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PATIENT REGISTRATION – PLEASE PRINT  

 
Patient ____________________________________________________________   Today’s date ___________________ 
                    Last name                          First name                           Middle Initial 
 
Address____________________________________________________________________________________________     

                                            City                   State             Zip        

Email ________________________________________��� � Initial  to provide  permission to contact you by email.  

 
 Phone (      ) ________________ (      ) __________________ (      )_________________ SSN# _____________________ 
      Home       Work          Mobile 

 
Birthdate ________________________  Sex     Male    Female    Marital Status Single Married Other  
 
Employed    Full time  Part time   Student  Full time  Part time 
  
Employer/School Name _________________________________Occupation ___________________________________ 
 
 
Employer’s address _____________________________________________________________________________________ 
                                                                                                  City                  State                     Zip 
 
Patient’s relationship to insured:  Self    Spouse    Child     Dependent 
 
 
Emergency Contact _____________________________________ Relationship to patient ____________________________ 
  
 
Emergency Phone Number (       ) ______________________ (      ) ____________________ (      ) _____________________ 
     Home     Work           Cell  
 
 
IF INSURED IS NOT THE PATIENT, PLEASE COMPLETE THIS  SECTION:  
 
Name of insured: ______________________________________Birthdate: ________________ Sex  Male  Female 
                               Last name                  First name             M.I.   
 
Insured’s address ___________________________________________________________________________________    
              City                  State               Zip 
 
Phone (      ) _______________  (     ) ______________  (      )______________  SSN# ____________________________

      home                             work                             cell  
       
Employer ______________________________ Employer’s address __________________________________________ 
                  City            State         Zip 
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PLEASE PROVIDE THE FRONT DESK WITH YOUR PRIMARY AND SECONDARY INSURANCE CARDS. 
 
 
Primary Insurance  _______________________ID number ____________________Group number __________________ 
 
Secondary Insurance ______________________ID number ___________________Group number ___________________ 
 
 
NOTE: We do not bill for secondary insurance plans. We require this information to ensure your provider is credentialed with your secondary 
insurance plan. 
    
Name of referring physician or nonphysician practitioner (NPP): ___________________________________________ 
                  First name  Last name                Designation 
 
Physician/NPP address: _________________________________________ ___________________________________ 
        City         State              Zip    
 
Physician/NPP phone number (      ) ____________________________  Fax number (      ) _______________________ 
 

 
IF THIS IS AN L&I CLAIM, PLEASE FILL OUT THE FOLLOW ING INFORMATION 

 
Labor and Industry Claim Number : ___________________________________________________________________ 
 
Claim Manager:  __________________________________  PHONE  (     ) ____________________________________ 
 

IF THIS IS A PERSONAL INJURY CLAIM, PLEASE FILL OUT  THE FOLLOWING INFORMATION 
 
Name of Auto Insurance Company:  ___________________________________________________________________ 
 
Adjuster/Claim Manager Name: _______________________________________________________________________ 
 
Claims Address: ____________________________________________________________________________________     
   Street                                 City    State     Zip 

Phone (     ) ____________________________          Claim #:  _____________________________ 
 
��� �   Please note that Co-pays are collected at the time of visit. 
��� �   Please note that we do not bill secondary insurance.  
 
Patient’s or authorized person’s signature: 

·  I authorize the release of any medical records or other information necessary to process this claim. 
 

Signed ______________________________________________________________   Date   _______________ 
 
Insured’s or authorized person’s signature:  

 
·  I authorize payment of medical benefits to MOVEMENT SYSTEMS PHYSICAL THERAPY, P.S.   
·  I hereby agree and consent to the plan of care proposed to me by the physical therapist to whom I 

have been referred.  I understand that I, or my authorized representative, have the right to decide 
whether to accept or refuse physical therapy services.  I will ask for any information I want to have 
about my physical therapy care and will make my wishes known to the practitioner and/or staff.  I 
understand that my insurance may deny payment based on non-covered services or medical 
necessity.  Any portion of charges not paid by the insurance company will be billed to me and is 
then due and payable within 30 days of invoice.   Payment plans are available.  

