
 Catalyst Physical Therapy and Diagnostics Payment Policy & Billing Procedures 

 We  strive  to  provide  our  patients  with  the  utmost  professionalism,  excellence  of  service  and  the  guarantee  of  privacy  as 
 mandated  by  section  164.520  of  the  HIPAA  Privacy  Rule  (located  at  Front  Desk).  Our  commitment  to  your  well-being 
 and  gain  of  your  physical  abilities  is  something  everyone  at  Catalyst  Physical  Therapy  and  Diagnostics  takes  very 
 seriously and we want you to understand your role in this process: 

 I  understand  that  payment  for  all  physical  therapy  services  is  my  responsibility  regardless  of  insurance  or  other  third-party 
 coverage. 

 I  understand  co-payment,  deductible  and  coinsurance  amounts  are  to  be  paid  at  the  time  of  service.  I  agree  to  pay  Catalyst 
 Physical  Therapy  and  Diagnostics,  PLLC  for  any  unpaid  portion  of  my  bill  upon  request.  In  the  event  a  check  is 
 dishonored, I am responsible to pay Catalyst Physical Therapy and Diagnostics a $35 returned check fee. 

 I  authorize  Catalyst  Physical  Therapy  and  Diagnostics,  PLLC  to  release  to  appropriate  agencies,  any  information  acquired 
 in  the  course  of  my  examination  and  treatment  necessary  to  secure  payment  for  services  provided.  I  also  understand  that 
 it  is  my  responsibility  to  understand  my  health  insurance  policy  and  coverage  and  if  special  authorization  from  the 
 insurance company is required prior to initiating physical therapy treatment. 

 Worker’s  Compensation  and  No  Fault  benefits  will  be  verified  however,  this  does  not  guarantee  payment.  In  the  event  of 
 denial,  the  account  will  become  my  responsibility.  I  can  request  that  Catalyst  Physical  Therapy  and  Diagnostics  bill  my 
 primary insurance and I will be responsible for any unpaid portions of my bill. 

 If  there  is  a  balance  on  your  account,  Catalyst  Physical  Therapy  and  Diagnostics  will  send  you  a  statement.  All  balances 
 are  expected  to  be  paid  in  full  upon  receipt  of  statement.  Payments  not  received  within  30  days  are  considered  past  due 
 and will be subject to late fees and/or interest penalties. 

 Failure  to  maintain  a  current  patient  account  may  result  in  placement  of  your  account  with  an  outside  collection  agency.  I, 
 or  my  representative,  understand  and  agree  that  in  the  event  it  should  become  necessary  to  place  my  account  with  an 
 outside  collection  agency,  I  will  be  responsible  for  collections  fees  up  to  30%  of  the  principal  balance  owed.  In  the  event 
 that  legal  action  becomes  necessary  to  collect  the  balance  due,  I  understand  that  I  will  also  be  responsible  for  attorney 
 fees, interest, and court costs incurred. 

 Cancel/No Show Policy 
 _____(  initials  )  This  is  to  advise  you  of  our  cancel/no  show  policy.  If  you  cancel  or  no  show  for  a  scheduled  appointment 
 without  24  hours'  notice,  you  will  be  subject  to  a  $55  fee.  Please  understand  missing  a  scheduled  visit  limits  others  from 
 receiving services for that day. 

 ______________________________  _______________ 
 Signature of Patient or Guardian  Date 



 *Pa�ent Name:____________________________________________*DOB:________________*SS#:________________ 

 If under 18, Responsible Party Name:____________________________________________________________________ 

 *Address:__________________________________________________________________________________________ 

 (House Number and Street)  (City)  (State)  (Zip Code) 

 *Primary Phone:____________________________  Cell  Home 

 *Email__________________________________________________ 

 *Is this a Worker’s Comp Claim?  Yes  No  *Car Accident?  Yes  No 

 *Have you been covered under Home Healthcare?  Yes  No  If Yes, date discharged:______________ 

 *Primary Insurance:_______________________________Subscriber’s Name:___________________________________ 

 DOB:_______________SS#_________________________ Subscriber ID#:_____________________________________ 

 Rela�onship to pa�ent:_______________________________ 

 *Secondary Insurance_____________________________Subscriber’s Name:___________________________________ 

 DOB:_______________SS#_________________________ Subscriber ID #:____________________________________ 

 Rela�onship to pa�ent:________________________________ 

 To whom do you authorize us to disclose your personal health informa�on? 

 Name:__________________________________    Phone:_______________    Rela�onship to Pa�ent:_______________ 

 Do you have any known allergies to latex, lanolin, or beeswax?  Yes  No (Please inform staff of addi�onal allergies.) 

