








CENTER FOR ORTHOPEDIC REHABILITATION, INC
315 COTUIT ROAD UNIT 1

SANDWICH, MA  02563
PH - 508-833-1460    FAX - 508-833-1462 

I, _______________________________, understand that my bill for medical services is my responsibility. I also 
understand that any payments made to me by my attorney or insurance company for services rendered, will be 
reimbursed to Center for Orthopedic Rehabilitation, Inc. upon receipt.

Health Insurance:
I understand that it is my responsibility to understand the terms of my insurance coverage. If my insurance 
coverage requires prior authorization, as well as approvals for a limited number of visits, it is my responsibility to 
keep track of the number of visits, It is also my responsibility to obtain physician referrals when applicable.
(Please note: if you exceed the number of approved visits by your insurance company, said company may deny 
responsibility for payment, in that event, payment for those visits will become your responsibility.)

Workers Compensation:
I understand that my workers compensation claim must be approved before commencing treatment. It is my 
responsibility to keep track of my approved number of visits. In the event that my insurer should deny my claim, 
I understand that I will be responsible for any services rendered.

I understand that Center for Orthopedic Rehabilitation, Inc. will submit my claims to my insurance company 
for reimbursement. In the event that my insurance company has not paid my claim within 45 days, I agree to pay 
Center for Orthopedic Rehabilitation, Inc.  within 30 days of notification and to seek reimbursement from the 
appropriate party. I understand that I will be billed personally, for all allowable deductibles, co-insurance, missed 
appointments and insurance denials.

I have read the above information and I understand that treatments/expenses incurred on my behalf are, 
ultimately, my responsibility.

___________________________________
                                      (signature)

___________________________________
                                           (date)
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