




• I hereby allow Universal Physical Therapy to provide care for myself / minor child.  Appropriate care 
including but not limited to use of tape, modalities, hands on skill and exercise. 

• Our billing company is RevFlow.  You will receive bills from them on our behalf.  Questions on billing 
can be answered by them or here at the clinic. 

• We require you to pay your copayment at the time of service unless other arrangements have been 
made. 

• If your insurance has changed or is expected to change while you are having care at Universal Physical 
Therapy,  you must provide us with that information immediately to avoid a lapse in authorization of 
physical therapy coverage.  If this occurs, your insurance company may not pay for services and you 
WILL BE responsible for the unpaid balance. 

• If your care is being billed to a worker’s compensation carrier and your claim is denied, you will be 
responsible for payment of the bill at that time.  We will make all attempts to bill your health insurance.  
You will be responsible for the bill once it is denied. 

• If you were involved in an accident which you are depending on a settlement to pay your medical bills,  
you will need to provide us with an alternate form of payment.  Example: Credit card, personal health 
insurance, health savings or reimbursement account, etc.  We do not bill car insurance, lawyers or wait 
for settlements to be reached for bill to be covered. 

• In the case of a minor, the parent or guardian who signs below is responsible for any outstanding 
balance. 

• Cancellations or no shows without 24 hours’ notice will be charged a fee of $50.  This fee will be 
directly charged to you, not your insurance company. 

• Also, by signing below, you are authorizing insurance payment to be made directly to Universal 
Physical Therapy.  If you should receive an insurance check for services rendered by Universal 
Physical Therapy, we ask that you mail or bring in the payment as soon as possible.  Thank you for 
your cooperation. 

Patient’s Signature_____________________________________Driver’s License_______________ 

Parent or Guardian_____________________________________Driver’s License_______________ 
     (If under 18 years of age) 
Date: __________________ 

Authorization for release of medical information 

I authorize, ___________________________ to release all requested medical information not limited to notes, 
office and operative reports, x-rays / results, scans, lab results, etc. to Universal Physical Therapy, so that they 
can provide me with the best care possible.  This authorization will expire one year from now. 

Print Name:__________________________________________Date of Birth:_____/_____/_____ 

Signature:___________________________________________Date:_______________________ 
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