 *Have you ever previously been a pa�ent of CPT?  Yes  No 

 *Please indicate  any  ways that you have heard of CPT: 

 TV Ad  Dr. Referral  Family/Friend:  (Who?)  ___________________________ 

 Online Ad  Seminar  Sponsorship  Event 

 Facebook  I’m a Gym Member  Radio  Ad  Saw Loca�on 

 Pa�ent Signature:  _____________________________________________________  Date:  _______________ 



 Have you EVER been diagnosed as having any of the following? 

 (  ) Type 1 Diabetes  (  ) Allergies, please list: 

 (  ) Type 2 Diabetes  (  )Rheumatic Fever 

 (  ) Asthma  (  ) Infectious Disease (Hepatitis, Tuberculosis) 

 (  ) Emphysema/Bronchitis  (  ) Kidney Problems 

 (  ) Hearing/Vision Impairment  (  ) AIDS/HIV 

 (  ) Seizures/Epilepsy  (  ) Obesity 

 (  ) Artificial joints, please list:  (  ) Healing problems/open wounds, if yes then list: 

 (  ) Dizziness or Vertigo  (  ) Osteoarthritis 

 (  ) High or low blood pressure  (  ) Medicated?  (  ) Rheumatic arthritis 

 (  ) Mental illness/Depression  (  ) Osteoporosis or Osteopenia 

 (  ) Dementia  (  ) Anemia 

 (  ) Heart Disease  (  ) Developmental or Growth Problems 

 (  ) Angina or Arrhythmia  (  ) Systemic Lupus 

 (  ) Pacemaker or Stent  (  ) Other Autoimmune Disease 

 (  ) Vascular Disease  (  ) Drug or Alcohol Dependency 

 (  ) Multiple Sclerosis  (  ) Thyroid Problems (High or Low) 

 (  ) Acute Respiratory Infection  (  ) Acute Pulmonary Heart Disease 

 (  ) Stroke  (  ) Pneumonia 

 (  ) Cancer                      If Yes, Date: ____________ 

 Describe: 

 (  ) Other 

 List Medication(s) or provide list with dosages:  List Medical/Surgical History: 

 Tobacco User: 
 Yes ___ 
 No  ___ 

 Body Mass Index: 
 Weight: _____ 
 Height:  _____ 

 Primary Care Physician: 

 ______________________________ 



 Pa�ent Health Ques�onnaire  - PHQ 

 Describe your symptoms:  _________________________________________________________________ 
 When did they start?  _________________________________________________________________ 
 How did they begin?    _  ________________________________________________________________ 

 How o�en do you experience your symptoms?  Indicate where you have pain or other symptoms: 
 1  Constantly (76% - 100% of the day) 
 2  Frequently (51% - 75% of the day) 
 3  Occasionally (26% - 50% of the day) 
 4  Intermi�ently (0% - 25% of the day) 

 What describes the nature of your symptoms? 
 1  Sharp  4  Shoo�ng 
 2  Dull Ache  5  Burning 
 3  Numb  6  Tingling 

 How are your symptoms changing? 
 1  Ge�ng Be�er  2  Not Changing  3  Ge�ng Worse 

 During the past 4 weeks:  None  Unbearable 
 Indicate the average intensity of your symptoms:  1        2        3        4        5        6        7        8        9  10 

 How much has pain interfered with daily tasks? 
 1  Not at all  2  A li�le Bit  3  Moderately  4  Quite a bit  5  Extremely 

 How much of the �me has your condi�on interfered with social ac�vi�es? 
 1  Rarely  2  Occasionally  3  Regularly  4  Frequently  5  Always 

 How would you rate your overall, general health?  1  Excellent  2  Very Good  3  Good  4  Fair  5  Poor 

 Who have you seen for your symptoms? ________________________________________________________ 
 What treatments have you received, and when? __________________________________________________ 
 What tests have you received, and when? (X-rays, CT scan, MRI, etc.) __________________________________ 

 Have you had similar symptoms in the past?           Yes         No 
 If so, who did you see for treatment? ___________________________________________________________ 
 If you are not re�red, a homemaker, or a student, what is your current work status? 

 Full-�me          Part-�me          Self-Employed          Unemployed          Other 
 What is your occupa�on? ______________________________ 

 Pa�ent Signature:  _________________________________________________________  Date:  ____________ 



 Diagnos�c Tes�ng Screening Tool 

 Pa�ent Name:___________________________________  Date:___________ 

 If you currently feel or have felt any of the following symptoms within the past month, or if you have been 
 diagnosed with any of the following condi�ons, please check the appropriate boxes. 

 This is a screening tool that can help your Therapist determine what diagnos�cs tests* may be appropriate 
 for you. 

