[image: ]
FINANCIAL POLICIES

Thank you for choosing Therapedia, LLC. We appreciate that you have entrusted us in the care of your child and are committed to providing you with the best therapy services possible. Please carefully read through the following financial information.

Because healthcare benefits and coverage options have become increasingly complex, we have developed these policies to help you better understand your responsibilities and eliminate any unnecessary confusion. Adhering to these policies will enable us to focus increased attention on providing quality services and run our clinic more efficiently.

If you have any questions in regards to the following information, please do not hesitate to ask any of our office staff.

UPDATES: It is important that we have your correct information on file.  Please advise us any time there is any change to your address, telephone or other contact information. If your insurance changes or discontinues mid-treatment, including receiving new insurance cards, please provide us this information immediately so there is no delay in billing.

INSURANCE COVERAGE: As a service to our patients, Therapedia, LLC is more than happy to directly bill your primary insurance for services rendered, but it is our policy that the patient is ultimately responsible for payment of the services received from Therapedia, LLC. We do not bill secondary insurance, but upon request will provide you with a receipt that you may submit. Furthermore, the patient is responsible for understanding their insurance coverage in relation to covered services and is responsible for providing Therapedia, LLC with the most current insurance information.

We make every attempt to verify your current insurance coverage. Verification of benefits is NOT a guarantee of payment. If we contact your insurance carrier regarding benefits or authorization on your behalf, we are not responsible for inaccurate information provided to us by your carrier. The information about your plan that we relay to you is in good faith. Please remember that any changes made to your insurance policy and the time of year billing is submitted may affect coverage and reimbursement rates. 

Deductible and co-payments are part of your contractual agreement with your insurance company and it is our responsibility as participating providers to collect those fees. Deductible and co-payments are due at each visit. A refund is issued when an overpayment has been identified. If you feel a refund is due, please contact our office.

NO INSURANCE/CASH RATE: We believe that no one should be denied therapy services secondary to lack of insurance coverage. Our clinic offers a discounted cash rate to those who do not have insurance coverage or elect to not use insurance benefits. Payment will be required at the time of service unless arrangements are made in advance. Please inquire about our current cash pay rate if it is applicable to your situation.

PAYMENTS: Therapedia, LLC accepts payment in the form of cash, checks, or credit card (VISA, MC, or Discover.  Any unpaid balances will be billed to you. A $30 NSF (non-sufficient funds) fee will be charged for any checks returned to our office because of insufficient funds. If we receive a returned check, we will notify the patient or responsible party immediately and request that a cash payment be brought to our office within 24 hours to replace the amount of the full amount of the check.

COLLECTIONS: If your account is more than 90 days past due, without an established payment plan on file, we will begin immediate collection actions. Your account will be assessed a 35% late fee. If you do not pay your bill following our internal collection efforts, your account will be sent to an outside collection agency. If your account is sent to a collection agency, you will need to contact them directly to settle your balances.

AUTHORIZATION FOR TREATMENT: (MUST INITIAL)

______	I authorize treatment of the patient named below and agree to pay all fees and charges for such treatment. Charges shown on statements are considered to be correct unless notification is received within 30 days of statement date. 

FINANCIAL AGREEMENT: (Initial One)
 
______	I elect to have Therapedia, LLC bill insurance for my child’s visits. I hereby authorize my insurance benefits to be paid directly to Therapedia, LLC and I am financially responsible for non-covered services.

OR: 
______ I will not be using insurance benefits and elect to pay for services at a discounted rate.


I have read and agree to the above information.

Patient name: _____________________________________________________________________________

___________________________________________________		________________________
Signature of Responsible Party (must be over 18 years old)			Date	
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POLICY STATEMENT

______		ILLNESS
 initial
If your child is ill, please cancel your appointment.  Your child will not receive the full benefit of the therapy session if they are too ill to fully participate.  Additionally, they may infect other children.  Your child should be free of symptoms, contagion, fever or vomiting for 24 hours before returning to therapy.  We are committed to ensuring a healthy environment for all our families.

______		BAD WEATHER
 initial
In the event of severe weather, we will follow the Keller ISD Weather Cancellation Policy only, not the school calendar. Please watch your local news stations for this information.

______		TREATMENT SESSIONS
 initial
Each session will include communication with your therapist regarding your child’s progress or your concerns, direct one-on-one therapy with the therapist, and instruction for home activities.  It is very important that the parent or guardian be present.  Children may not be dropped off and picked up for therapy sessions. Your child may be dismissed during the last 5 minutes of the session in order for the therapist to have the opportunity to document progress toward goals and to plan for the next visit.

______		SUPERVISION OF CHILDREN
 initial
Whenever possible, it is best for siblings and friends to remain at home.  As parents, we understand that this is not always possible.  If you must bring other children with you, please supervise them closely.  It is not safe for them to play on the therapy equipment or to be left unattended in the lobby.  Our staff have many duties and will not have their direct attention on the supervision of your other children.  Thank you for assisting us in this matter.

______	ATTENDANCE  
 initial		
Cancellations: Prior notice is necessary. Please provide at least 24 hour notice, and notice by 7:30am is the minimum. Please call 817-562-3111 as soon as possible, leave a message and provide a reason for the cancellation. If your child misses or cancels 3 scheduled therapy appointments without advanced notice, your child’s therapy may be discontinued. An appointment that is rescheduled and attended does NOT count as a cancellation.

Missed appointments: A fee of $25 will be charged to you for any appointments that are missed without cancellation, including appointments for evaluations.

Vacations: We appreciate a 2 week notice of vacation plans. Families who are planning to be absent for more than 2 weeks will be removed from the schedule and placed on their therapist’s waiting list.

Late arrivals: If you will be more than 10 minutes late for an appointment, please call to verify that your therapist can still see you. If you are 15 or more minutes late for an appointment, your appointment may be cancelled and considered as a missed appointment. A consistent pattern of late arrivals may result in a discontinuation of services.

Patient Name:________________________
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Exceptional therapy for children.
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