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Florendo Physical Therapy




600 N McClurg Court, Ste A312

Chicago, IL  60611

312-337-8840

Judith Florendo, PT

Karen S. Weeks, PT

Anita Chelette-Cunningham, PT

AUTHORIZATION

FOR INSURANCE BILLING

I hereby authorize Florendo Physical Therapy, PC (FPT) to act as my agent to file a claim directly with my insurance company, and to act on my behalf to communicate with my insurance company.  I understand that I will have to pursue any grievance relating to benefits and coverage issues myself directly with my insurance company.

If the insurance company has a contract with Florendo Physical Therapy, I hereby authorize the insurance company to make any payments directly to FPT which would otherwise be payable to me for services rendered by my physical therapist at FPT.  I understand that I am responsible to pay non-covered services.

I hereby authorize Florendo Physical Therapy, PC to release to my insurance company any information acquired in the course of my treatment necessary to process insurance claims.

Authorizations expire one (1) year from date of most recent signature.

Signature (Patient or Parent/Guardian if Minor)                                     Date

__________________________________________________________________________________

Signature to renew Authorizations                                                          Date

Patient Name_________________________________________ Account #___________

