














» ALANTE PHYSICAL THERAPY & WELLNESS

STATEMENT OF FINANCIAL RESPONSIBILITY, CONSENT TO TREAT, AND AUTHORIZATION TO RELEASE INFORMATION

Patient Name: Date:

Alante Physical Therapy & Wellness appreciates the confidence you have shown in choosing us to provide for your rehabilitative
needs. The service you have elected to participate in implies a financial responsibility on your part. This responsibility obligates you
to ensure payment in full of your fees. As a courtesy, we will verify your coverage and bill your insurance carrier on your behalf.
However, you are ultimately responsible for the payment of the bill.

Notification of Patient Responsibility for Co-Payments/Co-insurance % and Deductibles

Your insurance company requires Alante Physical Therapy & Wellness to collect your co-payment amount from you at the time of
service. If we do not collect this amount, we could be in violation of our contract with your insurance company and risk being denied
reimbursement for your treatment. Many insurance companies have additional stipulations that may affect your coverage. You are
responsible for any amount not covered by your insurer. | understand today’s charge is ESTIMATED coverage information provided
as a courtesy to our patients, but it is not intended to release them from total responsibility of their account balance. The estimation
is based on a negotiated contract and any remaining balance due will be billed to you after additional information is received from
your insurance company. Furthermore, we have an obligation to collect any co-insurance % or unmet deductible amounts from you
that are determined to be your responsibility. Lymphedema bandaging supplies are generally not covered by insurance and will be
billed to you when they are supplied.

If your insurance carrier denies any part of your claim, or if you and your physician elect to continue therapy past your approved
period, you will be responsible for your account balance in full. You will receive statements from us during and after your treatment
for any outstanding amounts your insurance company indicates will be your financial responsibility. These statements will also
include the amount billed to your insurance company and the payments received from both you and your insurance company. If
your account is not paid in full and is referred to a collection agency, any fees incurred in collecting on your unpaid balance will be
your responsibility. For your convenience we accept cash, checks, and most major credit cards. Payment is expected by payment due
date on your Monthly Patient Statement. Payments can be made at the clinic or mailed to the address on your statement.

I have read the above policy regarding my financial responsibility to Alante Physical Therapy & Wellness for providing rehabilitative
services to the above-named patient or myself. | certify that the information provided is, to the best of my knowledge, true and
accurate. | authorize my insurer to pay any benefits directly to Alante Physical Therapy & Wellness. | agree to pay Alante Physical
Therapy & Wellness the full and entire amount of all bills incurred by me or the above-named patient, if applicable, any amount due
after payment has been made by insurance carrier.

Signature: (relationship to patient ) Date:

You agree that in order for us to collect any amounts you may owe, we may contact you by any telephone number associated with
your account, including wireless telephone numbers which could result in charges to you. We may also contact you by sending text
messages, emails or by using any email address you provide to us. Methods of contact may include using pre-recorded/artificial
voice messages and use of automatic dialing devices as applicable.

I/We have read this disclosure and agree that Provider and/or representative may contact me/us as described above.

Signature: (relationship to patient ) Date:

Notification of Authorization to Consent to Treatment

I am aware of my diagnosis and voluntarily consent to have Alante Physical Therapy & Wellness, through its appropriate personnel,
provide evaluation and/or treatment as prescribed by my physician and/or recommended by my therapist. | understand the
practice of physical therapy is not an exact science, and | acknowledge that no guarantees have been given to me regarding the
successful completion or the results of the treatment provided. | understand that the treatment | receive from Alante Physical
Therapy & Wellness is limited to Physical Therapy or Massage Therapy and | shall seek treatment from other medical professionals
for all other issues | may experience. | understand that | have the right to ask questions at any time during the course of my care.

Signature: (relationship to patient ) Date:




» ALANTE PHYSICAL THERAPY & WELLNESS

Notification of Authorization to Release Information
| further authorize Alante Physical Therapy & Wellness to release to appropriate agencies, any information acquired in the course of
my or the above-named patient’s examination and treatment necessary to secure payment for services provided.

Signature: (relationship to patient ) Date:

Billing Disclosures to Individuals Involved in Patient’s Care
There may be times when it is necessary for an individual directly involved in your care to call the facility to inquire about your
personal health information or billing information. Please complete this section.

| authorize Alante Physical Therapy & Wellness to disclose my health information that is directly related to my current
treatment at Alante Physical Therapy & Wellness to the individual(s) listed below for purposes of their role in my treatment or
payment for the health services that | have received. Such persons involved in your care may include: spouse, children, blood
relatives, roommates, boyfriends/girlfriends, domestic partners, neighbors, friends and colleagues.

