
Premier Athletic Rehab Center 
2631 SW 27 ST   Miami, FL  33133 

Office: (305) 396-9002    Fax: (305) 390-3003 

Thank you for making Premier Athletic Rehabilitation Center your choice for physical therapy services.  We understand that there are 
many options for you, and we appreciate your confidence in us.  The following are some of our policies we would like you to know 
about. 

Please initial each section acknowledging that you have read and understand the following policies.  If the patient is a minor, this form 
must be signed by the Parent/Guardian. 

HIPPA Policy: 
I understand the Private Practice Policy provides a complete description of information use and disclosures.  I understand that Premier Athletic 
Rehabilitation Center reserves the right to change their policy and will post a copy of any revisions to the Private Practice Policy. You have the 
right to request a copy.   

Patient’s Rights: 
You have the right to view or obtain copies of your health information including all correspondence to your referring physician.  Premier Athletic 
Rehabilitation Center will provide you with copies of all information upon written request. 

Payments/Billing: 
If you find, at any time, you have questions or are having difficulty with payment of your bill, please contact us at (305) 396-9002. 

Assignment of Benefits: 
I authorize payment otherwise payable to me to go directly to Premier Athletic Rehabilitation Center for all services rendered to include all 
insurance carriers and third party liabilities.  I understand that I am ultimately responsible for all charges not covered by my insurance. 

Treatment Authorization 
Medicare law requires us to make you aware that the patient will be billed for the rehabilitation services.  Medicare assignment is accepted on all 
patients.  Medicare will pay for reimbursable charges on rehabilitation services at 80%.  We will bill you or your co-insurance for the remaining 
balance.  Outpatient therapy services are billed under the Medicare fee schedules. 

Financial Agreement 
I understand the financial responsibility for any co-payments, deductibles, out-of-pocket and co-insurance outstanding not covered by my 
insurance policy. 

Medical Insurance Benefits 
I certify that the information given by me in applying for payment under Medicare is correct.  I request payment of medical insurance benefits 
either to myself or directly to the party who accepts assignment.  Any benefits sent to me for services rendered by the rehabilitation facility will 
be paid to the facility. 

Patient Release Authorization and Confirmation 
I authorize any holder of medical or other information about the patient to release to Social Security Administration or its intermediaries or 
carriers, copies of any information to be used in place of the originals 

I authorize any physician, hospital or medical specialist who has treated me in the past, present or future, to release information regarding my 
medical condition. 

I certify that I am not currently receiving rehabilitative services from any home health agency. 

I understand I am responsible for any outstanding balance not covered by Medicare ($2,010 capacity per year on physical therapy) or by my 
insurance carrier. 

I understand and agree to forward payment made from my insurance carrier to Premier Athletic Rehabilitation Center, LLC. for therapeutic 
services rendered within one week of payment. 

_____________________ _____________________ ___________________ 
NAME SIGNATURE DATE 



Agreement & Release of Liability 
 

1. In consideration of being allowed to participate in the personal fitness training activities and programs of Premier Athletic Rehabilitation 
Center, and to use the equipment and services, in addition to the payment of any fee or charge, I do hereby forever waive, release, and 
discharge Premier Athletic Rehabilitation Center from any claims or liabilities for injuries or damages to my person and/or property, 
including those caused by negligent act or omission, arising out of connected or recommended by Premier Athletic Rehabilitation Center. 

  
2. I have been informed and understand that strength, flexibility and exercises, including the use of equipment, are potentially hazardous 

activities.  I also understand that fitness activities involve a risk of injury, including a remote risk of death or serious disability and that I am 
voluntarily participating in these activities and using equipment and machinery with full knowledge, understanding and appreciation of the 
dander involved.  I hereby agree and accept any and all risk of injury or death. 

 
3. I do hereby further declare myself to be physically sound and suffering from no condition, impairment, disease, infirmity, or other illness that 

would prevent my participation or use of equipment or machinery.  I do hereby acknowledge that I have been informed of the need for a 
physician’s approval for my participation in the exercises, activities, programs, and use of more frequent physical examinations, and 
consultations with my physician as to physical activity, exercise, and use of equipment.  I acknowledge that I have either had a physical 
examination and have been given my physician’s permission to participate, or that I have decided to participate in the exercise activities, 
programs and use of equipment without the approval of my physician and do hereby assure all responsibility for my participation in said 
activities, programs and use of equipment. 

 
4. I understand that Premier Athletic Rehabilitation Center. provision and maintenance of an exercise/fitness program for me does not constitute 

an acknowledgement, representation, indication of my physiological wellbeing, or medical opinion relating thereto. 
 

 

  
Appointment Scheduling and Cancellation Policy  

 
In order to be respectful of the medical needs of our patients, please be courteous and call our office promptly if you are unable to attend an 
appointment. Our cancellation policy requires 24 hours notification prior to appointment. The 24-hour notification provides our front desk personnel 
the time necessary to reschedule your therapist with another patient who may be on a waiting list. Failure to provide 24-hour notice will result 
in a $60 fee that is non-negotiable.  
 
Our front desk personnel are committed to assisting you with your scheduling needs.  We will make every effort to accommodate your schedule 
and ensure you receive the best rehabilitation outcomes in a timely manner. 
 
Appointments are in high demand, and your early cancellation will give another person the possibility to have access to timely medical care. 
 
To cancel appointments, please call our front desk at (305) 396-9002. If you do not reach us, you must leave a detailed message on the voice mail. 
 
 

 
 

Self-Pay Packages Policy 

Self-Pay packages are non-refundable. Patient is to use package within 60 days of purchase. If patient fails to provide 24-hour notice for 
cancelation of appointment, a session will be deducted from the purchased package.  
 
 
 
 
Please sign below acknowledging that you have read and understand our ‘Agreement & Release of Liability’, ‘Appointment Scheduling 
and Cancellation Policy’, and our ‘Self Pay Packages Policy.’ 
 
 
 
 
 
 
 
_____________________ _____________________ ___________________ 
NAME                     SIGNATURE                                                                                                                                                    DATE 

 
 
 
 



 
 

Photo / Video Release 
 

Premier Athletic Rehab Center occasionally takes photos or short videos for treatment and assessment purposes. 
Premier Athletic Rehab Center also has a web site that is used for promotion and education.  
 
Below is permission or a decline for Premier Athletic Rehab Center to use these photos/videos for educational 
purposes and legal promotion of the clinic.   
 

Check Only One Box Below and Fill out Only One Section Below. 
             
 
Permission to Use Photograph 

I grant Premier Athletic Rehab Center, its representatives and employees the right to take photographs/video.  I 
agree that Premier Athletic Rehab Center may use such photographs with or without my name and for any lawful 
purpose, including for example such purposes as education, publicity, illustration, advertising, and Web content. 

☐ I have read and understand the above and give permission for the above use:  

Signature _______________________________ 

Printed name _____________________________ 

Date ______________________________ 

 

 
☐Check here if you DO NOT want your picture or video taken and used for Publicly but grant permission to use 
photos or videos for treatment or assessment purposes. 

Signature _____________________________ 

Printed name ____________________________ 

Date _______________________________ 

 
 

☐Check here if you DO NOT want your picture or video for any purpose.  

Signature _____________________________ 

Printed name ____________________________ 

Date ________________________ 
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