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

 
Name: __________________ Date: ____________ Insured: ______________________ 
 
I understand that Medicare has a cap of $1810.00 beginning January 1, 2008. 
 
My Medicare Deductible of $135.00 has been  MET  /  NOT MET  for the year. 
 
Have you received physical therapy this year?   Yes  No 

If so, how many visits did you attend?               
 
Have you received speech therapy this year?    Yes  No 

If so, how many visits did you attend?                                                                  
 
Have you received any “home care” services this year?  Yes  No 
 (this includes nursing, aides or therapy in your home) 
 
Have you been discharged from all “home care” services? Yes  No 
 If no, what agency provides services to you at home? _______________ 
 
I verify Medicare is my primary insurance carrier and I understand that it will pay 80% of the 
Medicare fee schedule. 
 
Secondary insurance carriers will cover some or all of the remaining 20% co-insurance, 
HOWEVER, THIS IS DETERMINED BY YOUR SPECIFIC SECONDARY 
INSURANCE POLICY.  You will be responsible for any remaining balance that your 
secondary will not cover.  If you have any questions about your secondary insurance coverage 
for outpatient therapy services, you should call your carrier directly. (See the 800-phone number 
on your secondary insurance card).  Please be advised, that under most circumstances, the 
waiver of deductibles or co-payments by a facility is prohibited under the Medicare rules 
and regulations.   
 
PAYMENT POLICY 
The Advanced Physical Therapy Center of Stamford, LLC (APTC) requires payment of 
deductibles, co-insurance and co-payments at the time of service. APTC will bill your insurance 
carrier directly, submitting the necessary documentation. However, any misrepresentation of 
benefits or changes made on the part of your insurance carrier(s) will become your 
responsibility.  
 
 
Patient signature: __________________________________________________  Date: _____________ 
 
If patient unable to sign, name of legal guardian:_________________________________ 
 
Guardian signature:_______________________________________ APTC STAFF _________________ 


