FINANCIAL POLICY

Our Billing Department is available to discuss any questions you may have regarding your insurance or account at
(360) 779-5732 during the hours of 8:00 AM to 5:00 PM Monday through Friday.

INSURANCE: Your insurance policy is a contract between you and your insurance company. We are not a party to
that contract. We will bill your insurance plan for you, as long as you provide us with the correct and current
information. Your contract dictates the services that are covered and the amount of payment for those services.
You are ultimately responsible for payment of services provided.

MEDICARE: An annual financial threshold is set each year on all outpatient physical therapy and speech therapy
combined. Medicare will pay 80% of the allowed charges (this is per calendar year after you have met your
deductible). Medicare does not allow us to write off any portion of the 20% copay or deductible. Please make sure
you let us know if you have used any of these benefits prior to your visit today.

DOCTOR REFERRALS: You are responsible for obtaining the appropriate referral from your physician prior to your
appointment. It is your responsibility to make sure we have a valid and current copy of your referral in the office at
the time of your appointment. Exceptions to this policy are plans that have direct access to therapy (no referral
required).

PAYMENT ISSUES: I[f financial problems arise, please contact our Billing Department. Payment plans are available,
but if you or the person financially responsible does not adhere to the payment plan, the balance is due immediately.
If an account becomes past due, it may be turned over to a Collection service.

CANCELLATION POLICY: If you need to cancel an appointment, we require 24 hours notice as a courtesy to other
patients and your therapist. Failure to give 24 hours notice will result in a $40 fee (not payable by your insurance
company). Arriving at your appointment more than 10 minutes after your scheduled time may be subject to the $40
fee. If you have multiple no-shows or late cancellations, all remaining appointments may be removed.

I understand that | am financially responsible for all charges for services rendered by Kitsap Physical
Therapy and Sports Clinics. | understand that the benefits estimated are not a guarantee of claim payment.
I understand that payment is dependent on my eligibility at time of service and ALL terms and conditions of
my insurance plan. | agree that | will not withhold or delay payment if my insurance company denies
payment on any of my charges. | have carefully read the Financial Policy and by signing below I understand
and agree to the terms therein.

Signature of Patient or Financially Responsible Party Date

Print Name Clinic Witness Initials



