
Patient, Parent or Legal Guardian Initials: __________________ Date: ___________ 

BETH INGRAM THERAPY SERVICES FINANCIAL POLICY 

 

 

Patient Name: ___________________________   Date: ______________ 

Thank you for choosing Beth Ingram Therapy Services to provide you with your therapy needs.  
We are pleased to participate in your care and look forward to providing you with world class 
therapy services.  As part of this relationship, we wish to establish expectations of your financial 
responsibility as outlined in our Financial Policy.  Your medical insurance is a contract between 
you and your insurance company. We can help with providing information related to outpatient 
therapy services but you are primarily responsible for all charges that are incurred as a patient 
with Beth Ingram Therapy Services.  Please review this information and sign prior to your initial 
visit with our office. 

Payment Responsibility  I understand as a recipient of medical care I am responsible for all 
charges regardless of my circumstances for reimbursement.  I understand it is my responsibility 
to be aware of the requirements and limitations of my own insurance plan benefits.  I understand 
there is a fee charged for all visits, examinations, treatments, and medical reports.  Co-pays 
and/or co-insurance are due at the time of service.  I agree to provide Beth Ingram Therapy 
Services with complete and accurate information, including but not limited to; picture 
identification, current insurance card, a referral or authorization for visits or procedures if required.  
We are required to update this information on an annual basis, at minimum.  I agree to pay for 
any service, supply, or visit that my therapist deems necessary if not paid by my insurance.  
During the course of treatment if my or my child’s insurance or benefits become inactive 
or discontinued for any reason, I agree to continue services for myself or my child at the 
agreed upon self pay rate. 

Insurance Verification: As a courtesy to our patients, we complete an investigation of benefits 
for therapy services. It is the patient’s responsibility to verify coverage, understand their particular 
insurance benefits and ensure that payment is made. In the information attached we are 
ESTIMATING the amount you will need to pay for therapy services. Insurance verification is not a 
guarantee of payment and we encourage you to contact your insurance company to better 
understand your benefit for therapy services. If payment is for any reason denied you will be 
responsible for the amount your insurance company deems is patient responsibility.  

Non-Covered Services: Insurance does not pay for all of your healthcare costs; some items and 
services are considered “non-covered benefits” under your health insurance plan and as such, 
your insurance will not pay for these services.  Should you choose to receive these services; you 
will be personally responsible for the payment of such services. Once a determination has been 
made that the therapy services recommended are “non-covered benefits” under your plan, you 
may be eligible to participate in our Self-Pay plan and receive a discount on services.   

Self-Pay   In order to make our services accessible for people not covered by insurance, those 
who have an insurance policy with no out of network benefits, those whose insurance does not 
cover therapy services, or those whose insurance benefits have been exhausted for the year, we 
offer a self-pay plan.  Charges are reduced by 20% for evaluations and an average of 40% per 
therapy visit (varies based on type of therapy required).  Payment in full is due at the time of 
service unless an election is made to participate in one of the company’s automated payment 
programs for recurring bank or credit card transactions.  If a self-pay patient fails to make more 
than two (2) consecutive scheduled payments then the Self-Pay Plan will be forfeited and the 
patient will be obligated to pay the full standard rate for services rendered. 

 



Patient, Parent or Legal Guardian Initials: __________________ Date: ___________ 

Missed Appointment Policy  I understand the outcome of treatment depends highly on keeping 
scheduled appointments that are reserved.  Beth Ingram Therapy Services reserves the right to 
charge $25.00 for missed appointments or cancellations without a 24-hour advance notice.  If 
three scheduled appointments are missed my chart may be administratively closed and future 
sessions discontinued.  Should this become necessary I will receive written notification as well as 
my referring physician, and insurance company (if required).    

Returned Checks  There is a $25.00 charge for any returned check in addition to the original 
amount of the check.  This must be paid by cash, certified funds, or credit card prior to any 
additional visits. 

Delinquent Accounts  If an account becomes delinquent and is turned over to collections, a 
one-time flat fee of 25.00 will be charged to the patient account. 

Statement of Confidentiality  I authorize the release of necessary medical information to Beth 
Ingram Therapy Services for the purpose of processing this or any related insurance claims.  I 
also give Beth Ingram Therapy Services the authority to make available any requested 
documents contained in my file to myself and/or other health care providers involved in the 
treatment of my condition. 

Assignment of Benefits  I request that payment of authorized insurance benefits, including 
Medicare, if I am a Medicare beneficiary, be made on my behalf to Beth Ingram Therapy Services 
for any services provided to me. 

Acknowledgement  I understand that as part of my care, Beth Ingram Therapy Services will 
originate and maintain paper and/or electronic records describing my health history, symptoms, 
evaluation and test results, diagnosis, treatment, and any plans for future care or treatment. 

By signing this document, I also acknowledge that I have received and understand a copy of the 
organization’s Notice of Privacy Practices.  This acknowledgment is required by the Health 
Insurance Portability and Accountability Act (HIPAA) to ensure that I have been made aware of 
my privacy rights and privileges. 

*I have read the financial policy and agree to its terms.  All questions have been answered 
prior to my signing this policy. 
 
 
___________________________________________                _________________ 
Patient/Guarantor Signature                         Date 

 


