
PATIENT‌ ‌FINANCIAL‌ ‌POLICY‌ ‌ 
‌ 

As‌‌the‌‌patient,‌‌it‌‌is‌‌in‌‌your‌‌best‌‌interest‌‌to‌‌know‌‌and‌‌understand‌‌your‌‌insurance‌‌plan‌‌benefit.‌‌It‌‌is‌‌important‌‌that‌‌you‌‌                                           
know‌ ‌your‌ ‌responsibility‌ ‌for‌ ‌any‌ ‌deductibles,‌ ‌co-insurance‌ ‌or‌ ‌co-pay‌ ‌amounts‌ ‌prior‌ ‌to‌ ‌any‌ ‌visit.‌‌Regardless‌‌of‌‌your‌‌                                 
individual‌‌insurance‌‌coverage‌‌or‌‌type,‌‌as‌‌the‌‌person‌‌seeking‌‌medical‌‌treatment‌‌you‌‌are‌‌ultimately‌‌responsible‌‌for‌‌all‌‌                                 
charges.‌ ‌You‌‌are‌‌required‌‌to‌‌prove‌‌all‌‌information‌‌necessary,‌‌so‌‌we‌‌can‌‌process‌‌your‌‌claims‌‌in‌‌a‌‌timely‌‌and‌‌efficient‌‌                                       
manner.‌‌If‌‌your‌‌insurance‌‌coverage‌‌changes‌‌during‌‌the‌‌course‌‌of‌‌your‌‌treatment,‌‌you‌‌must‌‌notify‌‌us‌‌immediately‌‌of‌‌                                   
that‌ ‌change‌ ‌and‌ ‌provide‌ ‌all‌ ‌information‌ ‌necessary.‌ ‌ 

‌ 

Please‌ ‌know‌ ‌that‌ ‌we‌ ‌are‌ ‌here‌ ‌to‌ ‌help‌ ‌you‌ ‌if‌ ‌you‌ ‌have‌ ‌any‌ ‌questions!‌ ‌ 
‌ 

MEDICARE‌—Each‌ ‌year,‌ ‌Medicare‌ ‌announces‌ ‌an‌ ‌annual‌ ‌Part‌ ‌B‌ ‌deductible‌ ‌that‌ ‌must‌ ‌be‌ ‌met‌ ‌before‌ ‌they‌‌will‌‌make‌‌                                 
payments.‌‌For‌‌2021,‌‌this‌‌is‌‌$203.‌‌Most‌‌secondary‌‌payers‌‌do‌‌not‌‌cover‌‌this‌‌amount.‌‌For‌‌2021,‌‌Medicare‌‌allows‌‌$2110‌‌                                     
for‌ ‌physical‌ ‌and‌ ‌speech‌ ‌therapy‌ ‌combined‌ ‌per‌ ‌calendar‌ ‌year.‌ ‌Occupational‌ ‌therapy‌ ‌has‌ ‌a‌ ‌separate‌ ‌allowance‌ ‌of‌‌                               
$2110.‌ ‌Please‌ ‌let‌ ‌us‌ ‌know‌ ‌if‌ ‌you‌ ‌have‌ ‌had‌ ‌any‌ ‌therapy‌ ‌at‌ ‌another‌ ‌facility‌ ‌or‌ ‌in‌ ‌your‌ ‌home‌ ‌this‌ ‌calendar‌ ‌year.‌ ‌ 