 
 
Signed ______________________________________________________________   Date   ______________ 
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INSURANCE BENEFIT WORKSHEET  

KEEP THIS WORKSHEET FOR YOUR RECORDS 
 

Today’s reimbursement climate is in a constant state of flux. It is not possible for our billing department to 
understand the details of each individual’s physical therapy coverage.  In order to assist you to fully understand 
your physical therapy coverage under your insurance plan, we have developed this questionnaire to be completed 
PRIOR to your first visit.  Though we also verify your benefits, this does not occur until after your first 
appointment.  Of critical importance for you to know PRIOR to your first appointment is 1) your CO-PAY amount 
and 2) whether your physical therapist is a PREFERRED PROVIDER for your plan.  All our physical therapists 
are not providers for all insurance plans.  If your PT is not a preferred provider for your plan, you will not be 
eligible for in-network benefits.  You may want to reschedule with another provider to receive in-network benefits.  

  
·  Insurance plan name or program name: ______________________________________ 
 
·  Member ID number:   _______________________Group number:  ________________ 
  
·  Customer Service phone number (w/area code) ________________________________ 
 
·  Name of customer service representative:_____________________________________ 
 
·  Insurance claim address: __________________________________________________ 
 
·  Date eligibility began:  ________________________ 
 
·  Deductible: $_________Co-pay: $__________Co-insurance: $________ 
 
·  Maximum allowable benefit for physical therapy: $________ # visits __________ 
 
·  Remaining $_____________# visits ________ for current year as of ____________________  
 
·  Is my physical therapist a PREFERRED PROVIDER for my plan?  yes    no  
 
·  If your company is an HMO or PPO, and we are NOT a provider for the plan, what is 
the benefit coverage for Movement Systems Physical Therapy, P.S.? (i.e., 60%, 80%, 
etc.). 
 
·  Does this plan require a referral (NOTE: a referral and prescription are not one and the same) from the primary care 
physician to Movement Systems Physical Therapy, P.S. for payment of services?   yes     no 
 
·  Does this plan require pre-authorization for physical therapy?  yes    no 
 
 
We realize that completion of this form is an added burden to you as a consumer, and we thank you 
very much for your assistance.  This completed form will provide you with important information 

regarding your physical therapy insurance benefits, and enable us to process your claim in a timely 
basis. 
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CRITICAL BILLING AND PAYMENT INFORMATION  
 
·  Today’s complicated reimbursement climate is in a constant state of flux. It is not possible for our billing 

department to understand the details of each individual’s physical therapy coverage.  It is your responsibility 
to fully understand all the details of your particular plan.   

 
·  Your deductible must be satisfied before the insurance company will pay for treatment.  You will be billed for 

any unsatisfied deductible amount.  
 
·  Office co-pays are due at the time of service. The co-pay amount on your insurance card may not be  the 
co-pay amount for physical therapy visits. You must obtain this information from your customer  service 
representative.  
 
·  Your co-insurance amount is the amount not covered by your insurance plan. The co-insurance amount is the 

patient responsibility. You will be billed for your co-insurance amount on a monthly basis.  
 
·  If your policy requires a prescription from your primary care physician (PCP) or non-physician practitioner 

(NPP), you must obtain a current prescription in order for your plan to pay for physical therapy services and a 
current prescription for the duration of your physical therapy care.  

 
·  If your policy requires a referral or pre-authorization on file, you will need to contact your PCP’s referral 

coordinator and ask that a current copy be sent to both your insurance company and our office.  
 
·  Be aware that prescriptions, referrals, and pre-authorizations have expiration dates and/or a set visit limit.  

Check to be sure your paperwork has not expired prior to your first visit. We will assist you in tracking 
expirations of prescriptions, referrals, or pre-authorizations once you have begun care with us.  

 
·  All our physical therapists are not preferred providers for all physical therapy plans. It is important for you to 

know whether your physical therapist is a preferred provider for your plan. If your PT is not a preferred/ 
provider for your plan, you will not be eligible for in-network benefits.  You may want to reschedule with 
another provider to receive in-network benefits.  

