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To insure that you regain the best function possible from your injury the physicians at Hand 

and Microsurgery Associates might refer you to Columbus Hand Therapy for an orthotic, and 
or therapy.  However, this is a separate Company from Hand and Microsurgery Associates. If 

you have been sent to therapy by our Physicians, please be advised that you will receive a 

separate bill for these services.  
 

We have both Physical and Occupational Therapists. It is your responsibility to understand 

your insurance policy benefits and if both services are reimbursable by your insurance 
company. If your insurance company only covers a specific therapy service, it is your 

responsibility to inform the billing specialist staff prior to being treated.   As one example, 

Golden Rule Insurance Company may not cover Occupational Therapy but may cover Physical 
Therapy.   It is not possible for us to know each variant of each individual insurance plan.   

  

Your Insurance policy is a contract between you and your insurance company and you are 

ultimately responsible for payment of all services regardless of coverage.  
 

Please make sure that Referrals, Authorizations and any other requirements by your insurance 

company have been met. 
 

The Physicians and staff at Hand and Microsurgery and Columbus Hand Therapy want to 

make this as easy as possible during the recovery of your injury.  A billing specialist will be 
available for you to speak with prior or after your appointment to discuss insurance payments, 

and any other questions or concerns that you may have. 
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