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CONSENT FOR TREATMENT

The following are the conditions for services provided by Smith Therapy, Inc. (STS) for the undersigned patient.

ASSIGNMENT OF INSURANCE BENEFITS AND THIRD PARTY CLAIMS: If the account is not paid at time of discharge, I hereby assign to STS any proceeds from the following: OCHAMPUS, major medical benefits, PIP (personal injury protection), sick benefits, injury benefits, or any other health, accident or welfare benefits of any type or from relating to the patient, whether insured or self-funded, proceeds of any liability settlement or judgment being paid by or on behalf of a third party, or any other benefits due from the insurance policy. All amounts collected will be applied to the patient’s account. I understand that I am responsible for any charges not covered by insurance, Medicare, Medicaid, or any other benefits.  I hereby also assign to STS any proceeds of the foregoing benefits being paid by or on behalf of a third party or due from any insurance policy for services provided at STS.  In addition, I/we further warrant and represent that any insurance or any plan, which we assign, is valid insurance and in effect and that I/we have the right to make this assignment.  In the event a claim for payment submitted by STS to my insurance carrier or plan administrator is denied, I hereby authorize STS to seek an administrative review of the disputed claim in accordance with the applicable provision(s) of my plan or policy.  If my plan or policy is provided pursuant to the Federal Employees Health Benefits Act, 5 U.S.C. Section 8901 et seq., this review process will include, but is not limited to a review by the Office of Personnel Management.

FINANCIAL AGREEMENT:  I understand that I am obligated to pay the patient’s account according to the regular rates and terms of STS.  I do hereby appoint STS as my true and lawful attorney to collect the claims, endorse the checks, and give full and final receipt for all amounts collected.  In the event benefits exceed the actual charges for this account, I authorize STS to apply the overpayment to any other account for which I am responsible.  I understand STS could obtain my/our credit report for review in collection of this debt.  In the event that this account is placed with a collection agency or any attorney for collection, the undersigned shall pay all collection fees and reasonable attorney’s fees.

RELEASE OF MEDICAL INFORMATION:  I hereby authorize STS to furnish any information form medical records compiled during this admission as requested by the Insurance Co. or its designated agent.  I authorize STS to forward copies of the patient’s medical records to physicians, as it deems necessary for continuity of care, and further authorize the transfer of copies of the patient’s medical records to any health care facility to which the patient is transferred.

FOR BLUE CROSS PATIENTS:  I do (   )  do not (   ) have group insurance coverage other than Blue Cross/Blue Shield.  Name of other insurance.

	MEDICARE PATIENTS:  Should I be eligible for Medicare Coverage, I request that payment of authorized Medicare benefits be made to STS on my behalf.  I certify that the information given by me is correct, in applying for payment under Title XVIII of the Social Security Act.

LOCAL CONTACT PHONE NUMBER:  ________________________________________

(For Medical Necessary Call Back)

                               DATE                                                           SIGNATURE OF WITNESS                                                    SIGNATURE OF PATIENT

                          DATE                                                          SIGNATURE OF WITNESS                                        SIGNATURE OF RESPONSBILE PARTY 

                                                                                                                                                                                                     (IF OTHER THAN PATIENT)*

                               DATE                                                           SIGNATURE OF WITNESS                                                   SIGNATURE OF INSURED 

                                                                                                                                                                                                     (IF OTHER THAN PATIENT)*

                               DATE                                                           SIGNATURE OF WITNESS                        SIGNATURE OF CLOSEST ADULT RELATIVE OR LEGAL

                                                                                                                                                                               GUARDIAN (REQUIRED IF PATIENTS A MINOR OR

                                                                                                                                                                              SOMEONE UNABLE TO UNDERSTAND THE ABOVE

                                                                                                                                                                                                                  PROVISIONS)*

* INCLUDE RELATIONSHIP TO PATIENT WITH SIGNATURE

	