 
·  Rehabilitation benefits can include occupational therapy, speech therapy, massage therapy, or acupuncture. In 

addition, physician and chiropractor office can provide and bill for physical therapy services.  These services 
will be paid out of the same benefit limit. It is your responsibility to track benefits that you have utilized at 
other locations as we do not have access to that information.   

 
·  MSPT can ONLY TRACK your plan and prescription limits for services provided at MSPT. It is YOUR 

responsibility to track services received from other practitioners in other offices. If you exceed your plan 
limits, you are responsible for payment physical therapy services not covered by your plan.  

 
·  Though your plan may not require a prescription for physical therapy to process your claim, ALL plans do 

require that the services billed are medically necessary.  To assist in demonstrating medical necessity for 
your plan of care, MSPT policy requires a current doctor’s prescription for physical therapy services.  In the 
absence of a current prescription, you will be asked to sign a waiver agreeing to pay any patient balance due 
as a result of  denial of payment due to lack of medical necessity.   Prescriptions are current for 90 days unless 
otherwise specified. 

 
I understand the above issues regarding billing and payment of my physical therapy services.   
 
________________________________________    ________________ 
Patient signature        Date 
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BILLING AND PAYMENT POLICY 

 
Welcome to MSPT.  In order to budget for your physical therapy services, we would like to provide you with a brief 

explanation of our payment policy. 
 
For the best chance of reimbursement from your insurance carrier: 

·  We suggest that you contact your insurance company prior to your first appointment to determine your physical 
therapy coverage and providership stipulations.  Coverage depends upon your insurance company and the 
specific plan you have chosen.  We have enclosed a Billing Information Request Form to assist you in 
determining your coverage.   

·  To assist in demonstrating medical necessity for your plan of care, MSPT policy requires a current doctor’s 
prescription for physical therapy services.   In the absence of a current prescription, you will be asked to sign a 
waiver agreeing to pay any patient balance due as a result of  denial of payment due to lack of medical necessity.   
Prescriptions are current for 90 days unless otherwise specified.   

 
To assist you in your budget planning: 

·  The initial evaluation lasts approximately one hour and includes a written report to your referring provider.  We 
are providers for most major insurance companies. Please refer to your individual insurance company for 
information regarding your physical therapy benefit coverage. Our Billing Information Request Form can assist 
you in obtaining the most pertinent information from your insurance company’s customer service representative.  

·  Subsequent visits are based on your specific time needs with the physical therapist and the specific procedures 
performed.  All treatments are one to one with the physical therapist. Note:  Fees fluctuate depending on the 
procedure performed. Contact Rebecca O’Connor,  Billing and Collection Coordinator, at 206-405-1864, ext. 102 
or via email at roconnormspt@comcast.net  for more information.  

 
Payment plans are available upon request.  Please contact our Billing and Collection Coordinator for terms of a payment 
plan.  Co-pays are due at the time of service.  
 
Note: For patients without insurance coverage, or for those patients that have exceeded insurance benefits, a 20% discount 
is available for full payment at the time of service.   

 
Interest fees are applied to patient accounts exceeding 30 days past due.  A fee of $25 will be charged for any check 
returned by the bank for Non Sufficient Funds. 
   
This is an era of reduced insurance benefits, increased premiums, and greater time demands placed on your practitioners to 
furnish information, reports, letters of medical necessity, etc.  Therefore, there may be additional administrative charges if 
such information is requested. 
 
Financial Agreement:  
Private Pay: The undersigned agrees, whether signing as agent or patient, to be financially responsible to Movement 
Systems Physical Therapy, P.S. (MSPT) not paid by insurance.  I understand this amount is due upon billing.  MSPT offers 
a same day payment discount.  Please contact our billing and collections coordinator for further details.  
Insurance Coverage: I certify that the information I have provided for payment under government or private insurance is 
correct.  I hereby assign payment directly to Movement Systems Physical Therapy, P.S., with the exception of Medicare.  
Any portion of charges not paid by the insurance company will be billed to me and payable within 30 days of receipt.  I 
understand MSPT will verify my benefits, but that this does not guarantee payment by the insurance company and I will be 
responsible for all non-covered charges.  I understand that it is my responsibility to determine the coverage limits of my 
insurance.   
Payment Plan: Please contact our billing and collections coordinator for further details.   
 
