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ACKNOWLEDGEMENT OF RECEIPT OF 
HAND SURGERY AND REHABILITATION CENTER OF NEW JERSEY, P.A. 

NOTICE OF PRIVACY PRACTICES 
 
 
 I hereby acknowledge that I have received a copy of Hand Surgery and 

Rehabilitation Center of New Jersey, P.A..  Notice of Privacy Practices. 

Patient or Personal Representative Signature:        

 

Patient Name:       Date:       

 

Name of Personal Representative, if applicable:       

 

            
HAND SURGERY AND REHABILITATION CENTER OF NEW JSERSEY, P.A. USE ONLY 

 

Date of receipt of signed acknowledgement:        

If signed acknowledgement not received, document good faith efforts used to obtain: 
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O/Forms:CombFinancialmanagedcare form 
 

 
 

FINANCIAL AGREEMENT/OFFICE POLICY ON MANAGED CARE PROGRAMS 
 
Providing quality care for our patients is our primary concern. We are more than willing to provide that 
care within your insurance contract guidelines if you let us know at EACH TIME OF SERVICE exactly 
what those guidelines are. Unfortunately, if you do not inform us of any special requirements in your 
contract and we subsequent order services such as x-rays, testing, medical supplies, therapy or 
hospitalization that are not covered, we or the selected medical facility will have no choice but to bill 
you directly for those charges. Payment for those charges is then your responsibility.  With your 
cooperation and help, you should be able to receive all of the benefits offered to you and we will be 
able to concentrate on your medical needs. 
 
(1) I understand that regardless of my assigned insurance benefits, I am responsible for all charges 
incurred for all dates of service. 
(2)  I understand that if I do not have insurance benefits, that I am responsible for all charges incurred 
for all dates of service. 
(3) I agree to pay my bill upon receipt of statement and to pay any assessed fee if my account is 
placed in collections. 
(4)  I agree to pay reasonable attorney’s fees for all costs of collection in the event the account is past 
due and is placed for collection. 
 
WORKMAN COMPENSATION PATIENTS:  The above only applies if we are denied payment 
through your worker’s compensation carrier. 
 
INJECTIONS MAY NOT BE COVERED BY YOUR INSURANCE PLAN. IF YOU HAVE ANY 
QUESTIONS, PLEASE CONTACT YOURPLAN. 
 
DO NOT SIGN THIS AGREEMENT UNTIL YOU READ AND UNDERSTAND IT. YOU ARE 
ENTITLED TO A COPY OF THIS AGREEMENT. 
 
 I have read and understand the above Agreement and agree to accept responsibility as described. 
 
      __ _______________________ 
Patient Name      Patient ID# 
 
      __      
Signature of Responsible Party/Legal Guardian Date 
 
      __ 
Printed name of above 
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