Patient Home Health Care Notice

Gina’s Physical Therapy

4203 SE Federal Hwy Suite 102


   435 NW Prima Vista Blvd

Stuart, FL 34997


                                  Port St Lucie, FL 34983

I understand that under the current Medicare Part B policy provisions that Home Health Care and Physical Therapy can not be received during the same time period. I acknowledge that I am aware that my insurance will not pay for both of these services concurrently.

If for some reason I do receive Home Health Care while under treatment for physical therapy I understand that I am responsible for any and all bills that are not covered. 

By signing this document, I certify that I have been discharged from Home Health Care or that I am not currently receiving Home Health Care at this time. I acknowledge that if I or my physicians wish for me to receive Home Health Care that I will inform Gina’s Physical Therapy prior to starting to prevent any insurance denials.

Patient Name:
_______________________________

Patient Signature:______________________________

Date:________________________________________
 