Signature _____________________________________     Date _________________ 
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MOVEMENT SYSTEMS PHYSICAL THERAPY 

CANCELLATION POLICY 
 
 

PLEASE READ THIS POLICY BEFORE YOUR FIRST APPOINTME NT.  
YOU WILL BE ASKED TO SIGN THIS POLICY AT THE TIME O F YOUR FIRST 

APPOINTMENT.  
 

Patients are seen, at Movement Systems Physical Therapy, P.S., by appointment only.  Scheduling is 
based on a first come, first served basis.  It is advisable for you to schedule your appointments in four 
to six week intervals. 
 
In the event you need to cancel an appointment, we request at least 24 business hours notice. Your 
appointment time is very important to us.  If we do not get at least 24 business hours notice of your 
cancellation, we may not be able to schedule another patient who may need that time slot.  This is 
detrimental to us and to the patients we try to serve.   
 
Unfortunately, we have experienced patients canceling with less than 24 business hours notice or not 
showing for appointments.  Therefore, we have found it necessary to institute a $50 cancellation fee 
for patients scheduled for a 55 minute session who fail to provide 24 business hours advance notice 
($25 for 30 minute appointments).   
 
Repeated late cancellations or no shows are disruptive to the optimal delivery of care and may indicate 
a lack of commitment to your health and wellness.  As a result, 2 late cancellations or no shows, will 
result in discontinuing physical therapy. In the event that you are discharged from our care, your 
referring provider or case manager will be notified of the reason for discharge from physical therapy. 
We realize that emergencies do occur – late cancellation due to illness or family emergency is 
excluded from this policy.  
 
Arriving on time  for your appointment is also critical to the optimal delivery of care. Chronic late 
arrivals are disruptive to the successful implementation of your patient care plan. Arriving more than 7 
minutes late for 2 or more visits may result in discontinuing physical therapy. In that event, your 
referring provider or case manager will be notified of the reason for discharge from physical therapy.  
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Name: ____________________________ Date: _______________ Visit #: __________ 
 

FUNCTIONAL STATUS QUESTIONNAIRE  
 
The following information lets us know how you are doing TODAY .   Please complete this 3 PAGE 
questionnaire. We understand that by limiting your responses to how you are today, we may be 
catching you on a particularly good or bad day.  
 
Pain diagram 
Draw with / marks on the figures below where you feel pain TODAY . Use X marks to show where 
you feel numbness, tingling, or pins and needles TODAY .  

 

 

Visual Analog Scale 

Circle the face corresponding to the amount of pain you feel TODAY .  These faces show how much 
pain you are experiencing. The face on the far left indicates no pain.  The faces show increasingly 
more pain up to the one on the far right, which is the worse pain.  Score the chosen face 0, 2, 4, 6, 8, or 
10, counting left to right, so '0' = 'no pain' and '10' = 'very much pain.' 

 

           0 -------------- 2 ---------------- 4 --------------- 6 --------------- 8 ----------------10   
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OPTIMAL  

(Outpatient Physical Therapy Improvement in Movement Assessment Log) 
Difficulty Instrument 

(effort, struggle, exertion) 
Name: ____________________________ Date: _______________ Visit #: __________ 

 
Instructions: Please circle the 
level of difficulty  you have for each activity 
TODAY .  