Name Relationship

| DO NOT wish to have my health information disclosed to individuals involved in my care

Name Relationship

Signature: (relationship to patient ) Date:

NO CALL / NO SHOW POLICY

We ask that you please give us the courtesy of a 24-hour notice to cancel your appointment.
If your appointment is on a Monday please notify us by the previous Friday.
If your appointment follows a holiday on which we are closed please notify us by the previous workday.

Charge for No Show/Cancellations made less than 24 hours as detailed above: $75
**This fee is not billable to insurance**

We require a valid credit card to be kept on file that will ONLY be charged if the agreed upon policy is not adhered to. A
receipt can be emailed to you through your provided email on request.

You will not be charged the S75 fee if we are able to fill your appointment time. To avoid a possible charge and give other
patients the opportunity to be seen, please let us know as soon as possible if you cannot make your appointment. After three
cancelled or no show appointments, you will automatically be taken off our schedule and will need to reach out to us to

reschedule any further appointments.

| have read and understand the Alante Physical Therapy & Wellness Cancellation/No Show Policy.

Signature: (relationship to patient ) Date:




» ALANTE PHYSICAL THERAPY & WELLNESS

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
My signature below indicates that | have been given Notice of Privacy Practices for Alante Physical Therapy &
Wellness. | acknowledge that the Notice of Privacy Practices is posted at the location in which | am receiving
treatment and that | have read and understand the notice. | further acknowledge that | have the right to request a
copy of the notice and one will be provided to me. | recognize that outside of purposes for treatment, payment,
certain healthcare operations or as permitted or required by law | must give my written authorization to Alante
Physical Therapy & Wellness to release any of my protected healthcare information.

Patient or Authorized Representative’s Printed Name & Date

Patient or Authorized Representative’s Signed Name & Date



b ALANTE PHYSICAL THERAPY & WELLNESS

MEDICAL RECORDS BILLING NOTICE

All medical record charges will be as stated:

Only the Primary Referring Physician will receive Medical Records free of charge.
All other Physician’s offices and personal requests will be as foliows:

e Printed pages - will be $1.25 per page up to 20 pages and $.50 per page
after the 20 page.
e Electronic pages- will be $25 for up to 500 pages or less and $50 for more
than 500 pages.
¢ All Requests will have a $5.00 Processing Fee per case and a 3% Debit/
Credit Card Fee
These record requests will be the patient’s responsibility. Insurance will not be
billed for medical record charges. You may pay by Cash, Check, Credit Card or
Debit Card with the 3% Fee. You may pay over the phone using a credit card.
Records will be released as soon as payment is received.

Best Regards,

The Alante Physical Therapy & Wellness Team



> ALANTF PHYSICAL THERAPY & WELLNESS

HEALTH INFORMATION
PRIVACY NOTICE

This Notice Describes How Medical Information
About You May Be Used and Disclosed and How
You Can Get Access to This Information.
Please Review This Document Carefully.

1. About Protected Health I~formation (PHI).

In this Notice, “we”, “our” or “us” means this FACILITY and our
workforce of employees, contractors and volunteers. “you” and “your”
refers to each of our patients who are entitled to a copy of this Notice.

We are required by federal and state law to protect the privacy of your
health information. For example, federal health information privacy
regulations require us to protect information about you in the manner
that we describe here in this Notice. Certain types of health information
may specifically identity you. Because we must protect this health
information we call this Protected Health Information---or “PHI”. In this
Notice, we tell you about:

e How we use your PHI
When we may disclose your PHI to others
Your privacy rights and how to use them
Our privacy duties
Who to contact for more information or a complaint

2. ‘Some of the *~ys we use (within the organization) or disclose (outside
of the organization) yov Protec*~~ He¢ - "~“¢~~~tion

We will use your PHI to treat you. We will use your PHI and ¢ :lose it
to get paid for your care and related services. We use or disclose your
PHI for certain activities that we call “health care operations”. We will
also use or disclose your PHI as required or permitted by law. We will
give you examples of each of these to help explain them but space
does not permit a complete list of all uses or disclosures. This is one
reason why you can contact us and ask us questions.
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Cont. 2. Uses and Disclc 1

-I-Lenh—n l\ﬂ

We use and disclose your PHI in the course of your treatment. For
instance, once we have completed your evaluation or re-evaluation
we send a copy or summary of our report to your referring
physician. We also maintain records detailing the care and services
you receive at our facility so that we can be accurate and consistent
in carrying out that care in an optimal manner; that record also
assists us in meeting certain legal requirements. These records
maybe used and/or disclosed by members of our workforce to

assu tl ' proper and optical care is rendered.

