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(Please give your insurance card to the Customer Relation Officer for copying. Thank you.)
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IN CASE OF EMERGENCY
BanYl gl sl Aal pwl Aol aibile Jiioll W@ila Jo=Jl W@ila
Name of local friend or relative Relationship to Home phone: Work phone:
(not living at same address): patient: () ()

deluw M€ JUA atclgoll el wliw
24 HOURS CANCELLATION POLICY
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Emergency situations and personal illnesses do occur that may make it impossible to keep a scheduled appointment.
In such a case, the Center will delay charging you for the missed appointment fee, if it is the first cancellation notified
before 24 hours or more and if it is not paid for by an insurance company or a third party. Please be advised that a second
cancellation of an appointment or more or a cancellation within 24 hours will all result in the session being charged the
usual fee. We encourage you to speak to our Customer Relations Officer to notify us of any change to your attendance
of the scheduled appointment at least 24 hours before the appointment time. A second cancellation of an appointment
or more or appointment cancellation within 24-hours or lack of notification altogether will all result in the session fee
being charges as usual. On the other hand, should your therapist encounter an emergency situation or become ill for
any session, you will be notified immediately giving the choice of taking the session with another therapist if possible or
rescheduling your appointment with the same therapist for the same session fee.
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AlFardan Physiotherapy Center is connected with a number of local health insurance plans. If you are not insured by a plan

connected with us, payment in full will be expected upfront from you. All insured patients are encouraged to contact their

insurance provider for verification or clarification of allowed benefits. Knowing your insurance benefits and restrictions is

your responsibility. Legally, the Center will bill your provider on trial basis. However, your fee and account balance dues

with the Center is legally your prime responsibility and should the Center fails to get its dues paid by the insurance for any

reason, you will held responsible for the payment. In the case of minors, their accounts are the responsibility of their adult

companion, parent and/or guardians. They are financially responsible for paying the services rendered by the Center and
he/she/they are hereby agreeing to all terms and conditions listed in here.

Terms of Agreement
I/we, the undersigned, hereby agree with the following:

* All co-payments and deductibles must be paid at the time of service. This arrangement is part of my contract with my
insurance company. | agree to pay my co-payment and/or deductible at the time of booking my session schedule.

* lam aware that some, and perhaps all, of the services received may turn out to be not-covered, denied by my insurance
company. | understand that | am financially responsible for all charges not paid by my insurance company and | hereby
commit myself to this responsibility.

* | will present a copy of my current and valid insurance card to provide proof of my existing insurance coverage. | will
notify the Center of any change in my card validity and my information, including but not limited to, address, phone
number or insurance coverage.

* My insurance company may need me to supply certain information directly. It is my responsibility to comply with all
these requests. | am aware that insurance coverage does not guarantee payment of services.

* | hereby certify that | have insurance coverage as provided to the Center and assign to it directly all insurance benefits,
if any, otherwise payable to me for services rendered. | understand that | am financially responsible for all charges not
paid by my insurance provider. | hereby authorize the release of all information necessary to secure the payment of
benefits.
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CONSENT FOR ASSESSMENT AND TREATMENT
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Physiotherapy treatment techniques may include, but are not limited to, manual techniques, spinal manipulation,
electrotherapeutic modalities, and acupuncture and sport exercises. One or a mixture of these techniques may be
recommended to your treatment program. It is the policy of AlFardan Physiotherapy Center to ensure that the benefits,
side effects, and potential complications of each of the recommended techniques are explained to you by your therapist.
Before and throughout the program, should you have any concern or come across a question about the recommended
treatment or its techniques, you must inform the therapist immediately so he/she can explain or adjust the treatment.
It is your responsibility to participate in all treatment program aspect as it is imperative to the treatment success. If you
choose not to participate, you must inform your therapist immediately.

I understand and agree with the above policy. | agree to participate in the assessment and treatment program explained
by AlFardan Physiotherapy Center. | understand that | can withdraw my consent at any time.

Patient/Guardian Signature: songll/uAloll &bg)

Date: oy L]




