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PHYSICAL THERAPY

Dear Patients:

1. Per health care regulation provider are advised to collect the co-payments and deductibles for
each P.T. visits as per your insurance plan & coverage. Also it is Patient responsibility to know
about their policies and coverage.

2. Thisis to inform you of the "No-Show" policy in our office instituted for fairness to all of our
Patients and physicians. If you miss a scheduled appointment or do not Cancel 6 hours before
your appointment time (what we call a "NO SHOW"), you will be charged a fee of $25.00. This
will be charged directly to you, not your insurance company.

l, , understand that | am responsible for all charges not covered by my

insurance.

Patient Signature

Date:

Locations
18200 E.Ten Mile Road, Suite 200, Eastpointe M| 48021
Tel: 586-771-7500 Fax: 586-486-1700



