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To:  All Current and Future Patients

From: Bookkeeping Department

RE: Insurance Coverage/Responsibility

We, at Summit Health NH, are committed to providing our patients with the best possible care. If you have medical insurance, we are eager to help you receive the maximum allowable benefits. In order to achieve these goals, we need your assistance. We also would like to defray the possibility of an unexpected “high” balance as your responsibility.

In view of the various insurance carriers and their policies, we require that you contact YOUR insurance company for verification of coverage prior to the initial visit, so both parties will be aware of the covered benefits and limits.

The HMO carriers will require a referral from the primary care physician (PCP) prior to the first visit. The guidelines for obtaining these referrals are different for each insurance company. Some insurance companies will not retro the beginning date of authorization, leaving the rendered service not authorized and ultimately your responsibility. It is also necessary for you to comply with the guidelines for outpatient PT or OT services. 

The form below must be completed and brought with you at the time of your initial evaluation. Please do not hesitate to contact the bookkeeping department if you should need assistance with completing any of the necessary requirements.

Patient Name:_________________________ D.O.B.____________ SS#_______________

Address:__________________________________________________________________

Insurance Co.:_____________________________  Cert./ID #________________________

Deductible Amount:______________________       Has it been met?: [yes] or [no]

Co-pay per visits:___________ Number of visits authorized:_________

Maximum allowable PT/OT visits:______________________________________________

_________________________________________________________________________

I authorize Summit Health NH to treat my condition and release any medical information, which is necessary to process payment for services rendered. I also authorize the insurance company to forward payment directly to Summit Health NH. I understand that I am responsible for the entire bill, regardless of insurance coverage. 

___________________________________         ______________________
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