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PHYSICAL THERAPY P.L.L.C.

790 Ayrault Road ¢ Fairport, New York 14450
(585) 425-1018 FAX (585) 425-8955
http://lwww.star-physicaltherapy.com




Name: _________________________________________Date of Birth: ___________________

Emergency Contact: _______________________________________    Relationship: __________________________ Phone: _____________________ 
Marital Status:      Single        Married        Domestic Partner       Widowed      Legally Separated       (circle one)                       ------------------------------------------------------------------------------------------------------------------------------------------------Welcome to STAR Physical Therapy. Please read this document carefully and complete all the necessary information. If you have any questions or concerns please feel free to discuss them with our staff.  
We at STAR Physical Therapy respect our patient’s rights to privacy at all times. As required by the Health Insurance Portability and Accountability Act (HIPAA) we adhere to the standards set forth in the Notice of Privacy Practice posted in our lobby. Copies are available at the front desk.  This document states that we reserve the right to contact you by mail or phone. We may leave messages regarding appointment confirmation, scheduling, payment for services and treatment issues. By signing this agreement you are granting us permission to do so. I hereby acknowledge that I have received a copy of S.T.A.R. Physical Therapy’s Notice of Privacy Practices. 
PATIENT or GUARDIAN SIGNATURE ____________________________________________DATE_____/______/________
-------------------------------------------------------------------------------------------------------------------------------------------------------------
OPTIONAL: DESIGNATION OF PERSONAL REPRESENTATIVE
( For patients wishing to elect a personal representative who has legal authority to act on a patient’s behalf in making decisions related to the patient’s health care, this includes scheduling and/or changing appointments.

I, hereby designate (Names) _________________________________________________________________________________, 
(Relationship to patient)_______________________________as my personal representative for purposes of all rights, obligations and responsibilities created under the HIPAA Privacy Rules.

I acknowledge and agree the STAR Physical Therapy, P.L.L.C may disclose my protected health information to my personal representative and that my personal representative has the authority to authorize the practice to use and disclose my protected health information.

SIGNATURE ______________________________________________________________DATE______/______/________
-------------------------------------------------------------------------------------------------------------------------------------------------------------
MEDICARE PATIENTS ONLY - BENEFICIARY NOTICE
(  Your benefits under Medicare allow for 80% coverage once your deductible has been met up to an annual maximum of $1880. 

(  Medicare will not pay for outpatient physical therapy if you are currently receiving home health care. Any payment for services provided by S.T.A.R. Physical Therapy while receiving home health care will be your responsibility.
(  Medicare does not cover Iontophoresis or Phonophoresis. If this treatment is ordered by your doctor, payment will be your responsibility.

I have been informed of my Medicare benefits and fully understand all the above regarding my outpatient physical therapy coverage.  

PATIENT/REPRESENTATIVE SIGNATURE ___________________________________DATE______/_______/_________

-------------------------------------------------------------------------------------------------------------------------------------------------------------
WORKERS’ COMPENSATION OR NO FAULT PAITENTS ONLY
Have you received any physical therapy care that was billed to worker’s comp after 12/1/2010?      Yes     No     (circle one)

Do you have an attorney for this injury 
YES
NO     (circle one)        Name: ____________________________________________ Law Firm: _________________________________________________________ Phone: _________________________

WORKERS’ COMP and NO-FAULT PATIENTS must provide third party insurance at the time of the evaluation. If the patient does not have personal insurance coverage then he patient will be responsible for all costs accrued if claim is denied.   PLEASE INITIAL_________
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  Name: _______________________________________ Date of birth: ____________________

PROCEDURE AND BILLING POLICY 

( Please provide 24 hour notice for appointment cancellations. Cancellations and no-shows are documented and may affect the validity of your insurance claim. Patients who fail to show up for their scheduled appointment may be charged a $25.00 fee through our billing department. We understand that situations may arise that prevent you from keeping your appointment. A voicemail box is available 24/7 for you to leave us a message.  

( The patient is responsible for any payment not covered by their contracting/non-contracting insurance company.  Any check received by the patient intended for services rendered at S.T.A.R. must be remitted to S.T.A.R. Physical Therapy.  PLEASE INITIAL ___________
( Co pays are due when services are rendered. Any patient with a deductible plan will pay a base payment of $65 at the time of service that will be applied towards the total cost of the visit. Patients will receive a monthly statement thereafter with any remaining balances. Payment is due within 30 days of the printed statement.  PLEASE INITIAL ___________
(Patients with Co insurance plans will receive a bill once the insurance has paid. Payment is due within 30 days of the printed statement.

(S.T.A.R outsources all patient billing to a third party billing department. Monthly statements will be generated for all patient balances. Payment is due within 30 days of the printed statement. Patients will receive a max of 3 monthly statements and at this time will start to accrue billing fees. 
(Failure to pay balances within the 90days will result in billing and/or collection fees. Patient will be responsible for a $25 billing fee per monthly statement that is generated by S.T.A.R after the 90 days. Any accounts sent to collections at this time will receive an additional $25 fee to cover collection costs.

(There is a $25.00 fee on all returned checks.

( New York State allows patients to receive physical therapy services for up to 30 days or 10 visits without a present medical referral/prescription. Any patient who chooses to receive physical therapy using this “Direct Access Law” at S.T.A.R. must sign a direct access form prior to their evaluation.   I am choosing to receive physical therapy services using the Direct Access law:       Yes      No          

( It is the patient’s responsibility to make sure a current doctor’s referral is obtained prior to treatment. Patients are responsible for knowing their own out-patient physical therapy benefits, co-pay and deductible amounts. Please contact the customer service department of your insurance company for information.  S.T.A.R. will obtain any preauthorization required by your insurance company.

( S.T.A.R. contracts with EXCELLUS, MONROE PLAN, GHI, MEDICARE, AARP (SECONDARY TO MEDICARE), AETNA, UNITED HEALTHCARE, HEALTH NOW, CIGNA, MVP, NO-FAULT, and WORKER’S COMPENSATION (NOT FEDERAL)

( MEDICAID DOES NOT HAVE A BENEFIT FOR PHYSICAL THERAPY FOR A PRIVATE PRACTICE. 

( Any patients currently receiving home health care, check with the insurance carrier to see if Physical Therapy treatment will be covered in addition to home health care.  Any payment for services provided while receiving home health care will be the patients responsibility.

I assign S.T.A.R. Physical Therapy all rights, privileges and remedies to payment for services rendered to which I am entitled.  I have read and fully understand the above statements and acknowledge my responsibility to S.T.A.R. Physical Therapy, P.L.L.C. for all charges incurred. 

PATIENT/GUARDIAN SIGNATURE _________________________________________________DATE_______/_______/___________

GUARDIAN NAME (if applicable) ___________________________________________________

