
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:  IN 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.    Rev. 05/10 






