
 

Physical Therapy and Massage of CT, LLC     

 

TO ALL MEDICARE PATIENTS 

 If you are having ANY kind of HOMECARE (skilled nursing, visiting nurse, 

physical/occupational/speech therapy or home health aide etc.) you MUST inform the front 

desk immediately.  

Your insurance (Medicare) WILL NOT pay for physical therapy services at Physical Therapy 

and Massage of CT while you are receiving any Homecare services.  

Therefore, your visits at this office WILL NOT BE COVERED AND YOU WILL BE 

FINANCIALLY RESPONSIBLE FOR THESE SERVICES.  

I have read the above statement. I agree and understand and I will inform Physical 

Therapy and Massage of CT’s office of any home care services that I am receiving.  

In the event that my benefits are not available for this reason under Medicare Part B, I 

agree that I am financially responsible.     

Have you received any other PHYSICAL THERAPY THIS YEAR? Medicare has a limit on the 

number of visits. We need to know how many, so we can help you keep track. 

FINANCIAL POLICY  

Thank you for choosing us as your health care provider. We are committed to your 

treatment being successful. Please understand that payment of your bill is considered part 

of your treatment. The following is a statement of our Financial Policy that we require you 

to read and sign prior to any treatment.  



Medicare patients are responsible for the yearly deductible.  $183.00 for 2017 ______ 

 

If you do not have a secondary insurance, you are responsible for a co-insurance payment 

of 20% since Medicare only pays 80% of your treatment. Approximately  $16 per visit. ______ 



We accept cash and checks, visa and mastercard.          

 

 All co-insurance payments are due at the time of treatment. Your deductible will be 

billed to you when we receive the payment information from your insurance company. 

 

All Medicare patients who have reached their maximum allowance for the year will be given a self  

pay rate of $70.00 per visit. 

I have read the above polices  Please sign and date  

X   

 PATIENT/GUARDIAN/ RESPONSIBLE PARTY DATE 

Please read and initial 

Please read and initial 


