Avanti Therapy Policies
· Cancellation Policy: It is our intention at Avanti Therapy to provide all of our clients with the best possible service.  In fairness to all of our clients as well as our therapists, we ask that you contact us within 24 hours of a cancellation so that we may accommodate our other clients’ needs for appointments.  Please be aware that we cannot bill your insurance company for the $55.00 last minute cancellation or no show fee, which you will incur for cancellations with under 24 hours’ notice.  For Monday appointments, cancellations MUST be received by the 3pm the preceding Friday. We thank you for your understanding and consideration of Avanti staff as well as fellow clients.
· Payment at the time of service:  While we are happy to bill your insurance, we collect copays, deductibles, cost of treatment if insurance is not being billed or if the benefits will be paid to you and outstanding balances prior to your treatment.

· Insurance: We will verify your benefits, and work to ensure that you receive PT benefits with the assistance of our billing company Flatirons Practice Management. However, please be aware that you are ultimately responsible for understanding your insurance benefit for Physical Therapy, and for the charges accrued as a patient of Avanti Therapy.
· Durable goods and supplies that are required for your rehabilitation, including tape and theraband, are rarely covered by insurance, and are the responsibility of the patient.
Signature____________________________________________

Consent for Treatment
I hereby request and consent to evaluation and treatment at Avanti Therapy to be performed by physical therapists, therapists’ designees or assistants. I understand that results of treatment cannot be guaranteed.
Signature:____________________________________________

HIPAA Compliance
I hereby give consent to AVANTI THERAPY to use and disclose Protected Health Information (PHI) about me to carry out Treatment, Payment, and Health Care Operations (TPO).

I have read and understand the Avanti Notice of Privacy Practices. I understand that Avanti Therapy may use or disclose my personal health information for the purposes of providing treatment, obtaining payment, internal assessment of quality of care provided, as well as for administrative purposes related to treatment or payment. 
Avanti Therapy reserves the right to change the terms of our Notice of Privacy Practices at any time. A revised copy may be obtained upon request.

You have a right to request us to restrict how we use and disclose your PHI for the purposes of TPO.  We are not required to grant your request, but if we do, the restriction will be binding on us.

You may revoke this consent in writing at any time except to the extent that the practice has already made disclosures in reliance upon your prior consent.  If you choose not to sign this consent, or later revoke it, AVANTI THERAPY may decline to provide treatment to you and/or may be unable to except any insurance as means of payment from you.

Sign:_________________________________________________    Date:_________________

Print Name of Patient:___________________________________________________________

If you are signing as a patient’s representative:

Print your name:________________________________________________________________

Describe your authority:__________________________________________________________

Please list here any persons you are authorizing specific release of information to:

Name: _______________________________ 

Type of info (circle):     Medical      Financial      Appointment Info     Insurance Info
Name: _______________________________ 

Type of info (circle):     Medical      Financial      Appointment Info     Insurance Info

Name: _______________________________ 

Type of info (circle):     Medical      Financial      Appointment Info     Insurance Info                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                        
