
 
151 Summit Avenue – 1st Floor in Summit, NJ 07901  (908)598-0228 

1129 Bloomfield Avenue – Suite 101 in West Caldwell, NJ 07006  (973)575-3321 
 

PATIENT AGREEMENT 
 

Patient Name: ___________________________________________ 
 
 

I, _____________________, the parent/guardian of ________________________ 
understand and agree that I am financially responsible for all services rendered to the above by 
NSPT.  I have been made aware and agree that payment in full for these services is expected at 
the time of service. In the event that I am unable to provide payment in full at the time of 
service, I agree to notify the provider in advance and make appropriate arrangements to pay 
any and all balances in a timely manner, as agreed upon between myself and the provider. I 
hereby waive any statute of limitation as it directly pertains to the right of Next Step Pediatric 
Therapy, LLC to take the necessary steps to recover any monies owed to them by me regarding 
said services.  
 
I understand that NSPT does not participate with any insurance carrier and that I am 
responsible for payment in full at the time of service, regardless of any anticipated 
reimbursement from my insurance provider. I am responsible for knowing the specific details 
regarding my policy, including but not limited to: services that may or may not be eligible for 
reimbursement, the percentage at which I may or may not be reimbursed, any deductible 
amount that I may be required to meet before reimbursement, any limitation to the number of 
visits that may be eligible for reimbursement and so forth. NSPT will provide a statement of 
services as well as proof of payment so that I may provide this information to my insurance 
carrier, if applicable. I understand that I am responsible for providing any and all information 
required by my insurance carrier with regard to said claims and understand that NSPT cannot 
act on my behalf.  
 
I hereby consent to allow treatment, including but not limited to therapeutic activity, 
evaluation, screenings and so forth, by NSPT as recommended by physician and/or school 
district or at my own request. All fees have been disclosed and this agreement has been 
explained to my satisfaction and understanding. My signature indicates my agreement to treat 
this document as a legally binding agreement between myself and Next Step Pediatric Therapy, 
LLC. 
 
 
 
___________________________________________________ Signature of Responsible Party 
 
___________________________________________________ Printed Name 
 
___________________________________________________ Today’s Date 