‌ 

IN-NETWORK‌‌INSURANCE‌—Accurate‌‌and‌‌complete‌‌information‌‌is‌‌required‌‌at‌‌your‌‌first‌‌visit.‌‌If‌‌you‌‌have‌‌a‌‌copay,‌‌you‌‌                                 
are‌‌required‌‌to‌‌make‌‌the‌‌payment‌‌at‌‌‌the‌‌time‌‌of‌‌the‌‌service.‌‌‌WE‌‌DO‌‌NOT‌‌BILL‌‌FOR‌‌COPAYS‌.‌‌If‌‌your‌‌policy‌‌requires‌‌a‌‌                                             
deductible‌ ‌or‌ ‌coinsurance,‌ ‌we‌ ‌will‌ ‌estimate‌ ‌your‌ ‌patient‌ ‌portions.‌ ‌If‌ ‌you‌ ‌have‌ ‌a‌ ‌balance‌ ‌due,‌ ‌you‌ ‌will‌ ‌be‌ ‌billed‌‌                                     
accordingly.‌‌In‌‌the‌‌event‌‌of‌‌an‌‌overpayment,‌‌you‌‌will‌‌be‌‌refunded‌‌once‌‌all‌‌claims‌‌have‌‌been‌‌paid.‌‌We‌‌know‌‌copays,‌‌                                       
coinsurance‌ ‌and‌ ‌deductibles‌ ‌have‌ ‌continued‌ ‌to‌ ‌rise.‌ ‌Please‌ ‌understand‌ ‌we‌ ‌cannot‌ ‌reduce‌‌or‌‌waive‌‌these‌‌financial‌‌                               
cost‌‌shares.‌‌If‌‌you‌‌have‌‌a‌‌financial‌‌hardship‌‌or‌‌difficulty‌‌with‌‌your‌‌payments,‌‌please‌‌speak‌‌with‌‌the‌‌clinic‌‌manager‌‌for‌‌                                       
your‌ ‌options.‌ ‌ 

‌ 

IF‌‌YOUR‌‌INSURANCE‌‌CHANGES‌‌DURING‌‌THE‌‌COURSE‌‌OF‌‌TREATMENT‌—If‌‌your‌‌insurance‌‌changes‌‌during‌‌the‌‌course‌‌                             
of‌ ‌treatment,‌ ‌you‌ ‌must‌ ‌provide‌ ‌this‌ ‌information‌ ‌prior‌ ‌to‌ ‌being‌ ‌seen‌ ‌at‌ ‌your‌ ‌next‌ ‌appointment.‌ ‌Many‌ ‌insurance‌‌                                 
companies‌ ‌require‌ ‌authorization‌ ‌that‌ ‌will‌ ‌not‌ ‌be‌ ‌backdated‌ ‌for‌ ‌any‌ ‌reason.‌ ‌If‌ ‌there‌ ‌is‌ ‌a‌ ‌time‌ ‌lapse‌ ‌between‌ ‌the‌‌                                     
effective‌‌date‌‌of‌‌your‌‌new‌‌policy‌‌and‌‌informing‌‌the‌‌clinic‌‌of‌‌your‌‌new‌‌insurance,‌‌you‌‌will‌‌be‌‌responsible‌‌for‌‌any‌‌claims‌‌                                         
that‌ ‌are‌ ‌denied‌ ‌for‌ ‌any‌ ‌reason‌ ‌including‌ ‌lack‌ ‌of‌ ‌referral‌ ‌and‌ ‌/or‌ ‌authorization.‌ ‌ 

‌ 

OUT‌ ‌OF‌ ‌NETWORK‌ ‌INSURANCE‌—If‌‌we‌‌do‌‌not‌‌participate‌‌with‌‌your‌‌insurance‌‌company,‌‌you‌‌will‌‌be‌‌responsible‌‌for‌‌                                 
payment‌ ‌in‌ ‌full‌ ‌at‌ ‌the‌‌time‌‌of‌‌service.‌‌We‌‌will‌‌fill‌‌out‌‌and‌‌mail‌‌your‌‌claims‌‌for‌‌you,‌‌but‌‌we‌‌will‌‌not‌‌follow‌‌up‌‌on‌‌or‌‌                                                   
re-bill‌ ‌unpaid‌ ‌claims.‌ ‌ 

‌ 

NO‌‌INSURANCE‌—If‌‌you‌‌are‌‌not‌‌insured,‌‌payment‌‌will‌‌be‌‌expected‌‌in‌‌full‌‌at‌‌the‌‌time‌‌of‌‌service.‌‌Please‌‌speak‌‌with‌‌the‌‌                                         
front‌ ‌desk‌ ‌for‌ ‌fees‌ ‌and‌ ‌to‌ ‌have‌ ‌any‌ ‌questions‌ ‌answered.‌ ‌ 