Payment

After we treat you we will, typically, bill a third party for services you
received. We will collect the treatment information and enter the
data into our computer and then process a claim either on paper or
electronically. The claim form will detail your health problem, what
treatments you received and it will include other information such
as your social security number, your insurance policy number and
other identifying pieces of information. The third party payor may
also ask to see the records of your care to make certain that the
services were medically necessary. When we use and disclose
your information in this way is helps us to get paid for your care and
treatment.

§ tk ©~-~ QOperatir~~

We aiso use and disclose your PHI in our health care operations.
For example our therapists meet periodically to study clinical
records to monitor the quality of care at our facility. Your records
and PHI could be used in these quality assessments. Sometimes
we participate in student internship programs and we use the PHI
of real patients to test them on their skills and knowledge. Other
operational used may involve business plannir =~ and compliance
monitoring or even tt  investigation and resolution of a complaint.

Spe~~' Uses

We also use or disclose your PHI for purposes that involve your
relationship to us as a patient. We may use or disclose your PHI to:
i. Remind you of appointments
ii. Carry out foliow ups on home programs that you have been
taught
iii. Advise you of new or updated services or home supplies
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3.

Inthe 1ations noted abor we have the right to use and disclose your
PHL1 on tuations, however, we must ask for, and you must agree to
give, a written authorization that has specific instructions and limits on our
use or disclosure of your PHI. If you change your mind, at a later date, you
may revoke your authorization.

4. Your Privacy FF*--*- -—- How to Exercise Them

You have specific rights under our federally required privacy program.
E :h of them is summariz 1 below:
e Your Right to P~quest Limited Use or Disclosure

You have the ngnt to request that we do not use or disclose your
PHI in a particular way. However, we are not required to abide by
your request. If we do agree to your request we must abide by the
agreement; we have the right to ask for that request to be in writing
and we will exercise that right

YOu have the right 1o recelve contidential communications from us
at a location or phone number that you specify. We have the right
to ask for that request to be in writing noting the other address or
phone number and confirmation that it should not interfere with your
method of payment; we will exercise the right to have your request
in writing

e Your Ri~h*+~ Ingr~at and Copy
You have the right to inspect and copy your PHI. Should we ¢ line
we must provide you with a resource person to assist you in the
review of our refusal decision. We must respond to your request
within thirty (30) days, we may charge reasonable fees for copying
and labor time related to copying and we may require an
appointment for record inspection; we have the right to ask for your
request in writing and will exercise that right.

¢ Your Right to Revoke Your Authorization
If you have granted us an authorization to use or disclose your PHI
you may revoke at any time it in writing. Please understand that we
relied on the authority of your authorization prior to the revocation
and used or disclosed your PHI within its scope

¢ Your Right to Amend Your PHI
You have a right to request an amendment of your record. We have
the right to ask for the request in writing and we will exercise that
write. We may deny that request if the record is accurate and/or if
the record was not created by this facility. If we accept the
amendment we must notify you and make effort to notify others
who have the original record
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nt. 4

Your Right to Know Who Else Sees your PHI

You have the right to request an accounting of certain disclosures that we have made
over the past six years; however, you may not ask for disclosures that occurred prior to
March 5, 2018. We do not have to account for all disclosures, including those made
directly to you, those involving treatment, payment, health care operations, those to

tl  Family/friend involved with your care and those involving national security. You
have the right to request the accounting annually, we have the right to ask for the
reqguest in writing and to charge for any accounting requests that occur more than once
per year. We must advise you of any charge and you have the right to withdraw your
request or to pay to proceed.

Your ™*~ht to Conmr—'~in

You have the right to complain if you feel your privacy rights have been violated. You
may complain directly to us or to the Secretary of Health and Human Services. We will
not retaliate i iinst you if you file a complaint about us. To file a complaint with us
please contact the person identified below in this Notice. Your complaint should
provide a reasonable amount of specific detail to enable us to investigate your concern.

€nmn ~f0-- Pivacy Obligations and '~ '*'~ P~-f~-~ Them

We are required to comply with the federal health information privacy regulations.
Those rules require us to protect your PHI. Those rules also require us to give you
Notice of our Privacy Practices. This document is our Notice. If you did not get a paper
copy of this Notice, you may request one. We will abide by the privacy practices set
forth in this Notice. However, we reserve tI  right to change this Notice and our Privacy
Practices when permitted or required by law.

If we change our Notice of Privacy Practices, we will provide our revised Notice to you
when you next seek treatment from us.

If you have questions about this Notice or if you have a complaint or concern,
please contact:

Nan Mollie Fick or Kate Obermitier

Address: 5123 North Loop 1604 W, Ste 100
San Antonio, TX 78249

Phone: (210) 598-1268

Effective Date: This notice takes effect on March 5, 2018.
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