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FERRELL-WHITED	PHYSICAL	THERAPY	FINANCIAL	POLICY	–	2017	
	
	

Thank	you	for	choosing	Ferrell-Whited	Physical	Therapy	Services	(FWPT)	as	your	health	care	provider.	We	are	committed	
to	building	a	successful	therapist-patient	relationship	with	you	and	your	family.	Your	clear	understanding	of	our	patients'	
financial	responsibility	is	important	to	our	professional	relationship.	

INSURANCE:		In	order	to	properly	bill	your	insurance	company,	we	require	that	you	disclose	ALL	insurance	information	
including	primary	and	secondary	insurance,	as	well	as,	any	change	of	insurance	information.	I	understand	and	agree	that	
insurance	claim	forms	will	be	submitted	to	my	insurance	company	as	a	matter	of	convenience	only,	and	that	I	am	
responsible	for	all	charges	regardless	of	my	existing	medical	coverage.		If	you	are	not	insured	by	a	plan	we	participate	in	
you	are	responsible	for	out-of-network	rates.	Your	medical	claim	will	be	forwarded	to	your	secondary	insurance	(if	any)	
after	payment	and/or	explanation	of	benefits	(EOB)	is	received	from	your	primary	insurance	company	

NO-SHOW/CANCELLATION	POLICY:	We	understand	there	are	times	when	you	must	miss	an	appointment	due	to	an	
emergency.	However,	I	understand	that	my	doctor	has	prescribed	physical	therapy	for	me	and	this	is	an	on-going	
process	which	requires	regular	attendance.	If	I	am	late	for	an	appointment,	I	may	have	to	reschedule	or	accept	an	
abbreviated	treatment	for	that	day.		If	I	cancel/no-show	three	appointments,	FWPT	has	the	right	to	discharge	me	from	
care.	I	understand	and	agree	that	FWPT	requires	a	24-hour	advance	notice	of	cancellation.		IF	I	FAIL	TO	GIVE	24-HOUR	
NOTICE	OF	CANCELLATION	OR	NO-SHOW	AN	APPOINTMENT,	I	WILL	BE	RESPONSIBLE	FOR	A	$40.00	CHARGE	(WHICH	IS	
NOT	COVERED	BY	INSURANCE).	

MEDICARE:	We	are	a	participating	Medicare	provider.		Per	Medicare	guidelines	patients	who	are	receiving	in-home	
health	care	are	not	eligible	for	outpatient	physical	therapy	services	at	the	same	time.		I	understand	it	is	my	
responsibility	to	inform	FWPT	immediately	if	in-home	health	services	will	be	utilized	at	any	time	during	the	course	of	
treatment	at	FWPT.	

COPAYMENTS	AND	DEDUCTIBLES:	All	co-pays	must	be	paid	at	the	time	of	service.		
	
SELF	PAY/CASH	PAY:	For	the	first	appointment	there	will	be	a	charge	of	$140.00.		For	each	follow-up	appointment	there	
will	be	an	$80.00	charge	per	visit.		PAYMENT	IS	DUE	AT	TIME	OF	SERVICE.	
	
NON-COVERED	SERVICES:	Please	be	aware	that	some	of	the	services	you	receive	may	not	be	covered	or	not	considered	
reasonable	or	necessary	by	Medicare	or	other	insurers.	You	are	responsible	for	payment	of	these	services.	
		
WORKERS	COMPENSATION:	This	office	is	a	certified	Ohio	Bureau	of	Worker’s	Compensation	provider	and	accepts	
approved	claims.	Any	Disallowed	Claim	fees	will	be	the	patient’s	responsibility.	
	