‌ 

WORKERS‌ ‌COMPENSATION‌ ‌CLAIMS‌—It‌ ‌is‌ ‌the‌ ‌responsibility‌ ‌of‌ ‌the‌ ‌patient‌ ‌to‌ ‌give‌ ‌all‌ ‌information‌ ‌required‌ ‌for‌‌                             
processing/obtaining‌ ‌authorizations‌ ‌and‌ ‌claim‌ ‌payment.‌ ‌This‌ ‌information‌ ‌shall‌ ‌include‌ ‌(but‌ ‌may‌ ‌not‌‌be‌‌limited‌‌to)‌‌                             
your‌‌employer,‌‌date‌‌of‌‌injury,‌‌SSN,‌‌name‌‌of‌‌adjuster‌‌or‌‌case‌‌worker,‌‌case/claim‌‌number,‌‌contact‌‌phone‌‌number‌‌and‌‌                                   
insurance‌ ‌company‌ ‌address.‌ ‌Prior‌ ‌authorization‌ ‌must‌ ‌be‌ ‌obtained‌ ‌by‌ ‌the‌ ‌patient‌ ‌prior‌ ‌to‌ ‌being‌ ‌evaluated.‌ ‌In‌ ‌the‌‌                                 
event‌ ‌the‌ ‌claim‌ ‌is‌ ‌denied,‌ ‌you‌ ‌will‌ ‌be‌ ‌responsible‌ ‌for‌ ‌payment‌ ‌of‌ ‌any‌ ‌rendered‌ ‌service‌ ‌in‌ ‌full.‌ ‌ 

‌ 

MEDICAID‌—‌Per‌‌Connecticut‌‌regulations,‌‌our‌‌providers‌‌do‌‌not‌‌participate‌‌with‌‌the‌‌state‌‌Medicaid/Husky‌‌program‌‌for‌‌                           
patients‌‌21‌‌and‌‌over.‌‌With‌‌the‌‌exception‌‌of‌‌Medicare‌‌Dual‌‌plan‌‌members,‌‌if‌‌you‌‌would‌‌like‌‌to‌‌be‌‌treated‌‌in‌‌our‌‌clinics,‌‌                                           
you‌ ‌will‌ ‌be‌ ‌responsible‌ ‌for‌ ‌all‌ ‌charges.‌ ‌ 

‌ 
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MVA‌—‌NO‌ ‌MED-PAY‌ ‌COVERAGE‌—If‌ ‌you‌ ‌have‌ ‌been‌ ‌involved‌ ‌in‌ ‌a‌ ‌motor‌ ‌vehicle‌ ‌accident‌ ‌and‌ ‌do‌ ‌not‌ ‌have‌‌medical‌‌                                 
coverage‌‌on‌‌your‌‌automobile‌‌policy,‌‌we‌‌will‌‌require‌‌a‌‌letter‌‌from‌‌your‌‌automobile‌‌policy‌‌that‌‌states‌‌you‌‌do‌‌not‌‌have‌‌                                       
medical‌ ‌coverage.‌ ‌This‌ ‌is‌ ‌required‌ ‌to‌ ‌prevent‌ ‌delay‌ ‌in‌ ‌payment‌ ‌from‌ ‌your‌ ‌health‌ ‌insurance‌ ‌carrier.‌ ‌ 

‌ 

MVA‌—‌MED-PAY‌‌COVERAGE‌—If‌‌you‌‌are‌‌being‌‌treated‌‌as‌‌the‌‌result‌‌of‌‌a‌‌motor‌‌vehicle‌‌accident,‌‌we‌‌are‌‌required‌‌to‌‌go‌‌                                     
through‌‌any‌‌medical‌‌coverage‌‌you‌‌may‌‌have‌‌on‌‌YOUR‌‌automobile‌‌policy‌‌(regardless‌‌of‌‌who‌‌was‌‌at‌‌fault)‌‌before‌‌going‌‌                                     
through‌ ‌health‌ ‌insurance.‌ ‌You‌ ‌will‌ ‌be‌ ‌required‌ ‌to‌ ‌provide‌ ‌this‌ ‌office‌ ‌with‌ ‌the‌ ‌date‌ ‌of‌ ‌injury,‌ ‌your‌ ‌SSN,‌ ‌name‌ ‌of‌‌                                       
adjuster‌‌or‌‌case‌‌worker,‌‌case/claim‌‌number,‌‌contact‌‌phone‌‌number‌‌and‌‌insurance‌‌company‌‌address,‌‌and‌‌amount‌‌of‌‌                               
medical‌‌coverage‌‌on‌‌your‌‌policy.‌‌You‌‌will‌‌need‌‌to‌‌track‌‌how‌‌much‌‌of‌‌your‌‌benefit‌‌has‌‌been‌‌used,‌‌as‌‌the‌‌turnaround‌‌                                         
time‌ ‌for‌ ‌exhaustion‌ ‌letters‌ ‌generally‌ ‌leaves‌ ‌a‌ ‌balance‌ ‌that‌ ‌must‌ ‌be‌ ‌paid‌ ‌by‌ ‌either‌ ‌you‌ ‌or‌ ‌your‌ ‌health‌ ‌insurance‌ ‌carrier.‌ 

