
 
 
 
 

WELCOME TO OUR OFFICE 
He are some of the most commonly asked questions about our services.  Please take a minute to 
review this carefully and feel free to ask questions. 
 
PAYMENT: As a courtesy to our patients we will bill your insurance company.  We do require you to 
pay your percentage of responsibility or co-pay at the time of each treatment.  If your insurance 
company has failed to pay us within a 45-day period, we will expect you to pay the balance of you bill 
in full (Visa and MasterCard accepted) 
 
The average initial visit is approximately 45-60 minutes at an estimated charge of $250.00; 
subsequent visits are approximately $180.00 per hour. The charges  depend on procedures or 
modalities performed, and length of appointment.  Supplies and equipment are not paid for by 
insurance carriers.  We expect payment for these at time issued. 
 
REGARDING APPOINTMENTS: Please call 24 hours prior to cancel an appointment.  Early 7:00-9:00 
a.m. and late 4:00-6:00 p.m. appointments are at a premium.  You will be charged $50.00 for any 
missed appointment, or one that is not canceled within 24 hours. Your insurance company will 
not cover this charge.  Our goal is quality patient care and helping those in need.  Timely 
cancellations will allow us to provide services to other patients.  Punctuality is appreciated so you can 
receive the maximum benefit from your appointment. 
 
WORKER’S COMPENSATION PATIENTS: As of January 1, 2004 Worker’s Compensation will 
only allow 24 approved visits per year unless otherwise approved by the insurance company.  
Please note that this office will notify your Worker’s Compensation Insurance adjuster of non-
compliance after two missed appointments. 
 
REPORTS TO PHYSICIANS: Please let us know 7 days in advance when your next M.D. appointment 
is, so we can reassess your status and send a letter informing them of your progress. Medicare 
requires a plan of care/prescription every 30 days. 
 
TEAM APPROACH: At one time or another due to sickness or vacation time you may see a different 
physical therapist, assistant or aide.  Please let us know if you are uncomfortable with this. 
 
PATIENT INFORMATION CONSENT: I have read and fully understand Larchmont Physical 
Therapy’s notice of information practices. I understand that Larchmont Physical Therapy may use 
or disclose personal health information for the purposes of carrying out treatment, obtaining 
payment, evaluating the quality of services provided and any administrative operations related to 
treatment or payment. I understand that I have the right to restrict how my personal health 
information is used and disclosed for treatment, payment and administrative operations if I notify 
the practice. I also understand that LPT will consider requests for restrictions on a case by case 
basis, but does not have to agree to requests for restrictions. 
 
I hereby authorize the release of any medical or other information necessary to process insurance 
claims and authorize payment of medical benefits to Larchmont Physical Therapy for services 
rendered. I have read this carefully and understand and agree that I am fully responsible for all medical 
bills and services rendered to me and that my health insurance may deny charges based on review of 
medical necessity and if so I am responsible for payment in full. 
 
 
                                                                                                                                                         _ 
Patient Signature        Date: 
(Parent signature if patient is a minor) 
 

Thank you for choosing Larchmont Physical Therapy! 
 



           Larchmont Physical Therapy 

           321 N. Larchmont Blvd. Suite 825 Los Angeles, Ca 90004 (323)464-4458

Patient Information

First Name:  Middle: Last Name: 

Address:

City: State Zip Code

Home Phone: Mobile:

Sex:     F    M         Date of Birth: Age:

Social Security:       Driver's License:

Marital Status:     Married Single Divorced Widow

Employer Name: Occupation

Employer Address:

Work Phone: E-mail Address:

Referring Doctor: Referring Doctor's Phone #

Is this a work related injury? Y/N Is this injury related to an auto accident?  Y/N

Do you have Medical Insurance Y/N Medicare Y/N Workers Comp. Y/N

                 Arbitration Agreement

It is understood that any dispute as to medical malpractice, that is as to whether any medical

services rendered under this contract were unnecessary or unauthorized or were improperly,

negligently or incompetently rendered, will  be determined by submission to arbitration as 

provided by the California Law, and not by lawsuit or resort to court process except as 

California law provides for judicial review of arbitration proceedings. Both parties to this contract 

by entering into it, are giving up their constitutional right to have any such dispute in a court of law

before a jury, and instead are accepting the use of arbitration.

Notice: By signing this contract your agreeing to have any issue of medical  malpractice decided

by neutral arbitration and you are giving up your right to a jury or court trial. 

It is your right to refuse to resign our arbitration agreement and decline. However, if you choose

to decline our arbitration, then it is our right to refuse services to you.

__________________________________________________________ _____________________________

Patient Signature Date

__________________________________________________________ _________________________

Witness Signature Date

Consent To Treat 

I hereby consent to all treatments that may be considered advisable or necessary in 

the judgment of the MD, PT, or DPM.

Patient Signature: Date:


