CONSENT FOR TREATMENT

I hereby consent to treatment at Lakeview physical therapy as recommended by my physician.

I hereby authorize Lakeview Physical Therapy, P.C. to release information related to insurance claims.  I understand that it is my responsible for verifying coverage with my insurance company. 

This signed document assigns benefits to Lakeview Physical Therapy, P.C. for BlueCross BlueShield PPO members only.

PATIENT CARE PAYMENT AGREEMENT
As your healthcare provider we will file your claims with your insurance company as a courtesy after services are provided, unless you notify us not to file it.  It is your responsibility to understand what services are covered under your medical insurance policy.  If you have questions whether a service will be covered we urge you to contact your insurance company, before the service is provided.  Be advised that your insurance company may require a pre-certification, prior authorization, or referral for some services, such as physical therapy.  Patients have the responsibility to ensure that prior authorization has been obtained prior to services rendered.  

Lakeview Physical Therapy, P.C. is an in-network provider for BlueCross BlueShield (BCBS) PPO members.  Once we have received an Explanation of Benefits (EOB) from BCBS, which indicates the amount you will be responsible for, a statement for the balance will be sent to you.  Please return payment within 30 days of the statement date to Lakeview Physical Therapy at 3548 N. Southport Ave., Chicago, IL 60657.  If payment is not received within 90 days of the statement date, services will no longer be provided and your account will be sent to a collections agency.  If you are unable to meet your financial obligation, payment arrangements can be made.  Please contact our office to discuss payment options, before your account becomes over due.
Lakeview Physical Therapy, P.C. is an out-of-network provider for all other insurance companies (including Medicare).  Full payment is due on the day that services are rendered.  Payment, if any, for covered services is sent directly to you, the patient, from your insurance company.
Patients may pay by cash, money order, check, or credit card (VISA, MASTERCARD, and credit cards from your personal “flexible spending account” and/or “health savings account”).

Patients will incur a $30 cancellation fee for any appointment “no-shows” or cancellations made less than 24 hours prior to the reserved time.  If a patient makes a payment by check that is returned for insufficient funds, a $20 returned check fee will be incurred by the patient in addition to the non-payment.
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