‌ 

MINOR‌‌PATIENTS‌—If‌‌the‌‌patient‌‌is‌‌under‌‌the‌‌age‌‌of‌‌18,‌‌a‌‌parent/guardian‌‌will‌‌be‌‌required‌‌to‌‌acknowledge‌‌and‌‌sign‌‌a‌‌                                       
“Consent‌ ‌To‌ ‌Treat‌ ‌A‌ ‌Minor”‌ ‌form.‌ ‌ 

‌ 

CANCELLATION‌ ‌POLICY/‌ ‌MISSED‌ ‌APPOINTMENT‌ ‌FEE‌—‌This‌ ‌office‌ ‌requires‌ ‌24‌ ‌hours‌ ‌notice‌‌if‌‌you‌‌cannot‌‌keep‌‌your‌‌                             
scheduled‌‌appointment.‌‌If‌‌you‌‌miss‌‌your‌‌appointment‌‌or‌‌fail‌‌to‌‌give‌‌sufficient‌‌notice,‌‌you‌‌will‌‌be‌‌charged‌‌$50.00‌‌for‌‌                                     
that‌ ‌missed‌ ‌appointment.‌ ‌This‌ ‌payment‌ ‌is‌ ‌expected‌ ‌before‌ ‌any‌ ‌further‌ ‌treatment‌ ‌will‌ ‌be‌ ‌rendered‌ ‌and‌ ‌will‌ ‌be‌ ‌ 
applied‌ ‌to‌ ‌the‌ ‌missed‌ ‌appointment‌ ‌only.‌ ‌If‌ ‌you‌ ‌miss‌ ‌three‌ ‌appointments‌ ‌through‌ ‌the‌ ‌course‌ ‌of‌ ‌treatment,‌ ‌we‌ ‌ 
reserve‌ ‌the‌ ‌right‌ ‌to‌ ‌cancel‌ ‌future‌ ‌appointments.‌ ‌If‌ ‌this‌ ‌payment‌ ‌is‌ ‌not‌ ‌received,‌ ‌we‌ ‌may‌ ‌refer‌ ‌this‌ ‌amount‌ ‌for‌ ‌ 
collection.‌ ‌ 

‌ 

DIVORCE‌—In‌‌cases‌‌of‌‌divorce‌‌or‌‌separation,‌‌the‌‌party‌‌responsible‌‌for‌‌the‌‌account‌‌prior‌‌to‌‌the‌‌divorce‌‌or‌‌separation‌‌                                   
remains‌ ‌responsible‌ ‌for‌ ‌the‌ ‌account.‌ ‌The‌ ‌parent‌ ‌authorizing‌ ‌treatment‌ ‌for‌ ‌a‌ ‌child‌ ‌will‌ ‌be‌ ‌responsible‌ ‌for‌ ‌charges‌‌                                 
incurred.‌‌If‌‌the‌‌divorce‌‌decree‌‌requires‌‌the‌‌other‌‌parent‌‌to‌‌pay‌‌all‌‌or‌‌part‌‌of‌‌the‌‌treatment‌‌costs,‌‌it‌‌is‌‌the‌‌authorizing‌‌                                           
parent’s‌ ‌responsibility‌ ‌to‌ ‌collect‌ ‌from‌ ‌the‌ ‌other‌ ‌parent.‌ ‌ 

‌ 

PAST‌ ‌DUE‌ ‌ACCOUNTS‌—If‌ ‌your‌ ‌account‌ ‌becomes‌ ‌past‌ ‌due,‌ ‌we‌ ‌will‌ ‌take‌ ‌necessary‌ ‌steps‌ ‌to‌ ‌collect‌ ‌this‌ ‌debt.‌ ‌Your‌‌                                   
account‌‌will‌‌be‌‌referred‌‌to‌‌our‌‌collection‌‌agency.‌‌You‌‌will‌‌be‌‌charged‌‌28%‌‌for‌‌this‌‌service‌‌in‌‌addition‌‌to‌‌your‌‌current‌‌                                         
account‌‌balance.‌‌If‌‌payment‌‌is‌‌not‌‌received,‌‌your‌‌credit‌‌report‌‌will‌‌be‌‌blemished.‌‌If‌‌we‌‌have‌‌to‌‌refer‌‌the‌‌collection‌‌of‌‌                                         
the‌ ‌balance‌ ‌to‌ ‌a‌ ‌lawyer,‌ ‌you‌ ‌agree‌ ‌to‌ ‌pay‌ ‌all‌ ‌of‌ ‌the‌ ‌lawyer’s‌ ‌fees‌ ‌which‌ ‌we‌ ‌incur‌ ‌plus‌ ‌all‌ ‌court‌ ‌costs.‌‌ ‌  

