Greene Rehab Services
FEE SCHEDULE AND TREATMENT AUTHORIZATION
PATIENT NAME:                                                                                      

 FACILITY:   VOFC   ______



SERVICES PROVIDED _____OT _____PT _____ST                       NPOFC______

              I.


   ASSIGNMENT OF MEDICARE PAYMENTS 

Patient’s certification, authorization to release information, and payment request:  I certify that the information given by me 
in applying for payment under Title XVIII of the Social Security Act Security Administration and/or the Medicare program 
or its intermediaries or carriers or to the Professional Standards Review Organizations any information needed for this or a 
related Medicare claim.  I request that payment of authorized benefits be made on my behalf.  I understand that I, as the 
patient or responsible party, am responsible for the 20% co-insurance not covered by Medicare, including any cost incurred 


to collect that balance.
              II.                      

  




 NOTICE OF MEDICARE NON-COVERAGE
Based on Medicare review, it has been determined that the services needed by captioned patient:  DO NOT meet the criteria 
for coverage under the Medicare program for therapy.  In accordance with Medicare regulations, no claim will be submitted 
for payment of these non-covered services.  Therefore, you are hereby notified that payment for services provided on or 
after_____shall be the responsibility of the patient and/or responsible party.  I understand that I, as the patient or responsible 
party, a, responsible for full payment of rehabilitation services provided by Greene Rehab Services, including any cost 
incurred to collect the balance. 
If requested, we will bill your secondary insurance company directly.  If the portion of the bill due to be paid by them is not 
met within 30 days of submission, we will require payment of this amount by the patient and/or party responsible for the 
account.​​​​​​​​​​​​​​​​
              ____________________________________________________________________________________

  _____ III.  



FEE SCHEDULE


A.___ Medicare Fee Schedule 

B.___ Other

You will be billed monthly for therapy charges.  The billed amount is due upon receipt.  An interest charge of 1.5% per 
month (18% annually) will be added to all balances over 25 days old.  As a courtesy to our patients, we will bill your 
insurance company.  If a portion of the bill due is not paid by them, we will require payment of this amount by the patient 
and/or party responsible for the account.

______
ATTORNEY’S FEE:  Should any action be taken to enforce this Agreement, the prevailing party shall be entitled to collect 
from the non-prevailing party all costs, expenses, and reasonable attorney’s fees and paralegal’s fees incurred in the 
enforcement of the Agreement, including any attorney’s fees and paralegal’s fees incurred in appellate proceedings. 

______
There is an additional quarter hour travel charge for each home visit.   

NOTE:  Anyone not calling to cancel an appointment at least ONE HOUR BEFORE APPOINTMENT TIME, will be 
charged a quarter hour.

_______    CHOICE OF LAW: The validity, interpretation, and enforcement of this contract is controlled by the laws of Florida.  The 
parties consent and agree that the sole, proper, and convenient venue for any preceding in court pertaining to this 
Agreement and the enforcement thereof shall be Sarasota County, Florida.  The parties waive any defense, whether asserted 
by motion or pleading, that Sarasota County, Florida is an inconvenient or improper venue.  The parties waive any right to a 
trial by jury.

___________________________________________________________________________________________________   IV


AGREEMENT AND AUTHORIZATION TO TREAT


The foregoing agreement is made in consideration of rehabilitation services performed by Greene Rehab Services, P.A., 
Venice, Florida, and I authorize them to provide the treatment required.
_____________________________


______________

Signature of patient or responsible party  



Date
(In agreement with all statements checked above)

___________________________________



___________________

Witness’ Signature





Date


