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Your Child is Worth It! 
 

 

Jacqueline Mast, PT,MSEd,FAACPDM 
kid whisperer 

physical therapist 
expert: infant/toddler behavior & development 

………………. 
 

 980 Forest Ave #100, Portland, ME 04103 
phone 207 689 6278    fax 207 747 4107 

info@mastclinic.com 

INSURANCE COVERAGE 

There are many insurance plans and some change periodically. Unfortunately we cannot know the specifics of each 

plan. It is your responsibility to know your child’s healthcare benefits. Your contract is between you and your 

insurance plan. MAST CLINIC is not party to that contract. If your health insurance requires a specific co-pay or 

deductible, you are legally obligated to pay that amount to Mast Clinic for services provided. 

Contact your health insurance company regarding physical therapy (PT) coverage for your child.  

You want to tell them:  “ My child has been referred for physical therapy evaluation and treatment” 

 

Child’s name:______________________________________________________date of  birth:__/__/____ 

 

Insurance company:_____________________ Certificate #:_____________________________________ 

 

Please record the following information : 

Who you talked to at the insurance company:____________________________Date __/__/____Time____ 

 

Coverage for physical therapy services at Mast Clinic____________________________________________ 

 

Co-pay (to be paid at time of service) or percentage I will be responsible for_________________________ 

 

Does my plan require a deductible for the calendar year before coverage begins?_________________  

If yes, amount________________ Has deductible been met for this year?__________________________ 

 

Are there a limited number of PT sessions covered per year?______If yes, number of sessions covered_____ 

 

Is there a limited dollar amount covered per year?_________ If yes, amount_____________________ 

 

Is it a requirement that I get a referral and/or prior authorization before my child sees a physical therapist?__ 

If yes, who do I contact?________________________________ Phone ______________________ 

 

If referral is required, call your child’s primary care physician’s office with the above information. Ask that your child’s 

doctor make a referral for physical therapy evaluation and treatment, then please record the following information : 

Who you talked to at doctor’s office:___________________________________________Date:__/__/____  

 

If you need assistance from Mast Clinic regarding coverage and payment, 

contact Briana at 207 310 2863 or briana@asyst2bill.com 

mailto:briana@asyst2bill.com

