Insurance Pre-Certification Quote
Advanced Physical Therapy Center of Stamford, LLC.

Name: As of your insurance carrier “quoted”
your benefits for physical and/or occupational therapy to be:

$ Co-pay each visit Deductible $ met / not met Co-insurance %

Please be advised that your insurance carrier will not take responsibility for the accuracy of the information quoted and
the above quote is “not a guarantee of payment”. Please be aware that you will be held financially responsible if your
insurance company pays differently than quoted or denies payment for services rendered at APTC. Therefore, you
are encouraged to verify your physical therapy benefits by calling the Member Services 800 number on you insurance
card.

LIMITATIONS:
Your insurance policy may have specific limits of coverage for physical therapy benefits. Often, these limits include
other rehabilitative treatments such as occupational therapy and chiropractic care. In an effort to maximize your benefit
and avoid claims rejections for exceeding benefit limits, please answer the following questions:

1) Have you had physical therapy in 2010? Yes No

If so, was it for the same body part as now? Yes  No

Approximately how many visits did you have?

2) Have you had occupational therapy in 2010? Yes No
If so, was it for the same body part as now? Yes  No

Approximately how many visits did you have?

3) Have you had chiropractic care in 2010? Yes No

If so, was it for the same body part as now? Yes  No

Approximately how many visits did you have?

PAYMENT POLICY:

All payments (co-pays, deductibles and co-insurance) are due at the time of the visit.

Patient’s/Parent’s Signature Date

If you are not the guarantor of payment for the above named minor, please provide the office with the necessary
information. Otherwise, you will give us no option than to hold you financial responsibility for payment.

Guarantor Name Address Home # Work #

DO NOT CASH CHECK: N THE EVENT YOU RECEIVE PAYMENT DIRECTLY

FROM YOUR INSURANCE COMPANY, YOU MUST SURRENDER THE CHECK AND COPY OF
THE “EXPLANATION OF BENEFITS” TO OUR OFFICE IMMEDIATELY. FAILURE TO PROVIDE
INSURANCE CHECKS WILL MAKE YOU ACCOUNTABLE FOR FULL PAYMENT OF ALL CHARGES
OR YOU WILL BE HELD LIABLE FOR ALL TAXES AND POSSIBLE LEGAL PROSECUTION.  Rrev.05/10




Advanced Physical Therapy Center oF STAMPORD, LILC
203-359-8326

INSURANCE: This is a contract between vou and yvour insurance company, There are many different
insurance companies with various benefit plans and requirements. APTC will assist you in obtaining your
benefit quote however, your insurance carrier WILL MOT guarantee the accuracy of this information. For
specific information about your plan coverage and limitations please refer to your insurance handbook, vour
insurance web site or call the 800 number on your card. Depending on your plan, some APTC providers may
be in-network while others may be cut-of-network.

CHANGES IN INSURARCE COVERAGE: Itis your responsibility to motfy this office of any and all
changes in your insurance coverage. Failure to do so may result in a denial of coverage from your insurance
company, thus making vou financially responsible for payvment. Also, if your policy terminates for any reason,
you will be financially responsible for payment.

CO-PAYMENTS, CO-INSURANCE and DEDUCTIBLES are due on the day of service. Otherwise a $5.00
administrative fee will be added for each date of service vou do not make a pavment

NO-FAULT: Some patients have a medical payment rider on their auto insurance policy. Please provide this
information if you would like APTC to bill your auto carner. 1F vou do not have a medical payment rider, vou
may be required o get a “no med-pay” letter from your auto carrier so we can bill your private insurance
carrier. In addition, your private insurer may have procedures we must follow, so to avoid a denial of coverage
wi may need for vou 1o disclose vour medical payment balance. You will still be required (o pay your co-
payments, co-insurance and deductibles as we do not accept attorney letters of protection.

WORKER'S COMPENSATION: It is vour responsibility to notify this office immediately of any change in
vour workers” compensation status. If vou claims 13 contested and or denied, you will be responsible for
PaVMEnt.

MEDICARE: You are responsible for a vearly deductible. We will bill Medicare and your secondary
insurance carrier if you have one. You are responsible for any remaining balance up to the Medicare allowable

fee

REFERRALS: If your plan requires a “referral on file” from your primary care physician, it is your
responsibility to obtain this prior to your appointment. IF this is not obtained {or is not “on-file™ with your
insurance company) prior to your visit, you will be financially responsible for payment.

BILLING: We use an outside company 1o bill your insurance company and collect payments. If vou have any
questions regarding a bill, you can reach MMS at 914-366-6161,

NOTICE OF PRIVACY PRACTICES: [ understand that 1 have certain rights regarding my protected health
information under the Health insurance Portability and Accountability Act of 1996 (HIPPA). 1 acknowledge
that | may request a copy of Advanced Physical Therapy Center of Stamford LLC's Privacy Policy at any time.

Paticnt Mame Patient Sign‘a_['u.]re' Date

Cmmer mmem —

Guardian Name & Relationship Guardian Signature Date




Advanced Physical Therapy Center OF STAMEORD, 11O
203-359-8326

ASSIGNMENT & RELEASE: | authorize direct payment of medical benefits to Advanced Physical Therapy
Center of Stamford, LLC, 990 Symmer Street, Stamford, CT 06905, 1 also authorize the therapist and
Advanced Physical Therapy Center of Stamford, LLC to release all information necessary to secure the
payments of benefits. 1 authorize this signature on all insurance submissions.,

INSURANCE PAYMENTS: In the event that your insurance company issues payment directly to vouw, please
endorse the check to “APTC of Stamford LLC™ and send it with the Explanation of Benefits to this office
immediately. Failure to do will result in you incurring the TOTAL billed amount in addition o legal action

ADDITIONAL CHARGES:
A 1.0% monthly interest charge will be added 1o any unpaid balances after 30 days
A 520,00 fee will be added to all returned checks.
Attorney fees will be charged to resolve any outstanding balances

PAYMENT OPTIONS: We accept CASH, CHECK, MASTERCARD, VISA, AMEX and DINERS CLUB.
You must receive a receipt with EVERY cash payment.

RELEASE OF MEDICAL INFORMATION: 1 hereby authorize
Advanced Physical Therapy Center of Stamford, LLC to release and obain my medical records regarding my
condition which includes, but not limited to history, findings, diagnostic tests, diagnosis, prognosis, casual
relationship, office notes or pertinent data. This also authorizes telephonically, voicemail, facsimile, e-mail or
electronic data release of current medical and billing pertaining to my condition. [understand and agree that a
photocopy of facsimile of this authorization may be accepted to release or obtain information as though it were
an onginal.

Referring Physician initials
Prmary Care Physician initials
Insurance Carrier - initials -
Wmﬁn’s El:n?npcnﬁ-ﬂi ion only) initials o
Attorney (if applicable) initials o
S o

Patient Name Patient Signature Date

Guardian Name & Relationship Guardian Signature