 Please check all that apply: 
 Sec�on 1: 

 Low Back and Radia�ng Pain  Neck Pain and Radia�ng Pain 
 Numbness, Tingling, or Burning 
 Sensa�on in the Legs or Feet 

 Numbness, Tingling or Burning 
 Sensa�on in the Arms or Hands 

 Weakness in the Legs or Arms  Loss of sensa�on in Hands/Feet 
 You have Diabetes or Neuropathy  Daily alcohol 3 glasses or more 
 Thyroid Dysfunc�on  Muscle Disease/Muscle Cramping 

 Sec�on 2: 
 Tendini�s/Bursi�s/Arthri�s  Shoulder Pain or Instability 
 Elbow Pain or Instability  Wrist-Hand Pain or Instability 
 Hip or Knee Pain or Instability  Ankle-Foot Pain or Instability 

 Sec�on 3: 
 Blurred Vision  Hearing Problems 
 Dizziness or Ver�go  Headaches 
 Unsteady Gait  History of falls due to dizziness 
 Hypertension  Hypotension 
 Anything else you consider important: 

 Pa�ent Signature:  ___________________________________ 
 *Electromyography/Nerve Conduc�on Studies, Autonomic System Tes�ng, Somatosensory Evoked Poten�als, Auditory & 
 Visual Evoked Poten�als, Musculoskeletal Ultrasound, Ves�bular Tes�ng. 



 Catalyst PT Missed Visit Policy 

 At Catalyst Physical Therapy and Diagnostics, our goal is to help all patients fully recover from injury and illness. At the end of your 
 initial appointment, your physical therapist will provide you with a plan for your care based on their expertise and your goals. 

 Patients who attend all their physical therapy visits are 93% more likely to fully recover from an injury whereas those that miss even one 
 visit have a lowered potential for recovery. We do what we do to make sure YOU, and all our patients, have the best chance at 
 recovery; but we need your participation in the plan of care to make that happen. To prevent others from having to wait for their care, 
 we also need your compliance with our attendance policy. 

 Please read our policy and sign at the bottom indicating you understand our expectations and our policy. 

 1.  As experts, we know that you will not reach full recovery if you do not attend your appointments. To make sure you have the 
 best chance at recovery, you’ll need to schedule and arrive for your prescribed visits. 

 2.  We will begin your treatment sessions on time, so we need you to arrive at least 5 minutes prior to your appointment time, 
 dressed for your session, and ready to begin at your scheduled appointment time. 

 3.  If you’re running late, we need you to call as soon as you know you’re running late. We will check with your provider to make 
 sure there’s enough time to provide the care you need and deserve. 

 ●  If you are more than 15 minutes late, your session may need to be rescheduled and our missed visit policy will apply 
 at that time. Chronically late patients will be asked to change their appointment times. 

 4.  If you are sick at any time during care, we need you to call us as soon as you have symptoms. Please don’t wait for the day of 
 your appointment. At that time we will provide a plan for what happens next. 
 Example: If you’re sick on Monday but your appt is Wednesday, let us know Monday. 

 5.  If you need to cancel or change a scheduled appointment, for any reason, we need you to call during business hours the day 
 prior by 2pm. 

 ●  This allows enough time to get you rescheduled AND help another patient get in for the care they need and deserve. 

 ●  When you call to cancel an appointment, have your schedule ready as we will reschedule you right away. 

 6.  If you don’t provide 24 hour notice for an appt change or cancellation, you will be charged a $55 fee. 
 ●  This fee is your responsibility and is due at the time of your next service due to the inconvenience and disruption it 

 creates for other patients seeking care. 
 ●  We will comply with payer policy in carrying out this policy. 
 ●  For worker’s comp patients, we’re required to notify your claims adjuster for cancellations and no-shows. 
 ●  No-show appointments create problems and confusion and are not accepted. Call for any change or update. 

 7.  Patients who have multiple same-day cancellations or no-shows, will be removed from the active schedule, and placed on our 
 day-to-day list to avoid future last-minute cancellations that keep other patients from care. 

 As I’m sure you understand, one patient’s late (or lack of) notice for appointment changes or cancellations, keeps other patients from 
 getting the care they need and deserve. You can avoid any problems with this policy by calling our office between 8am-5pm - at least 
 24 hours notice an advance for any illness, appointment changes or cancellations. 

 Dr. Jennifer Hauskey, Catalyst Physical Therapy and Diagnostics 

 This policy has been verbally reviewed with me and by signing below I am indicating that I understand this policy. 

 __________________________________________________           _______________________________                 ________________________ 

 Pa�ent Signature  Catalyst PT Rep Signature  Date 


