
Please return 

 

Coastal Rehab, LLC 

2 Davis Point Lane, Suite 1A, Cape Elizabeth, ME 04107 

Phone 207.767.9773 Fax 207.541.9212 www.coastalrehab.me 

 

 

 

 

 

 

 

CONSENT FORM 
 

Consent for Treatment: 

I request and authorize the staff of Coastal Rehab, LLC to provide therapy services as outlined in the therapy 

evaluation and plan of care. I understand that all services are medically indicated and conducted under the 

orders of my physician. I agree to notify the therapist of any changes in my medical condition. 

 

Assignment of Benefits: 

I request that payment of authorized insurance benefits be made directly to Coastal Rehab, LLC for any 

services furnished to me. I authorize any medical information pertaining to these services be released to my 

insurance company to determine these benefits or the benefits payable for related services. 

 

Financial Responsibility: 

I understand that I will be responsible for any charges not covered by third party payers and agree to pay any 

deductibles, co-payments, etc. that may not be covered in a timely manner.  I understand that Coastal 

Rehab, LLC will be billing my insurance company/companies and that in the event an item is not covered, I will 

receive a written explanation from Coastal Rehab.  I understand that it is my responsibility to update Coastal 

Rehab on any changes in my insurance. I will notify Coastal Rehab, LLC immediately if home health services 

are initiated, as this will result in a denial in payment. 

 

*Medicare only: Medicare covers 80% of the allowable charges up to an annual limit of $1,980.00 for 

occupational therapy and $1,980.00 for physical and speech therapy. There are many exceptions to the 

therapy caps that allow patients to receive covered services beyond this dollar amount. If an exception is 

available, the therapy cap will not apply. I will be notified in writing if no exception applies and services above 

the financial limit are recommended. 

 

Statement of Privacy/Confidentiality: 

I understand that Coastal Rehab will respect the privacy and confidentiality of all health information disclosed 

as required by law. I have been provided with the Notice of Privacy Practice. 

 

Transfer of Medical Information/Release of Information: 

I authorize and understand that it may become necessary to disclose/transmit information regarding my 

medical condition to other agencies or individuals outside of Coastal Rehab. You may revoke this authorization 

at any time in writing. You may also limit this authorization now or at any time in writing: 

 

________________________________________________          __________________________________________ 

Patient’s Name (printed)Patient’s Date of Birth 

 

 

___________________________________________ _____          __________________________________________ 

Patient’s Signature (or POA’s/Representative’s)Relationship to Patient 

 

 

______________________________________________ 

Today’s Date              

 


