
Initial Evaluation: 

Day Date: Time: 
----- ---- ---

Catamount Physical Therapy 
Patient information form 

Please print and complete ALL items. If an item doesn't apply, put NIA

Patient Name: 
----------------------------

Last First Middle 

Address: 
------------------------------

Street City State 

Home Phone: Work Phone: Cell Phone: 

Zip 

------ ------- -------

Email Address: ___________ Date of Birth: / ___ / ___ Age: __ 

Sex: ___ Emergency Contact: ______________________ _
Name Home Phone Work Phone 

Responsibility Information: 
Who will be primarily responsible for the bill? ________________ _ 

I will be paying my share of financial responsibility by: Cash_ Check_ Credit Card __ 

PRIMARY Insurance Company: ______________ Phone#: ____ _ 

Primary Insurance: ID#: ____________ Group#: __________ _

SECONDARY Insurance Company: ______________ Phone#: ___ _ 

Secondary Insurance: ID#: ____________ Group#: ________ _ 

Policy Holder's Name: 

Last First Middle 

Policy Holder's Date of Birth: __ / __ / __ 

Address:--------------------------------
Street City State Zip 



Policy Holder's Employer: _______________________ _ 

Employer's Address: ___________________________ _ 
Street City State Zip 

Position: _________________________ Phone: _____ _ 

Referring Physician ______________ Diagnosis ___________ _ 

••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• 

IS THIS A WORKER'S COMPENSATION CLAIM? Yes_ No _Date oflojury: ____ _ 

IS TIIIS AN ACCIDENT CASE? Yes_ No_ VEHICLE_ OTHER _________ _ 

••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• 

I hereby authorize Catamount Physical therapy to furnish information to the insurance carriers 
concerning my treatment and hereby assign to the therapist(s) all payments for service rendered. I 
understand that I am responsible for all charges, even those not paid by my insurance. I 
understand that by signing I am giving my permission for treatment. I also authorize Catamount 
Physical Therapy to contact he insurance commissioner on my behalf, to assist me in receiving my 
full insurance benefits, if deemed necessary. 

SIGNATURE: ________________ DATE: ________ _ 

Signature for Minor (under 18 years of age) __________________ _ 







 

 

 
 

 
Effective January 1, 2018 the Center for Medicare and Medicaid Services (CMS) implemented a Financial Limitation, (or Cap), 
totaling $2,010.00 for Medicare Part B outpatient services for Physical and Speech therapy services. 

 
The purpose of this notice is to help you make an informed choice about whether or not you wish to continue to receive outpatient 
physical therapy after the Medicare Financial limitation has been met, knowing you will be financially responsible for these services. 

 
CMS’s financial limitation (Cap) will be applied in the following manner for your outpatient rehabilitation services: 

• Physical and Speech Therapy will share on $2,010.00 financial limitation (Cap) for both therapies combined. 
• Occupational Therapy services will have separate $2,010.00 financial limitation. 
• These financial limitations will be effective until December 31, 2018 unless otherwise changed or suspended by CMS. 

 
As Medicare providers, we are obligated to inform you of this financial limitation and Medicare’s determination that once the 
$2,010.00 financial limitation for Physical and/or Speech therapy benefit is met as described above, you will be financially 
responsible for any services provided, unless you qualify for a Cap exception as outlined below. As a courtesy, we will track the 
services you receive from us and notify you when the amount is close to meeting Medicare’s $2,010.00 financial limit. This will    
allow you to make an informed consumer decision regarding whether or not you want to continue therapy services and accept 
financial responsibility for the cost of any appropriate medically necessary continued care provided. 

 
The $2,010.00 financial limitation is your annual Medicare insurance benefit, regardless of which non-hospital based therapy 
providers deliver the service. If you received physical, occupational or speech therapy prior to attending therapy at our center, 
please be aware that those services will be included in your financial limitation total. Please assist us in ensuring you stay within the 
cap limits by informing our office of any physical or speech therapy services you have received between January 1, 2018 and today. 
We will be sure to include any self-reported amount in your beginning balance and notify you when you have reached the cap at   
our facility so you may make an informed decision about continuing care that is medically necessary beyond the financial limitation. 

 
Medicare Therapy Cap Exceptions 
Congress is in negotiations for provisions for exceptions to the Medicare Cap for which, once they are decided upon, you may 
qualify when therapy services beyond the financial limitation (cap) are medically necessary. Your therapist will discuss your status 
with you as you near the cap. If you have already exceeded your financial limit (cap) for the 2018 calendar year, your therapist will 
discuss your ability to qualify for further treatment under and exception (if the exceptions are approved by Congress) after your 
evaluation or re-evaluation. If you do qualify for an exception, you will be financially responsible for continued care beyond the 
limitation. Ask our staff what the estimated cost of items and services will be in the event that you do not qualify for an exception. 

 
 
 
 
 

Patient Signature Date 
 
 
 

This notice was adapted from CMS’s “Notice of Exclusion from Medicare Benefits” form and is not an all-inclusive list of excluded Medicare benefits. 
This notice pertains to Medicare’s financial limitation and excluded benefits beyond $1,980.00. 

 
 
 

 

R4 

 



 
 

Cancellation/No Show Policy/Consent to Treat 

Success in physical therapy depends upon keeping the prescribed number and frequency of visits: 
consistent attendance results in the most expedient and best outcome.  

Additionally, keeping your scheduled appointment shows respect for your physical therapist’s schedule. 
Our PT’s have appointments scheduled back-to-back, and often there is a waiting list of patients who 
were unable to fit in. If you do not show, or you cancel an appointment too late, this is a whole hour of 
wasted time for the PT and a lost opportunity for another patient to be seen.  

Therefore, in an effort to keep your care on track, maintain productive schedules at Catamount PT, and 
give all patients an opportunity to be seen, Catamount PT requires 24-hour notice for the cancellation 
of all scheduled appointments.  

There is a $30 fee for a cancellation without proper notice and a $50 fee for a “no show” (i.e., not 
showing up for an appointment without any communication). THIS FEE WILL NOT BE COVERED BY YOUR 
INSURANCE CARRIER. It is your responsibility and payment will be expected at next visit. 

After two missed appointments or three cancelled appointments, you may either be discharged from 
therapy or restricted to day-of-only appointment scheduling.  

We understand that extenuating circumstances sometimes occur, which is why we have implemented a 
“one-strike” policy: we will allow for one cancellation before charging a fee.  

I understand Catamount PT’s Cancellation/No Show Policy and my responsibility to plan appointments 
accordingly. I will notify Catamount PT if I have difficulty fulfilling my scheduled appointments.  

I give permission for Catamount PT to provide the medical treatment appropriate for my physical 
condition. 

I consent to the above, as indicated by my signature below:  

Patient signature/Date: _________________________________________________________________________ 

 

Witness Signature Date _________________________________________________________________________ 
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