
 
 

FINANCIAL POLICY  
REGARDING OUR FINANCIAL POLICY ASSISTS US IN PROVIDING THE SERVICES TO 
YOU. THE FOLLOWING TERMS AND CONDITIONS ARE ACCEPTED BY PATIENT FOR 
SERVICES PROVIDED BY ADVANTAGE REHAB, INC  
 
INSURANCE - Advantage Rehab, INC  encourages you to call your insurance company with 
any specific questions related to your policy’s outpatient physical therapy benefits such as 
deductible, copayment, coinsurance, visit limitations, sharing of outpatient benefits with 
acupuncture, chiropractic or occupational care, effective annual calendar renewal date, or any 
pre-authorization requirements. Advantage Rehab, INC  cannot assume responsibility for 
incorrect information provided to us concerning your insurance policy. Our courtesy verification 
of eligibility and benefits does NOT guarantee that your insurance company will pay for all 
services provided. Your insurance policy is a contract between you and your insurance 
company. You are responsible for knowing your level of coverage and are ultimately responsible 
for the full payment of your bill. 
 
COPAYMENTS/ DEDUCTIBLES - It is the policy of Advantage Rehab, Inc. to collect all 
applicable copayments and deductibles.  Each copayment shall be collected on the date of 
service. If you have a plan with a coinsurance percentage or deductible which has not been 
met, we will estimate the co insurance/ deductible amount based on what we have been lead to 
expect your insurance company will pay. Please note that any payment made will be deposited 
towards your estimated patient balance. Because this is an estimate, there is always the 
possibility that you may be either responsible for an additional balance and or a refund.  
  
If your visit is due to a Motor Vehicle accident or Workers Compensation, you are 
responsible for the following:   
*Filing any required accident/injury claim forms with your employer or automobile insurance 
company prior to starting therapy.   
*Providing our office with the following information: Name, address and phone number of your 
employer or insurance company, claim number, date of injury/accident and name and number of 
adjuster/contact person.  
(Providing our office with your personal health insurance information, this will ONLY be used in 
the event that either your worker’s compensation carrier or your automobile policy carrier denies 
your claims.) If all carriers deny payment for therapy, you will be responsible for payment in full.  
 
 
 



Cash Rate Services - If you choose to pay cash for physical therapy services, charges will be a 
flat rate of $150.00 for first  initial evaluation visit and $75.00 for follow up visits. Payment is 
required at each visit.  If you do have health insurance coverage BUT are choosing not to utilize 
it for this service, please understand that we cannot bill the insurance at a later date and cash 
payments cannot be applied to deductibles or coinsurance unless insurance is billed. 
 
Medicare - Your therapist will develop a treatment plan during your initial evaluation, which will 
be updated as needed throughout the course of your treatment. Your physician will need to 
review and approve this plan. If Medicare is your only insurance, you are responsible for the 
annual Medicare deductible as well as 20% of Medicare’s allowed fees.  
 
RETURN CHECK POLICY  - A $35 processing fee along with any other additional bank fees will 
be charged for all checks returned by the bank for non-sufficient funds (NSF checks).  
 
Cancellation policy - Scheduling and keeping your therapy appointments are imperative to 
your recovery. Your appointments will be scheduled according to your therapy needs. If you are 
unable to keep your appointment, we ask that you please contact us at 410-479-0470. 
Repetitive cancellations or failure to no show for your appointment will result in a $35 
cancellation fee, which is not covered by insurance.  
 
 AGREEMENT TO PAY - I agree to pay for all services rendered . Any unpaid charges will incur 
an additional 30% fee and will be forwarded to collection agency. I agree to pay for all legal 
fees, court costs,  attorney fees, and collection agency fees in connection to my debt. I also 
understand that in order to collect my debt, my credit history may be checked through the use of 
my social security number or any other information I have given to Advantage Rehab, Inc .  
 
I have read and understand the above Advantage Rehab, INC financial policy, agree to 
the terms, and understand that I am ultimately responsible for payment of the health care 
services provided.  
 
Patients Signature _______________________________________  
Date ________________________ 
 
PERSONAL GUARANTOR FOR MINOR 
 If the Patient is a minor under 18 years of age, a Responsible Party must complete the 
following) I agree to the terms and conditions of this financial policy and personally guarantee to 
pay Advantage Rehab, Inc  all costs incurred by the minor Patient.  
  
Responsible Party: _________________________________________  
Date: _____________________  


