












I have been informed of my financial responsibility and agree to the terms and conditions as stated on this 
form.
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Past Due Accounts: If your account becomes past due, 
we may need to take necessary steps to collect this debt.  
This may include contacting the person listed as the 
Emergency Contact on your patient data sheet. If we have  
to refer your account to a collection agency, you agree to 
pay all of the collection costs which are incurred. If we refer  
your account to a collection agency, we will add a surcharge  
of 30% to your balance. If we have to refer collection of the  
balance to a lawyer, you agree to pay all lawyers' fees which  
we incur plus all court costs. 
 
Missed Appointment Fee: A $30 fee will be charged for  
missed appointments or appointments cancelled with  
less than 24 hours notice. This fee must be paid before a  
new appointment is scheduled or services provided. This fee  
is not billable or payable by insurance. Patients with more  
than two missed appointments will be discharged from  
therapy and referred back to their physician. We understand  
that emergencies do occur and will attempt to make  
reasonable accommodations for that. 
 
Waiver of Confidentiality: You understand if this account  
is submitted to an attorney or collection agency, if we have  
to litigate in court, or if your past due status is reported to a  
credit reporting agency, the fact that you received treatment  
at our office may become a matter of public record.

Billing Information: It is your responsibility to provide us  
with correct information including insurance, responsible 
party, date of injury, type of accident, policy and/or group 
numbers, etc. Should the information change, it is your 
responsibility to update it within a timely manner. If you 
supply us with incorrect information, the balance of the 
account at the last date of service will be entirely your 
responsibility. We will not be responsible for rebilling,  
Appealing or other dealings with newly provided insurance  
company. 
 
Divorce: In case of divorce or separation, the party  
responsible for the account prior to the divorce or separation 
remains responsible for the account. After a divorce or 
separation, the parent authorizing treatment for a child will 
be the parent responsible for those subsequent charges. If 
the divorce decree requires the other parent to pay all or part 
of the treatment costs, it is the authorizing parent's 
responsibility to collect from the other parent. 
 
Methods of Payment: We accept VISA, MasterCard, personal 
checks and cash. There is a fee of $25 for any checks  
returned by your bank. 
 
Finance Charge: A finance charge will be imposed on each  
item of your account which has not been paid within thirty (30)  
days of the time the item was paid by your insurance  
company or due by you. The FINANCE CHARGE will be  
computed at the rate of one percent (1%) per month or an  
ANNUAL PERCENTAGE RATE of twelve (12) percent. The  
finance charge on your account is computed by applying the  
periodic rate (1%) to the "past due balance" of your account.  
The "past due" balance of your account is calculated by taking  
the balance owed thirty (30) days ago, and then subtracting  
any payments or credits applied to the account during that  
time. You understand that finance charges are not billable or  
payable by insurance.

Patient Name:

Responsible Party (if not the patient):

Signature                     Date



HIPAA Privacy Notice 
Notice of Privacy Practices for HECTORPT REHABILITATION SERVICES, PLLC. 
At HECTORPT REHABILITAION SERVICES, PLLC we are dedicated to providing top–quality Physical Therapy 
treatment. Protecting your privacy is of paramount importance to us, and we have implemented procedures to safeguard 
the information included in your files. This notice describes how Protected Health Information (PHI) about you may be 
used and disclosed and how you can get access to this information. Please Review it carefully.  

Your Personal and Protected Health Information:  
We may gather personal and health information from you, other health care providers and third party payers. This 
information is used for treatment, payment and health care operations. The following describes the ways we may use 
and disclose your Protected Health Information:  

• We may provide PHI about you to health care providers, other practice personnel, or third parties who are 
involved in the provision, management or coordination of your treatment care.  

• We may disclose your PHI to any third party you designate in writing.  
• We may use or disclose your PHI so that we can collect or make payment for the health care services you 

receive or are going to receive.  
• We may disclose your PHI if we believe it is necessary to prevent a serious threat to your health and safety or 

the health and safety of the public.  
• We may disclose your PHI to a government agency if we believe you have been a victim of abuse, neglect or 

domestic violence. We will make this disclosure if it is necessary to prevent serious harm to you or other 
potential victims, you are unable to agree due to your incapacity, you agree to the disclosure, or required by law.  

• We may disclose your PHI to a health oversight agency for activities authorized by law.  
• We may disclose your PHI as required by a court or administrative order, or under certain circumstances in 

response to a subpoena, discovery request or other legal process.  
• We may release your PHI as necessary to comply with laws relating to Workers’ Compensation or similar 

programs that are established by the law to provide benefits for work-related injuries or illness without regard to 
fault.  

• Your PHI may be disclosed for military and veterans affairs, for national security and intelligence activities, or for 
correctional activities.  

• We may use or disclose your PHI when required by law.  
• We may use your name, address, phone number, e-mail, and your records to contact you with appointment 

reminder calls, recall postcards, greeting cards, information about physical rehabilitation, or other related 
information that may be of interest to you.  

Please note your rights regarding this information:  
1. You are entitled to inspect and receive copies of your records upon written request.  
2. You are entitled make a written request to amend your PHI files or put restrictions on certain uses and disclosure  
    of PHI.  
3. We accommodate any reasonable request, yet we retain the right to deny inclusion of amendments or use  
     restrictions of your PHI.  
4. You have a right to receive all notices in writing.  
5. You have the right to request that we do not disclose your information to specific individuals, companies, or  
    organizations. Any restrictions should be requested in writing. We are not required to honor these requests. If we  
    agree with your restrictions in writing, the restriction is binding on us.  
If you have any questions regarding your HIPAA Privacy Rights, please contact Hector Jasen at 518-877-4970 or 
therapy@hectorpt.com. 
This notice remains in effect until it is replaced or amended by changes in the law. 

I have read the Privacy Notice and understand my rights contained in the notice.   
By way of my signature, I provide HECTORPT REHABILITATIION SERVICES PLLC, with my authorization and 

consent to use and disclosed my protected health care information for the purposes of treatment, payment and 
health care operations as described in the Privacy Notice. 

I have received the Notice of Privacy Practices and I have been provided an opportunity to review it.  
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Patient Name: DOB:
(Please Print)

Date:Signature:

Witness: Date:
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