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Financial and Office Policies 
 
Patient Name: __________________________________       DOB: ________________________ 
 
Payment Policy: 
I understand payment is expected at the time services are rendered. Payment includes copayment, coinsurance, 
and/or deductible. For a convenience, Therapy Unlimited accepts cash, check, Visa, Mastercard, Discover, and AmEx 
as a form of payment.  

____________ 
(Initials) 

Insurance Policy:  
I understand that Therapy Unlimited is a provider of service that accepts insurance. To submit claims to the insurance 
companies, Therapy Unlimited requires the insurance card in advance of the first appointment. This can be a digital 
scan of your insurance card or a carbon copy of the card. Then, Therapy Unlimited can bill the insurance company. 
Any deductible, coinsurance or non-covered services will be the responsibility of the client/caregiver of the client 
receiving services. This includes any non-payment of fees by the insurance company for any reason, regardless of 
the Explanation of Benefits (EOB). 
 
I understand that it is my responsibility to notify the staff of Therapy Unlimited immediately of any insurance changes. 
In the event I have not made the provider aware of the change prior to the time of services, I understand that I am 
responsible for the services provided.  
 

____________ 
(Initials) 

Referrals and Authorizations: 
I understand that if a referral is required by the insurance carrier, I will be asked to obtain the referral prior to the 
scheduled appointment. If no referral exists on file or the referral has not been received, the appointment may be 
cancelled. Therapy Unlimited will obtain authorization for the evaluation and/or treatment prior to scheduling the 
appointment when applicable. I understand, Therapy Unlimited suggests that I contact the insurance carrier to verify 
coverage, benefits and preauthorization requirements prior to having any services performed. Claims are paid based 
on medical necessity. Please be aware authorizations and referrals are not guarantee of payment.  

___________ 
(Initials) 

 
Non-Covered Service Policy: 
Certain services performed by Therapy Unlimted are NOT COVERED by insurance plans. I understand that it is 
suggested that I contact my insurance carrier to verify coverage and benefits. I also understand any non-covered 
services will be my financial responsibility and payment will be required prior to the scheduled appointment. 
 

____________ 
(Initials) 

Delinquent Accounts Policy: 
I understand, delinquent accounts may be reported to a collection agency following normal collection procedures. If 
an account is reported to a collection agency a collection fee of 25% will be added to any outstanding balance. If a 
balance is over 61 days late, a 1.5% monthly interest fee will be added to the outstanding balance. Please inform the 
billing staff if payment will be late in arriving or if payment arrangements are needed. 
 

____________ 

 



	
 

(Initials) 
Late Arrivals: 
In order for clinicians of Therapy Unlimited to see patients in a timely manner, I understand arriving promptly for the 
scheduled appointment is required. I also understand that I am charged the full amount for the scheduled session, 
regardless of my arrival time. For example, if my appointment is schedule between 4:00pm and 4:30pm and I arrive at 
4:18pm, I receive 12 mintues of therapy. Tardiness affects your patient care as well as those patients that have a 
scheduled time after you. 
 
I also understand that sometimes certain situations and emergencies can occur and cause the clinician to be tardy. I 
understand that if the clinician is tardy, I will receive my entire session. 

 
____________ 

(Initials) 
Medical Records: 
Should I request a copy of my medical records, I understand that it may take the business office 7-10 business days 
for completion. I also understand that one copy will be provided to me. Additional copes may be provided at an 
expense and will need to be discussed with the administration.  

____________ 
(Initials) 

Forms Policy: 
I understand that if I am requesting Therapy Unlimited to complete forms for disability, work status, FMLA, divorce 
decrees, guardianship, etc., there may be a charge of $25.00 per form. Payment of this charge is expected at the time 
of completion.  

____________ 
(Initials) 

 
 
 
Appointment Cancellations/No Shows/Reschedules: 
I understand there is a $60.00 charge for cancellations, reschedules or non-attendance (no show) for any 
appointment without giving 24 hour notice. Therapy Unlimited understands that unusual circumstances may arise 
and fees may be waived at the discretion of the administration. No more than 3 cancellations, with less than 24 hours 
notice and without reschedule, will result in discontinuation of services.  

____________ 
(Initials) 

Returned Checks: 
Therapy Unlimited charges a $25.00 fee for all account closed, stop payment or insufficient fund returned checks. 

 
____________ 

(Initials) 
 
__________________________________Date _________________ 
(Patient/Guarantor Printed Name) 
 
__________________________________Date _________________ 
(Parient/Guarantor Signature) 
 
Reviewed by: __________________________________Date __________________ 
(Staff Member Initials) 
 
 


