[image: image1.png]XINid(Creek

Speech, Occupatio & Physical Therapy for Children




Financial Policy
Thank you for choosing Kids Creek therapy services. The information that follows explains our financial policy. If you have any questions regarding these policies, please see someone in management before signing. Please initial beside all items where indicated. 
As a courtesy to you, we will be glad to file for reimbursement directly from your insurance carrier for evaluations or therapy services. Please note that should your insurance company deny coverage, you will be responsible for all charges. If you do not have insurance coverage, please see our director to set up payment arrangements. 









________(initials)

We are currently in network providers with Blue Cross Blue Shield (PPO, POS, HMO) plans and Georgia Medicaid (primary and deeming waiver only).
Primary Insurance Processing 
When starting therapy, there is no guarantee how an insurance carrier will process therapy claims until one is submitted and an Explanation of Benefits (EOB) form/response has been received. This typically takes 2-4 weeks. 

________(initials)

Medicaid patients (or those considering Medicaid)

If Medicaid is your child’s primary or secondary insurance, as a courtesy we will file a prior authorization (PA) request for additional therapy units above the 8 allowed units (if applicable). Should a PA be denied or units exhausted and your primary insurance benefits have been exhausted, you will be responsible for any therapy sessions not covered by Medicaid or primary insurance. 









________(initials)
Please be aware that if you do not currently have Medicaid as a secondary insurance carrier and choose to apply for Medicaid, we do not retro-actively bill Medicaid for sessions. We will be glad to process your primary insurance and Medicaid as secondary on the date that you officially notify us of your child’s acceptance as a Medicaid patient. 










________(initials)

Please also be aware that it is our policy to only accept a certain percentage of Medicaid patients. We cannot guarantee that we will be able to continue to see a patient as a Medicaid patient, even though we currently treat them. Should our limits not allow us to serve your child as a Medicaid patient, you will have the option of continuing as a primary insurance and/or private pay patient or you may have to discontinue therapy. 










________(initials)

There are unfortunately occasions when a primary insurance company will retroactively request refund from us for sessions that they have paid. We have no way of predicting this occurrence and often times the request occurs 6-12 months after the insurance has paid Kid’s Creek. In this situation, these dates will be made patient responsibility. If the timeline has passed that is within guidelines for billing Medicaid, the amounts will be made patient responsibility. 










________(initials)
Co-payments and co-insurance amounts are due at time of service. 









________(initials)
When there is a deductible amount to meet, we ask that all non-Medicaid patients pay $100 toward each session visit. Please be aware that your insurance carrier may apply more toward a visit (in which case we would bill you the difference), or they may apply less toward a visit (in which case we would credit your account and/or issue you a reimbursement). We do collect full deductible amounts. 

Please be prepared to make these payments at EACH session. If you see more than one discipline in a single day, you will owe a deductible payment for EACH session. 










________(initials)
Therapy services are not covered by all insurance companies. However, since coverage varies widely from policy to policy, it is recommended that you review the benefits with your carrier to determine your coverage. As a courtesy we verify your insurance benefits, however, you are responsible for knowing your benefits and limitations of coverage. We also request that you make us aware of any prior authorizations that are required for your primary insurance carrier. 









________(initials)
Account Balance Policy 

In an effort to more effectively help parents manage payments, we are limiting account balances to $500. You will receive notice when your account is close to or at this level. The balance will need to be paid in full prior to your child’s next therapy session or services will be suspended and your child will potentially be put on a waiting list until the balance is paid. 









________(initials)
60-day limit for Primary Insurance Carriers (excluding Medicaid primary or secondary)
At Kid’s Creek we make every effort to follow up with claim submissions and submit additional information as requested by insurance carriers. Due to an increase in delays by insurance carriers in processing claims and additional information, ANY outstanding date of service over 60 days old (regardless of status) will be made patient responsibility. As a courtesy, we will apply our cash adjustment rate to those unpaid dates. (Normally that would reduce the sessions to $130/hour. Some exceptions may apply). You will receive a statement indicating any dates of service that apply to this policy. Payment will be expected no later than the 15th of the following month. Should your insurance carrier pay for these dates of service you will be reimbursed. 










________(initials)

Facility Fees:

· Please be aware that there is a $30 service fee for returned checks.

· There is an additional $5 travel fee for in-home or daycare visits. 

________(initials)

By signing this form, I hereby give my consent for Kid’s Creek Therapy, Inc. to use and disclose protected health information (PHI) about me to carry out treatment, payment, collections and healthcare operations. I have been given the opportunity to review the Notice of Privacy Practices prior to signing this consent. Kid’s Creek Therapy, Inc. reserves the right to revise its Notice of Privacy Practices at anytime. Should your account go into collections, you acknowledge that you will be responsible for all applicable attorney and court fees. 

This form has been fully explained to me and my signature certifies that I understand its contents and accept the terms.

My signature below indicates authorization for payment to be sent directly to Kid’s Creek, Inc. for any medical benefits payable for services rendered. I understand I am responsible for all charges not covered by my insurance plan(s). 

______________________________

___________________
Parent and/or Guardian Signature


Date

01/2015

