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Financial Policy Agreement

Available Payment Forms

Cash; Check made payable to myPT

Payment Policy

Payment is due in full upon receipt of an invoice from myPT. This includes privately paying clients, co-payments
and share-of-cost, co-insurance or deductible fees. It is your responsibility to be aware of your insurance coverage
and any co-payments, fees associated with the treatment you are receiving from myPT. You will be given a receipt
to verify your payment.

Cancellation/Missed Appointment Policy

Your appointment time is reserved for you, and your insurance company does not pay for missed or late-cancelled
appointment.

24 hour notice is required for cancellations of scheduled appointments. If you have an emergency situation or

become ill, please contact myPT by 8am on the day of your scheduled appointment to notify and explain the
cancellation.

If there are chronically missed or cancelled appointments, you may lose your standing appointment spot.

Returned Check Policy
There is a $25.00 charge for each check returned to myPT by the bank.

Insurance Coverage Policy

Your insurance coverage is a contract hetween you and your insurance coverage. You are responsible to
understand your policy and for all co-payments, deductibles, co-insurance and any other fees related to services
you receive from myPT. You are responsible for knowing if your insurance company requires prior authorization for
services received via myPT.

It is your responsibility to inform myPT of any changes to your insurance type, insurance plan, primary physician or
physician’s group, all of which could affect your coverage for PT services. If myPT is not informed, you may be
responsible for the cost of the services rendered after these changes occur.

I understand and agree to abide by all the conditions and obligations described above and my
signature affirms that | agree to enter into this service contract with myPT to provide physical therapy

services. | understand my payment of $ per visit is due at the time services are provided.
| further declare that | have verified that my insurance provider has approved the balance of the
incurred fees for payment. If my insurance provider should not make payment for the balance due, |
agree to be responsible for the unpaid balance.

Signature Date

Printed Name Date of Birth
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NOTICE OF PRIVACY PRACTICES

This notice describes how health information about you or your child, as a patient of myPT, may be used and disclosed, and
how you can get access to your (child’s) health information. This is required by the Privacy Regulations created as a result of the
Health Portability and Accountability Act of 1996 (HIPPA). Please read the following, sign below and return to us. HIPPA
requires this is order for us to have you (your child) as a patient.

Our commitment to your privacy
myPT is dedicated to maintaining the privacy of health information. We are required by law to maintain the confidentiality of
this health information. We realize these laws are complicated, but we must provide you with the following information:
Use and disclosure of health information in certain special circumstances
The following circumstances may require use to use or disclose you or your child’s health information:
1.  To public health authorities and health oversight agencies that are authorized by law to collect information.

2. Lawsuits and similar proceedings in response to a court or administrative order if required to do so by a law
enforcement official.
3. If requested to do so by a law enforcement official.

4. When necessary to reduce or prevent a serious threat to your (child’s) health and safety or the health and safety of
another individual or the public. We will only make disclosures to a person or organizations able to help prevent the

threat.
5 If you are a member of the US military forces (including veterans) and if required by the appropriate officials.
6. To federal authorities for intelligence and national security activities’ authorized by law.

7. To correctional institutions or law enforcement officials if you or your child are an inmate under the custody of a law
enforcement official.

8. For workers compensation and similar programs.

Your rights regarding your (child’s) health information:

1. Communications. You can request that myPT communicate with you about your (child's) health and related issues in
a particular manner or at a certain location. For instance, you may ask that we contact you at home, rather than
work. myPT will accommodate reasonable requests.

2. You can request a restriction in the use of our disclosure of your (child’s) health information for treatment, payment,
or health care operations. Additionally, you have the right to request that we restrict our disclosure of health
information to only certain individuals involved in your (child’s) care, such as family members and friends we are not
required to agree to your request, however, if we do agree, we are bond by our agreement except when otherwise
required by law, in emergencies, or when the information is necessary to treat you (your child).

3. You have the right to inspect and obtain a copy of the health information that may be used to make decisions about
your (child’s), including psychotherapy notes. You must submit your request in writing.

4, You may ask us to amend your (child’s) health information if you believe it is incorrect or incomplete, and as long as
the information is kept by or for our practice. To request an amendment, your request must be made in writing. You
must provide us with a reason that supports your request for the amendment.

5. Right to a copy of this notice. You are entitled to receive a copy of this Notice of Privacy Practices. You may ask us
to give you a copy of this Notice at any time.

6. Right to file a complaint. If you believe your privacy rights have been violated, you may file a complaint with myPT
or with the Secretary of the Department of Health and Human Services. All complaints must be submitted in writing.
You will not be penalized for filing a complaint.

7 Right to provide an authorization for other uses and disclosures. myPT will obtain your written authorization for uses
and disclosures that are not identified by this notice or permitted by applicable law. If a disclosure of your (child’s)
protected health information was made for a reason other than treatment, payment or healthcare operations, you
have a right to receive an accounting of this disclosure.

Please let us know if you have any questions regarding this notice or our health information privacy policies.
| hereby acknowledge that | have been presented with a copy of myPT’s Notice of Privacy Practices.

Signature Date

Printed Name Date of Birth
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CONSENT TO RELEASE CLIENT INFORMATION
I authorize myPT to obtain client information from and release client information to, only the
professional agencies and/or individuals listed below:

Patient Name

Date of Birth

NOTE: Written reports and updated progress reports will be automatically sent to the funding agency.
You grant myPT permission to forward these reports to these funding agencies when you affix your
signature below.

| understand that all information help by myPT is strictly confidential.

NAME ADDRESS PHONE

Signature Date

Printed Name Date of Birth
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PERMISSION TO REPRODUCE PHOTOGRAPHY
(Optional)

By signing my signature below, | give my permission for myPT to use and reproduce photographs/videos
of:

me, my son, my daughter, my family and/or my caregivers.
For use in:

o Documentation related to provided services.

0o myPT’s website and/or promotional materials

o Materials intended for educational purposes

Signature Date

Printed Name Date of Birth
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Waiver of Liability

While myPT makes every effort to ensure the safety of all clients at all times, myPT cannot accept

responsibility for the supervision and/or safety of other family members and caregivers during PT
sessions.

Furthermore, since myPT helps integrate PT services into your life by offering services in your home and
community environments, the safety of those environments are beyond the control of myPT. Therefore,
the company cannot assume any liability for the physical surroundings and conditions in which the
services are provided.

Signature Date

Printed Name Date of Birth
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APPOINTMENT DURATION POLICY

A clinical hour includes: direct client therapy, contact with other professionals regarding you (your child)

and consultation with you about your (child’s) progress, goals and treatment plan. Appointments are
generally conducted as follows:

APPOINTMENT DIRECT THERAPY CONSULATION/DOCUMENTATION
1 HOUR 50 MINUTES 10 MINUTES

| understand and agree with the appointment duration policy stated above.

Signature Date

Printed Name Date of Birth
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