
 
Consent for Care and Treatment 

I, the undersigned, do hereby agree and give my consent for Mountain States Hand & PhysicalTherapy, Inc. (MSHPT) to furnish medical care 

and treatment to _____________________________(printed name) considered necessary in diagnosing or treating of his/her physical condition; 

whether in person and via Telehealth. 

 

Patient/Guardian/Responsible Party________________________________________________             Date_____________ 

      (Signature) 

 

Benefit Assignment/Release of Information 

I hereby assign all medical and /or surgical benefits to include major medical benefits to which I am entitled, including Medicare, Medicaid, private 

insurance, and third-party payers to Mountain States Hand & Physical Therapy, Inc. I hereby authorize said assignee to release all information 

necessary, including medical records, to secure payment.  Photo copies of this assignment are to be considered as valid as the original. 

 

Yes, release information to insurance/physician _______________________________________            Date_____________ 

       (Signature) 

 

No, do not release any medical information___________________________________________           Date_____________ 

        (Signature) 

 

Financial Policy Statement 

We require that arrangements for payment of your estimated share (co-pay) be made on the date of service. We bill your insurance carrier: if your 

carrier does not remit payment within 60 days, the balance will be due in full from you.  In the event that your insurance carrier requests a refund of 

payment made, you will be responsible for the amount of money refunded.  In the event your company establishes an internal usual and customary 

fee schedule, you will be responsible for the difference remaining.  If any payment is made directly to you for services billed by us, you recognize an 

obligation to promptly submit the same to Mountain States Hand & Physical Therapy, Inc. 

 

The above may not apply for those patients that are considered Workman’s Compensation or who have benefits with a balance billing contract, such 

as an HMO.  However, be advised if you claim Workman’s Compensation benefit and are subsequently denied such benefits, you may be held 

responsible for the total amount of charges for services rendered to you. 

 

Mountain States Hand & Physical Therapy, Inc. does not accept responsibility for any incorrect information given by your insurance carrier 

regarding your co-pay/co-insurance benefits or benefit plan. 

 

________ I am choosing to self-pay for my treatment and I understand that payment is due at the time of service OR 

(Initials) 

Please Bill my Insurance Carrier: ____________________________________________          Date_____________ 

        (Signature) 

 

When paying by check, if it is dishonored or returned, you authorize Mountain States Hand & Physical Therapy, Inc. to debit your account for the 

amount of the check plus a processing fee of up to the state maximum legal limit, plus any applicable sales taxes.  You may contact your bank to see 

the fee schedule.  

I understand and agree that if I fail to make any of the payments for which I am responsible in a timely manner, I will be responsible for all costs of 

collecting monies owed, including court costs, collection agency fees, and attorney fees. 

 

 

Patient/Guardian/Responsible Party_______________________________________________             Date_____________ 

       (Signature) 

 

Clinic Representative/Witness ____________________________________________________             Date_____________ 

 