‌ 

TRANSFERRING‌‌OF‌‌RECORDS‌—Patients‌‌may‌‌request‌‌a‌‌copy‌‌of‌‌their‌‌medical‌‌records‌‌at‌‌no‌‌cost.‌‌If‌‌this‌‌information‌‌is‌‌                                   
requested‌ ‌by‌ ‌a‌ ‌third‌ ‌party,‌ ‌such‌‌as‌‌an‌‌attorney,‌‌there‌‌will‌‌be‌‌an‌‌associated‌‌fee.‌‌A‌‌signed‌‌authorization‌‌from‌‌you‌‌to‌‌                                         
release‌ ‌these‌ ‌records‌ ‌will‌ ‌be‌ ‌required.‌ ‌ 

‌ 

RETURNED‌ ‌CHECK‌ ‌FEE‌—There‌ ‌is‌ ‌a‌ ‌$20.00‌ ‌fee‌ ‌for‌ ‌any‌ ‌returned‌ ‌check‌ ‌from‌ ‌the‌ ‌bank.‌ ‌ 
‌ 

By‌ ‌signing‌ ‌below,‌ ‌I‌ ‌attest‌ ‌that‌ ‌I‌ ‌have‌ ‌read‌ ‌and‌ ‌understand‌ ‌the‌‌financial‌‌policy‌‌and‌‌I‌‌agree‌‌to‌‌adhere‌‌to‌‌its‌‌terms.‌‌‌I‌‌                                             
acknowledge‌ ‌that‌ ‌I‌ ‌will‌ ‌make‌ ‌payment‌ ‌at‌‌each‌‌visit,‌‌if‌‌my‌‌benefits‌‌state‌‌I‌‌have‌‌a‌‌financial‌‌responsibility‌‌(ie‌‌,‌‌copay,‌‌                                         
coinsurance‌ ‌and‌ ‌or‌ ‌deductible),‌ ‌as‌ ‌documented‌ ‌in‌ ‌the‌‌“Estimated‌‌Financial‌‌Responsibility”‌‌form‌‌I‌‌will‌‌receive‌‌at‌‌my‌‌                                 
initial‌‌evaluation.‌‌I‌‌understand‌‌that‌‌I‌‌am‌‌responsible‌‌for‌‌any‌‌non-covered‌‌charges.‌‌Should‌‌my‌‌insurance‌‌change‌‌during‌‌                                 
the‌‌course‌‌of‌‌my‌‌treatment,‌‌I‌‌will‌‌provide‌‌the‌‌office‌‌with‌‌all‌‌necessary‌‌information‌‌to‌‌process‌‌my‌‌claim.‌‌Should‌‌I‌‌fail‌‌to‌‌                                           
provide‌‌this‌‌information‌‌and‌‌claims‌‌are‌‌denied‌‌as‌‌a‌‌result,‌‌I‌‌will‌‌be‌‌responsible‌‌for‌‌the‌‌denied‌‌visits.‌‌‌Altering‌‌this‌‌form‌‌                                         
in‌ ‌any‌ ‌way‌ ‌will‌ ‌not‌ ‌change‌ ‌the‌ ‌policy‌ ‌as‌ ‌outlined‌ ‌above‌ ‌by‌ ‌Carlson‌ ‌Therapy‌ ‌Network,‌ ‌PC.‌ ‌ 
‌ 

______________________________________________________‌ _______________________________‌ ‌ 
Patient‌ ‌Name‌ ‌(Please‌ ‌Print)‌ Date‌ ‌ 

‌ 
______________________________________________________‌ _______________________________‌ ‌ 
Signature‌ ‌of‌ ‌Responsible‌ ‌Party‌ Relationship‌ ‌(if‌ ‌not‌ ‌patient)‌ ‌ 
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