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W REHAB SERVICES INC
Quality Therapy in Motion

Acknowledgement of Financial Responsibility
And

Consent for Treatment

Patient Name: Date:

AIM Rehab Services Inc appreciates the confidence you have shown in choosing us to provide for your rehabilitative
needs. The service you have elected to participate in implies a financial responsibility on your part. This responsibility
obligates you to ensure payment in full of your fees. As a courtesy, we will verify your coverage and bill your insurance
carrier on your behalf. However, you are ultimately responsible for the payment of your bill.

You are responsible for payment of any co-payment at the time of service and on receipt of a bill for any deductible
/coinsurance as determined by your contract with your insurance carrier. Many insurance companies have additional
stipulations that may affect your coverage. You are responsible for any amount not covered by your insurer. If your
insurance carrier denies any part of your claim, or if you and your physician elect to continue therapy past your approved
period, you will be responsible for your account balance in full.

| have read the above policy regarding my financial responsibility to AIM Rehab Services Inc for providing rehabilitative
services to the above named patient or me. | certify that the information provided is, to the best of my knowledge, true
and accurate. | authorize my insurer to pay any benefits directly to AIM Rehab Services Inc. | agree to pay AIM Rehab
Services Inc the full and entire amount of all bills incurred by me or the above named patient, if applicable, any amount
due after payment has been made by my insurance carrier.

Signature: (relationship to patient: self - guardian - other: ) Date:

CONSENT FOR TREATMENT

| hereby authorize AIM Rehab Services Inc through its appropriate personnel, to furnish medical care and treatment to
me, or the above named patient, considered necessary and proper in diagnosing or treating my/his/her physical
condition.

Signature: (relationship to patient: self - guardian - other: ) Date:




