Physical Therapy Center

586 S. Rochester Rd

Rochester Hills, MI 48307

Tel:248-651-4573
Fax: 248-651-5394
AUTHORIZATION TO RELEASE MEDICAL RECORDS

You are authorized to provide and to request from my referring physician, other physicians and hospitals, insurance companies or their representatives, and/ or my attorney  information regarding or relevant to my condition while under your treatment or observation, including the history obtained, X-ray, physical findings, diagnosis and prognosis.

CANCELLATION POLICY

With the reality of life, one cancellation is accepted without 24-hours notice prior to scheduled appointment time.  Cancellations thereafter are subject to a $70.00 cancellation fee if cancelled less than 24 hours prior to your scheduled appointment time.  No further appointments can be made until this fee has been paid or arrangements have been made.  Please make schedule changes within 24 hours prior of the scheduled appointment to allow other patients opportunity to receive therapy.  

INSURANCE NOTICIFATION AND COVERAGE

I understand that I am financially responsible for the payment of my co-pay at the time of physical therapy services. The authorization of benefits Physical Therapy Center obtains is not a guarantee of benefits.  If the insurance does not remit the entire amount charged even after the deductable and co-pays are met, I am entirely responsible for the remainder of the balance. I also understand that if I receive payment from my insurance company for physical therapy treatment, it is my responsibility to forward the payment to the Physical Therapy Center for services rendered.
_____________________________________________
_____________

Patient signature







date

By signing, I agree to the terms and conditions outlined by the Physical Therapy Center.

Thank You for Choosing Physical therapy center.
