Holmes Physical Therapy, LLC
FINANCIAL AGREEMENT

| understand and agree that | am totally responsible and liable for payment of all charges
assessed for professional services rendered. | understand that insurance claim forms will be
submitted to my insurance company as a matter of convenience, and | that | am primarily
responsible for all charges regardless of my existing medical coverage. In the event that my
insurance company forwards payment directly to me, instead of Karen Holmes Physical Therapy,
LLC, I will immediately deliver such payment directly to Karen Holmes Physical Therapy. LLC. |
understand and agree that if it becomes necessary to commence legal action for the collection of
any outstanding charges on my account, | will be responsible for any costs and or court fees, in
addition to the outstanding balance. Returned checks and balances 30 days or over may be
subject to additional fees.

Please initial

| hereby give authorization for payment of insurance benefits to be made directly to Karen
Holmes Physical Therapy, LLC for services rendered. | understand that | am financially
responsible for all charges not paid by my insurance company. In the event of default, | agree to
pay all costs of collection and reasonable attorney’s fees. | hereby authorize the health care
provider to release all information necessary to secure the payment of benefits. | further agree
that a photocopy of the agreement is as valid as the original.

Date / /
Signature (Parent or guardian signature if patient is a minor)

Attendance Policy
| have read and understand the attendance policy, and have been given a copy.
Please initial

Insurance policy
Patients that carry health care insurance should remember that some policies require a co-
payment for each visit. Consequently it is your responsibility as defined by your policy to make
these co-payments. Other plans have deductibles which you are responsible for.
| understand and agree that | am solely responsible for all co-payments, deductibles, and charges
incurred which are not covered under my health care plan. | also authorize the release of any
medical information necessary to process this claim.
| understand that all insurance plans are different and that | am responsible for knowledge of my
insurance coverage. Please initial

Authorization for treatment-informed consent
| hereby consent to and authorize these treatments, which in conjunction with the judgment of the
referring physician may be considered necessary or advisable for the diagnosis or treatment of
the above named patient. | understand | have the option to refuse any or all of the treatment
recommended by the physical therapist. Please initial

Date / /
Signature (Parent or guardian signature if patient is a minor)

Patient Name (please print)