Able to do 
without 
any 
difficulty  

Able to 
do 
with little 
difficulty  

Able to do 
With 
moderate 
difficulty  

Able to do 
With 
much  
difficulty  

Unable  
to do 

Not  
Applicable 

1.  Lying flat 1 2 3 4 5 9 
2.  Rolling over 1 2 3 4 5 9 
3.  Moving- lying to sitting 1 2 3 4 5 9 
4.  Sitting 1 2 3 4 5 9 
5.  Squatting 1 2 3 4 5 9 
6.  Bending/stooping 1 2 3 4 5 9 
7.  Balancing 1 2 3 4 5 9 
8.  Kneeling 1 2 3 4 5 9 
9.  Walking- short distance 1 2 3 4 5 9 
10.  Walking-long distance 1 2 3 4 5 9 
11.  Walking-outdoors 1 2 3 4 5 9 
12.  Climbing stairs 1 2 3 4 5 9 
13.  Hopping 1 2 3 4 5 9 
14.  Jumping 1 2 3 4 5 9 
15.  Running 1 2 3 4 5 9 
���������	
� � 1 2 3 4 5 9 
�������

	
� � 1 2 3 4 5 9 
����������	
� � 1 2 3 4 5 9 
����������	
� � 1 2 3 4 5 9 
������	��	
� � 1 2 3 4 5 9 
����������	
� � 1 2 3 4 5 9 
 
22.  From the above list, choose 3 activities you would most like to be able to do without any difficulty.   For example, if 
you would most like to be able to climb stairs, kneel, and squat, without any difficulty, you would choose: 1.   12    2.   8    
3.   5   List the activities in prioritized order of importance to you. 
1. ______  2.______  3. ______ 
 
23.  Thinking about all of the activities you would like to do, please mark an X at the point on the line that best describes 
your overall level of difficulty with these activities. 
 
 

 
 
 
 

                   I have extreme difficulty    I have no difficulty doing any 
     doing any of the activities    of the activities that I would  
     that I would like to do.      like to do.  
 
 
 

OPTIMAL 
(Outpatient Physical Therapy Improvement in Movement Assessment Log) 

For Office Use Only: ____ = trunk subscale    Score: ____ 
   ____ = lower extremity subscale  Score: ____ 
   ____ = ������������	����� ���
�   Score: ____ 
         Total:  ____ 
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Confidence Instrument 
(certainty, trust, belief) 

Name: ____________________________ Date: _______________ Visit #: __________ 
 
Instructions: Please circle the 
level of confidence you have  
for doing each activity TODAY .  

Fully confident 
in my ability to 

perform 

Very  
confident 

Moderate 
confidence 

Some  
confidence 

Not confident in 
my ability to 

perform 

Not 
applicable 

1.  Lying flat 1 2 3 4 5 9 
2.  Rolling over 1 2 3 4 5 9 
3.  Moving- lying to sitting 1 2 3 4 5 9 
4.  Sitting 1 2 3 4 5 9 
5.  Squatting 1 2 3 4 5 9 
6.  Bending/stooping 1 2 3 4 5 9 
7.  Balancing 1 2 3 4 5 9 
8.  Kneeling 1 2 3 4 5 9 
9.  Walking- short distance 1 2 3 4 5 9 
10.  Walking-long distance 1 2 3 4 5 9 
11.  Walking-outdoors 1 2 3 4 5 9 
12.  Climbing stairs 1 2 3 4 5 9 
13.  Hopping 1 2 3 4 5 9 
14.  Jumping 1 2 3 4 5 9 
15.  Running 1 2 3 4 5 9 
���������	
� � 1 2 3 4 5 9 
�������

	
� � 1 2 3 4 5 9 
����������	
� � 1 2 3 4 5 9 
����������	
� � 1 2 3 4 5 9 
������	��	
� � 1 2 3 4 5 9 
��������� �	
� � 1 2 3 4 5 9 
 
22.  Thinking of all the activities you like to do, please mark a X at the point on the line that best describes your overall 
level of confidence in performing these activities today:  
 
 

 
 
 
 
 
 

               I have no confidence that I    I have complete confidence 
               can do activities that I       that I can do activities that I 
               would want to do.      would want to do.  
 
 
 
 
 
 

 

 

For Office Use Only: ____ = trunk subscale    Score: ____ 
   ____ = lower extremity subscale  Score: ____ 
   ____ = ������������	����� ���
�   Score: ____ 
         Total:  ____ 