BILLING	SERVICE:	Signature	Billing	Solutions,	LLC	will	be	processing	all	claims	and	sending	statements.	Please	phone	our	
billing	service	at	330-952-1554	for	any	questions	concerning	your	statement	balances	and	payments	made	on	your	
account.	Please	let	the	billing	office	know	if	you	have	any	difficulties	resolving	your	bill.	In	the	event	that	your	insurance	
company	should	happen	to	send	payment	to	you,	the	patient,	we	expect	that	you	would	forward	it	to	our	office	to	be	
applied	to	your	balance.	
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OFFICE	USE	ONLY				Documentation	of	Attempt	to	Obtain	Acknowledgement	of	Receipt	of	Privacy	Practices										Date:	________________________	
																																									The	acknowledgement	was	not	obtained	because	the	patient	declined	to	sign	the	acknowledgement.		_____________________	
																																								Other	Reason:	____________________________________________________________________________________________	
																																								Name	of	Patient:	_______________________________________	Name	of	FWPT	Employee:	_____________________________	

	
FERRELL-WHITED	PHYSICAL	THERAPY	FINANCIAL	POLICY	–	2017	(continued)	

	
DELINQUENT	ACCOUNTS/COLLECTIONS:	Account	balances	over	90	days	will	be	sent	to	collections	after	no	response	
from	the	patient.	Statements	will	be	mailed	once	per	month	for	three	months	before	becoming	delinquent.	It	is	the	
patient’s	responsibility	to	inform	the	staff	of	any	changes	in	address	or	insurance	information.	
	 	
I	agree	to	be	responsible	for	payment	of	all	services	rendered	on	my	behalf	or	that	of	my	dependents.	I	acknowledge	
and	accept	this	Financial	Policy.	

	
PRINT	Patient	Name:	______________________________________________________________________________		

 
Signature	of	Patient:	______________________________________________________________________________		

																																																																			(Parent	or	legal	guardian	must	sign	if	patient	is	under	18	years	of	age.)	

	
Relationship	to	Patient:	_________________________________________	Date:	______________________________	

	
	
	

INSURANCE	INFORMATION	
	

Primary	(#1)	Insurance	Company:		____________________________________________________________________	
	

							Principal	Policyholder’s	Name:		____________________________________			Date	of	Birth:		__________________	
	

Secondary	(#2)	Insurance	Company:		_________________________________________________________________	
	

							Principal	Policyholder’s	Name:		____________________________________			Date	of	Birth:		__________________	
	

Third	(#3)	Insurance	Company:		______________________________________________________________________	
	

							Principal	Policyholder’s	Name:		____________________________________			Date	of	Birth:		__________________	
	
	
	

ACKNOWLEDGEMENT	OF	RECEIPT	OF	NOTICE	OF	PRIVACY	PRACTICES	
	
Ferrell	Whited	Physical	Therapy	Services	reserves	the	right	to	modify	the	privacy	practices	outlined	in	the	notice.	
I	have	received	a	copy	of	the	Notice	of	Privacy	Practices	for	Ferrell	Whited	Physical	Therapy	Services.	
	

PRINT	Name	of	Patient:	________________________________________________________________________	
	 													

Signature	of	Patient:	__________________________________________________________________________	
																																																																													(Parent	or	legal	guardian	must	sign	if	patient	is	under	18	years	of	age.)	
	
	

Relationship	to	Patient:	_______________________________________	Date:	____________________________		
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ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

 
Ferrell Whited Physical Therapy Services reserves the right to modify the privacy practices outlined in the notice. 
I have received a copy of the Notice of Privacy Practices for Ferrell Whited Physical Therapy Services. 
 
PRINT Name of Patient: ________________________________________________________________________ 
              
Signature of Patient: __________________________________________________________________________ 
                                                      (Parent or legal guardian must sign if patient is under 18 years of age.) 
 
 

Relationship to Patient: _______________________________________ Date: ____________________________ 
 
 
 
 
 
 
 
 

OFFICE USE ONLY 
Documentation of Attempt to Obtain Acknowledgement of Receipt of Privacy Practices 
An attempt was made to obtain an acknowledgement of receipt of privacy practices.  The acknowledgement was not obtained because: 
The patient declined to sign the acknowledgement.  ________________                   Other Reason: ______________________________________________ 
Name of Patient: _______________________________________________________________________________________________________________  
Name of FWPT Employee: ______________________________________________           Date: ________________________________________________ 


