Woodinville Physical Therapy 

(Orthopedic Physical Therapy

(Sports Rehabilitation

(Disorders of the Spine
WELCOME TO WOODINVILLE PHYSICAL THERAPY

In your physician’s assessment of your needs you have been referred to Physical Therapy to aid in your medical program. On your first visit with WPT you will be thoroughly evaluated.  On the basis of that evaluation and your physician’s recommendations, an appropriate treatment will be proposed.  The therapist will explain your program thoroughly and will work with you to establish some functional goals that should be realized with therapy.

A copy of the evaluation and the proposed treatment plan will be sent to your physician.  As your particular condition changes, so may the treatment you receive.  Close communication between your therapist and your physician regarding these changes will be maintained.

Your rehabilitation is important to us.  In order to maximize your time here, and in consideration of other patients, we request that children not be brought to therapy sessions.  However, if it is absolutely necessary that your child come to therapy with you, we ask that you keep your child close to you at all times.  Also, for their safety, children are not allowed to use any of the equipment.

PATIENT FINANCIAL AGREEMENT FOR LABOR AND INDUSTRIES
We accept all Labor and Industry policies either through the State of Washington, or Self-Insured Employer sponsored companies. Once you have filed a claim with the State or through your Employer we will schedule your appointments. 
Labor & Industry: You will need to complete an accident report. If your Washington-based employer is self-insured, your employer will provide you with the report and claim number. If your Washington-based employer is insured through the Washington State Department of Labor and Industries, you will be asked to complete a report at the time of your visit. WPT will bill your on the job injury claims to the appropriate insurance carrier for you. If the insurer approves your claim, you will not be responsible for any work injury related charges. 
Initials ____

Insurance: It is your responsibility to provide us with the name and address, claim manager, and phone number of your insurance carrier along with your claim number. If we do not have verifiable billing information within three clinic visits, your therapy program will continue only on a “self-pay” basis until we receive the necessary billing information pertaining to your incident, or obtain private insurance information. If, for any reason, your claim is rejected, we will attempt to bill your private health insurance for the services; but ultimately you will be responsible for full payment. We do not accept attorney “letter of protection” for claims being disputed or in litigation. In that instance we will need alternate insurance information or you can make arrangements to set your account up on a “self-pay” basis. The patient/guarantor also agrees that they are responsible for all medical services provided on their behalf whether or not any first party payer, third party payer, arbitration panel, or court of law determines that the medical treatment was not “reasonable” or “medically necessary”, or should not be paid for any reason. 
Initials ____
If your health insurance company has not paid within 60 days after the date services were rendered, our office will notify the patient of the amount due.  It will then become the sole responsibility of the patient to deal with their insurance company when there is a question or nonpayment for services rendered.

Initials____

Patients paying for balances via personal check will be responsible for an additional fee of $50.00, per RCW 62A.3-515 & 520 on checks returned from the bank for “Non-Sufficient Funds” or if a stop payment order is issued on a check or credit card.
Initials____

Our fee for not appearing at your scheduled appointment is $50.00.  We will waive our fee provided that we have twenty-four (24) hours advance notice of any cancellations.  If you do not appear or “no show” for two scheduled appointments, all subsequent scheduled appointments will be cancelled and will need to be rescheduled. If you arrive 15 minutes late for your scheduled appointment it may be considered a “no show” appointment.

Initials____

I have read and understand the financial policy of this office and agree that, regardless of my insurance coverage, I am ultimately responsible for full payment of my account. I hereby authorize my insurance benefits to be paid directly to the clinic.  I authorize the release of any medical or other information necessary to process insurance claims.  Office fees, no-show fees, billing policies, NSF fees, are all subject to change at the discretion of PROVIDER.  By signing this agreement, it is understood that you, or as the guardian of a minor, understands and agrees to abide by our patient financial policy and will accept the conditions thereof. 
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