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     ACTIVE KARE PHYSICAL THERAPY, LLC 

Financial Agreement 

Dear Patient: 

Thank you for choosing Active Kare Physical Therapy as your provider.  

The following is our Financial Policy, which will help you with your concerns regarding our billing and 

payment procedures. Payment for services is due at the time service is rendered. We accept [cash, checks, 

money orders, debit cards, Mastercard, Visa, American Express, and Discover.] We will submit an insurance 

claim on your behalf. If your carrier is not contracted with our practice, we will courtesy bill them with the 

understanding that whatever the insurance does not pay; the balance is then your responsibility to pay within 

thirty (30) days of your first billing statement. APPLICABLE CO-PAYS WILL BE COLLECTED AT 

THE TIME OF SERVICE. 

You are responsible for knowing your insurance/auto/ workman’s compensation benefits. If you are 

an HMO member, you are responsible for KNOWING your PCP and/or carrier. Patients are 

responsible for deductible balances, co-insurance, and charges for non-covered services at the time of 

service.  

Please have all insurance cards and a photo ID available for verification at all times. Any changes of 

insurance, address, phone number or emergency contact information should be reported immediately.  

Remember that insurance authorizations/referrals for services do NOT guarantee payment. If your 
insurance does not pay in full within 60 days, we ask that you contact them as charges will then be 
transferred to you. We require you to pay the balance due even though your insurance carrier may 
eventually process your claim. A refund will then be mailed to you. If more than one statement needs 
to be sent to you for a balance due; there will be a $5 fee per each additional statement until balance is paid in 
full. After 3 statements have been sent to you, your account will be sent to collections. If your account is sent 
to collections, you will be discharged from the practice and will need to find a new provider. Payment plans 
are available if your balance is over $100.00. There is also a $30.00 fee for any returned checks.  

 

____________________________________ 

Printed name of patient/responsible party 

 

____________________________________                       _____________________________ 

Signature of patient/ responsible party                                      Date 
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Sterling Heights, MI 480314 
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