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WELCOME 

 
Welcome to Orthopaedic and Sports Physical Therapy.  Our physical therapists are 
California licensed and have considerable post-graduate education in orthopaedic and 
sports rehabilitation. 
 
OFFICE HOURS 
We schedule our first patients at 8:00 a.m. and our last at 5:00 p.m.  We are open Monday 
through Friday. 
 
APPOINTMENTS 
When we schedule an appointment for you we have reserved that time for you, therefore, 
we ask that if you need to change or cancel an appointment that you give our office 24 
hours notice.  Where 24 hours notice is not given, a $12.00 rescheduling/no show fee may 
be charged and will be payable before the next appointment. 
 
FINANCIAL POLICIES 
We will bill most insurance companies as a courtesy to our patients.  We ask that 
deductibles and co-payments be paid at the time of service.  We will call your insurance 
company for specific benefit information and inform you of such by your second visit.  If 
you need special arrangements, please ask to speak with our Front Office Manager. 
 
We are participating providers for:  Medicare, Sutter Medical Group of the Redwoods, 
Blue Cross, Blue Shield, Cigna, Aetna, CCN, PHCS, and Foundation for Medical Care.  
For balances that remain unpaid after 60 days, interest at the rate of 1.5% per 
month will be added. 
 
There are many different insurance company policies and physical therapy benefits vary.  
We encourage you to become familiar with your benefits.  We will call your insurance 
company for benefits; however we will not guarantee that they will pay the exact amount 
stated.  All unpaid charges by the insurance company will be the responsibility of the 
patient or guardian. 
MEDICARE PATIENTS: You are required to see your physician every 30 days. 
 
I have read and understand the above information. 
 
Signature: ______________________________________________ Date: ___________ 



 

    
 

 
 
 
Attendance Policy and Agreement 

 
We strive to provide our patients with the utmost professionalism and excellence in 
service.  Our commitment to your well being and progress is something everyone in our 
clinic takes quite seriously. 
 
Your adherence to recommended visits, treatments and exercises is a vital component of 
your progress.  Therefore we request certain rules be followed in order to ensure 
optimum results. 
 

It is expected that you keep all scheduled appointments. 
 

A 24 hour notice is required for an appointment to be rescheduled.  In such a case, 
please call our office and arrange for a make-up appointment, preferably within the same 
week. 
 
In an instance of a cancellation without 24 hour notice or no-show to a scheduled 
appointment, a fee of $12 will be due at your next appointment. 

 
Attention Work Comp Patients:  If you have two instances (in any combination) of a 
cancellation (without 24 hour notice) or no-show within a 30 day period, your future 
reserved appointments will be cancelled.  You will then only be able to make same-day 
appointments.  A notice will also be sent to your doctor and/or Case Manager.  If you 
cancel or no-show to a same day appointment, you will be discharged from treatment due 
to non-compliance and your doctor and/or case manager will be notified. 
 
Attention Private Insurance Patients:  If you have three instances (in any combination) 
of a cancellation (without 24 hour notice) or no-show in a 30 day period, your future 
reserved appointments will be cancelled.  You will then only be able to make same-day 
appointments.  You will be discharged from treatment (due to non-compliance) if you 
cancel or no-show to a same day appointment.  
 
We greatly appreciate you as a patient and strive to accomplish wonderful results and 
success for you. 
 
By signing below, you certify that you have read and understand the above policy. 
  
Signature: _______________________  Date: ______________________ 
 
Print Name: ______________________ 




