ﬂIL HAWAII INJURY
E“E RECOVERY CENTER

PATIENT POLICIES

PLEASE REVIEW AND INITIAL:

FINANCIAL RESPONSIBILITY: THE SERVICE YOU HAVE ELECTED TO PARTICIPATE IN IMPLIES A FINANCIAL
RESPONSIBILITY ON YOUR PART. THE RESPONSIBILITY OBLIGATES YOU TO ENSURE PAYMENT IN FULL OF OUR FEES. AS A
COURTESY, WE WILL VERIFY YOUR COVERAGE AND BILL YOUR INSURANCE CARRIER ON YOUR BEHALF. HOWEVER, YOU ARE
ULTIMATELY RESPONSIBLE FOR PAYMENT OF YOUR BILL.

YOU ARE RESPONSIBLE FOR PAYMENT OF ANY DEDUCTIBLE AND CO-PAYMENT/CO-INSURANCE AS DETERMINED BY
YOUR CONTRACT WITH YOUR INSURANCE CARRIER. WE EXPECT THESE PAYMENTS AT TIME OF SERVICE. MANY INSURANCE
COMPANIES HAVE ADDITIONAL STIPULATIONS THAT MAY AFFECT YOUR COVERAGE. YOU ARE RESPONSIBLE FOR ANY
AMOUNTS NOT COVERED BY YOUR INSURER. [F YOUR INSURANCE CARRIER DENIES ANY PART OF YOUR CLAIM, OR IF YOU OR
YOUR PHYSICIAN ELECTS TO CONTINUE PAST YOUR APPROVED PERIOD, YOU WILL BE RESPONSIBLE FOR YOUR BALANCE IN
FULL.

I HAVE READ THE ABOVE POLICY REGARDING MY FINANCIAL RESPONSIBILITY TO HAWAII INJURY RECOVERY
CENTER (HIRC), FOR PROVIDING MEDICAL SERVICES TO ME OR THE ABOVE NAMED PATIENT. ] CERTIFY THAT THE
INFORMATION IS, TO THE BEST OF MY KNOWLEDGE, TRUE AND ACCURATE. | AUTHORIZE MY INSURER TO PAY ANY BENEFITS
DIRECTLY TO HIRC, THE FULL AND ENTIRE AMOUNT OF BILL INCURRED BY ME OR THE ABOVE NAMED PATIENT, OR IF
APPLICABLE ANY AMOUNT DUE AFTER PAYMENT HAS BEEN MADE BY MY INSURANCE CARRIER.

I UNDERSTAND THAT IF A: WORKER’S COMPENSATION CLAIM IS DENIED OF CONTROVERTED, NO FAULT CLAIM IS
EXHAUSTED, OR THIRD PARTY LIABILITY CLAIM DOES NOT INCLUDE MEDICAL COVERAGE THEREFORE, IN ORDER TO
CONTINUE CARE, INCASE OF THOSE CIRCUMSTANCES OR FOR ANY OTHER REASON, WE REQUIRE YOUR PRIVATE INSURANCE
BE ON FILE SO THAT YOU WILL NOT BE RESPONSIBLE FOR THE FULL CHARGES. FURTHERMORE, WITHOUT THIS ESSENTIAL
INFORMATION, WE MAY BE UNABLE TO CONTINUE CARE.

CO-PAY POLICY: | UNDERSTAND SOME HEALTH INSURANCE CARRIERS REQUIRE THE PATIENT TO PAY CO-PAYS FOR
SERVICES RENDERED. IT IS EXPECTED AND APPRECIATED AT THE TIME THE SERVICE IS RENDERED FOR THE PATIENTS TO PAY
AT EACH VISIT.

CONSENT FOR TREATMENT AND AUTHORIZATION TO RELEASE INFORMATION: I HEREBY AUTHORIZE HIRC,
THROUGH ITS APPROPRIATE PERSONNEL, TO PERFORM OR HAVE PERFORMED UPON ME, OR THE BELOW NAMED PATIENT,
APPROPRIATE ASSESSMENT AND TREATMENT PROCEDURES.

I FURTHER AUTHORIZE HIRC TO RELEASE TO APPROPRIATE AGENCIES, ANY INFORMATION ACQUIRED IN THE
COURSE OF MY OR THE BELOW NAMED PATIENT'S EXAMINATION AND TREATMENT.

CANCELLATION/NO SHOW POLICY: WE UNDERSTAND THERE MAY BE TIMES WHEN YOU MISS AN APPOINTMENT
DUE TO EMERGENCIES OR OBLIGATIONS TO WORK OR FAMILY. HOWEVER, WE REQUEST THAT YOU CALL AT LEAST 24 HOURS
PRIOR TO CANCEL/RESCHEDULE YOUR APPOINTMENT, AND IF NOT, WE RESERVE THE RIGHT TO CHARGE YOU $20.00 FOR YOUR
MISSED APPOINTMENT.

I UNDERSTAND THAT IF ] NO-SHOW FOR TWO CONSECUTIVE APPOINTMENTS, NO SHOW FOR A TOTAL OF THREE

APPOINTMENTS, OR CANCEL FOR A TOTAL OF FOUR APPOINTMENTS, I MAY BE DISCHARGED FROM CARE. HIRC WILL NOTIFY
ME IN WRITING, VIA CERTIFIED MAIL, IF YOU ARE DISCHARGED FROM CARE.

PATIENT NAME: DATE:

PATIENT/PARENT/GUARDIAN SIGNATURE:

(IF PATIENT IS UNDER 18 YEARS OLD, A SIGNATURE IS REQUIRED BY A PARENT OR LEGAL GUARDIAN)



