTICS to release my medical information to insurance companies, physicians,
attorneys, and to all other pertinent parties that may be involved in my claim or care. Initial

I have read and understand this document and all of my questions have been answered.

Patient Name (please print):

Patient Signature (parent or legal guardian):

Date:
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