
Achieva Rehabilitation, LLC                       MEDICARE PATIENT CONSENT FORM  
 

Welcome to therapy.  We are committed to providing comprehensive rehabilitation services that increase independence and quality of 

life. Therapy has been ordered for the patient named below. In order to initiate services, we need your signature to authorize treatment, 
release of information, and reimbursement. Please sign this form where indicated.   
 
Patient Name:_______________________________________________________________________________________________ 
 

___Physical Therapy       ___Occupational Therapy    ___Speech Therapy 
 

NPI: 1689981573   Phone: 1-888-929-7677   Fax: 717-523-1257 
 

Authorization for Treatment 

 I consent and authorize Achieva Rehabilitation, LLC. to render therapy set forth above as ordered by my physician. 

 Unless treatment would require isolation, I authorize the therapy to be provided in areas not totally isolated from other patients 
and personnel. 

Release of Information 

 I authorize any holder of medical information about me to release to the Centers for Medicare Services and it’s agents any 
information needed to determine the benefits payable for these and related services. 

 I authorize  Achieva Rehabilitation, LLC. to disclose any information furnished to Achieva Rehabilitation, LLC. or obtained by 
Achieva Rehabilitation, LLC. in connection with patient’s treatment(including information concerning a related Medicare claim), 
to any physician, governmental agency (including Social security Administration or any of its intermediaries or carries), 
insurance company, billing company,  or heath care facility requesting such information. 

 Patient and Patient Representative agree to execute any documents and perform any acts that Achieva Rehabilitation, LLC. 
may reasonably request. 

 The undersigned warrants and represents that the attached hereto are originals or certified copies of any applicable powers of 
attorney, heath are surrogate forms or court orders appointing the undersigned as the legal guardian of the Patient. 

 I understand that the Achieva Rehabilitation, LLC staff and the billing office will not release any information to me or family 
member over the phone without verification of my identity in order to comply with privacy regulations.  I also understand that 
Achieva Rehabilitation, LLC staff and billing office will maintain the utmost respect for privacy.  However, I also understand that 
there are physical constraints such as noise and the ability for others to overhear information, and other errors that may occur, 
which may cause inadvertent dissemination of information, as well as the potential for confidential information to be disclosed 
after it has been provided to others from the clinical billing office.  With this full understanding, I indemnify and hold harmless 
Achieva Rehabilitation, LLC for any disclosure, which is out of the control of the Achieva Rehabilitation, LLC staff or billing 
office. 

Reimbursement Coverage 

 I request that payment of authorized Medicare benefits be made on my behalf to Achieva Rehabilitation, LLC for any services 
furnished to me by therapist or supplier. 

 I authorize and direct Achieva Rehabilitation, LLC. to apply and file for such benefits on behalf of Patient. 

 I request that payment of authorized Medigap benefits be made on my behalf to Achieva Rehabilitation, LLC for any services 
furnished to me by therapist or supplier.   

 I authorize Achieva Rehabilitation, LLC to represent Patient during the appeals process in the event of a denial of Medicare 
benefits.  

Patient Agreement for Financial Responsibility 

 I understand that Achieva Rehabilitation, LLC’s billing staff will file all claims for services rendered to my insurance carr ier, if 
applicable.  I also understand that if I am not insured, I must pay my balance for services rendered by my provider.  I 
acknowledge that I am responsible for any balances that may e due to Achieva Rehabilitation, LLC because of: Co-insurance 
or co-pay amounts, yearly deductible amounts, non-covered services, out of network charges, terminated coverage, 
exhausted auto benefits, denied worker’s compensation claim, no insurance coverage, no referral obtained from primary 
physician, failure to respond to insurance carrier correspondence, failure to respond to coordination of benefits inquiry.   

 I understand that I will receive a statement for any balance due, after my carrier has processed the claim.  I understand and 
am agreeable that the balance of my statement will be paid in full to the Achieva Rehabilitation, LLC,  within 30 days. If I am 
unable to pay the entire amount (applies to amounts of $150.00 or more), I am responsible to immediately, upon receipt of 
statement, call the billing office @ 800-322-4606, to arrange a monthly payment plan, for no less than $50.00 per month. 

 I understand that failure to pay my balance or arrange payments and follow that payment agreement may result in Collection 
Agency action. 

 
By my signature, I state that I have read, understand, and agree to the above information within this authorization and release. 
 
Signature of Patient/Representative:_______________________________________________ Date:________________________ 
 
 
Witness:_______________________________________________________________________ Date:________________________ 
 

If someone other than patient has signed, state name and relationship to patient: 
 

 
Name:____________________________________________________________ Relationship:________________________ 


