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Ark Physical Therapy Insurance Intake Form


· Patients First Name:

· Patient Last Name:

· Date of Birth:  

· Cell Phone:

· Email Address:


· Primary Insurance Company: 

· Member ID / Policy #:

· Group Number: 

· Client Relationship to Insured:

· Insured Name:

· Insured Date of Birth: 

· Insured Phone #:


· Patient Financial Responsibility Form:
Agreement: ARK Physical Therapy would like to be as transparent as possible in regard to fees for services and responsibilities. Because we recognize the need for a clear understanding between patient and medical provider regarding financial arrangements for healthcare, the following information is provided to avoid any misunderstanding concerning protected health information and payment for professional services.  (This does not pertain to me as I choose not to involve my insurance)


· Insurance Patient Financial Responsibility Form — Consents
As a courtesy we bill your insurance carrier. However, it must be understood that the contract is between you and your insurance carrier and you are fully responsible for any amount that they do not pay.  (This does not pertain to me as I choose not to involve my insurance)


· Insurance Payment Agreement:
I understand that I am financially responsible for my health insurance deductible, coinsurance, or non-covered service. Copayments are due at time of service. In the event that my health plan determines a service to be “not payable”, I will be responsible for the complete charge and agree to pay the costs of all services provided. (This does not pertain to me as I choose not to involve my insurance)

· Insurance Authorization for Assignment of Benefits:
I hereby authorize and direct payment of my medical benefits to ARK Physical Therapy on my behalf for any services furnished to me by the providers.

· Authorization to Release Records:
financially responsible for my medical care, all information, including diagnosis and the records of any treatment or examination rendered to me needed to substantiate payment for such medical services as well as information required for pre-certification, authorization or referral to other medical provider

· I Agree to the Following:
I HAVE READ AND UNDERSTAND THESE POLICIES AND MY RESPONSIBILITY CONCERNING THE PAYMENT OF THESE SERVICES.


Patient’s Signature:




If the patient is a MINOR, parent/ guardian's name and signature here:
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