Next Step Rehabilitation


PATIENT AGREEMENT AND CONSENT

CONSENT TO TREAT

I hereby authorize the therapist(s) in charge of my care to provide services including, but not limited to, evaluation and treatment procedures, as his/her judgement may deem necessary or advisable.  I understand and acknowledge that, under the direction of my treating physical therapist, a physical therapy assistant, rehabilitation aide/technician, student or resident affiliated with the clinic may be utilized in my evaluation and treatment.  I understand that this provider does not guarantee any particular results or outcome from my treatment.  I understand the purpose of the treatment, as well as the risks involved, and possible alternatives.  I have been given the opportunity to ask questions and relay concerns of my treatment; therefore, I voluntarily consent to treatment.

PATIENT’S BILL OF RIGHTS AND RESPONSIBILITIES

By my signature, I acknowledge that Next Step Rehabilitation has posted a summary of the patient’s bill of rights and responsibilities pursuant to Florida Statute 381.026, and that a copy can be furnished to me upon my request.

EMERGENCY MEDICAL CARE

Should a medical emergency occur, I consent that the staff of Next Step Rehabilitation have my permission to contact the appropriate emergency medical personnel and transportation to provide this care.  I understand that I am responsible for any fees as a result of this emergency care and transportation.

BENEFIT ASSIGNMENT AND RELEASE

I hereby authorize, request and direct any and all assigned Medicare, Medicaid, private insurance companies and third party payors to pay the provider directly, the amount due for my pending claims for rehabilitative benefits under the respective policies.  I hereby authorize the provider to release all information necessary, including medical records, to secure and receive payment.  

FINANCIAL POLICY STATEMENT

I understand that my insurance carrier will be billed for services rendered.  I understand and agree to accept responsibility for any fees for services rendered that are not reimbursed, or insufficient to cover the charges, by the insurance company.  This is performed as a courtesy to me; however, I will be ultimately responsible to the provider for payment of the entire bill.  I understand and agree that if I fail to make any of the payments for which I am responsible in a timely manner, I will incur all costs of collecting monies owed, including court costs, collection agency fees and attorney fees.  I hereby authorize the release of all information necessary to process this claim to my therapist’s designated billing agent and my insurance company.

By providing an email address, I am accepting your terms and conditions and am granting you permission to contact me and provide me with information from your company.

I have carefully read and fully understand the above policies.
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