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Pediatric Therapy Specialists of Atlanta, LLC
Speech, Language, Feeding             
3245 Peachtree Parkway, Suite D

Suwanee, GA 30024

Tel: 678-481-0536     


PATIENT INFORMATION:
Name:
_______________________________________________________________________

Date of Birth: __________________________________________________________________

Address:_______________________________________________________________________


________________________________________________________________________

Phone:
_______________________________________________________________________



Social Security Number: _________________________________________________________

Parent / Legal Guardian Name(s):___________________________________________________

Parent Date of Birth: ____________________________________________________________

Parent Address (if diff than above): __________________________________________________

Parent Social Security Number: _____________________________________________________
Parent’s Employer: ______________________________________________________________
Name of Insurance: _____________________________________________________________________

Member Number: ___________________________________________

Insured Name: ________________________________________________________________________

MEDICAL INFORMATION

Current Medications / Allergies (if allergies are not known or are not present, please indicate with NKA): 

         ______________________________________________________________



         ______________________________________________________________



         ______________________________________________________________

Please list the following information:


Complications with pregnancy: ________________________________________________


Complication with birth: ______________________________________________________


Accidents: _________________________________________________________________


Operations: ________________________________________________________________


Illnesses: __________________________________________________________________

Are all immunizations current? __________

Concerns / reason(s) for seeking treatment: _____________________________________________


_________________________________________________________________________

What goals would you like to accomplish in therapy? ____________________________________


_________________________________________________________________________


DEVELOPMENTAL HISTORY

Birth History:

Was the pregnancy full term? If not, how many weeks? ____________________________________________

Were there any complications with delivery?  ____________________________________________________

Were there any feeding difficulties after birth?  ___________________________________________________

Did your child pass a newborn hearing screening at birth?  __________________________________________

Developmental History:

Did you child use a pacifier or suck their thumb? __________________________________________________

Has your child had a vision screening? Are there any concerns regarding vision?_________________________

Has your child had a hearing screening? Are there any concerns regarding hearing? ______________________

Does your child have a history of frequent ear infections? ___________________________________________

Does your child use alternative ways to communicate, such as gestures, pointing, sign language, pictures, AAC device?  __________________________________________________________________________________

At what age did your child do the following? Indicate “N” if they have not accomplished it.

Communication:

Smile   _________

Laugh   _________

Babble or coo   _________

Gesture or point   _________

Wave   _________

Say their first Word   _________

Put 2 words together   _________

Use short sentences   _________

Feeding

Drink from a bottle   _________

Try finger foods   _________

Eat from a spoon   _________

Eat from a fork   _________

Drink from a sippy cup   _________

Drink from an open cup   _________

Motor Skills

Roll over   _________

Crawl   _________

Stand   _________

Walk independently   _________

GUIDELINES FOR THERAPY
Welcome to therapy.  I look forward to serving you and your family.  Please take a minute to read the information and guidelines below to help you understand the therapy process.

· As your therapist I will always try to be timely to therapy sessions.  Please inform me as soon as possible regarding cancellations, illness, vacations, etc. 

· Please inform me of any concerns or questions you have.  All requests and needs will try to be met

· Please inform me of any changes in physicians, medications, other therapies, etc.  We would like to stay informed regarding your child’s complete medical care.

· A yearly evaluation is typical and if the patient has already had an evaluation for that year, it will be honored as the evaluation until the yearly date.  At times, special circumstances may require different treatments or special instruction. You will be informed of these circumstances and resulting action prior to initiation of an action.

 Please think of a comfortable and non-distractible place to have treatment in your house, daycare, or school setting.  The therapist will bring some toys and therapy materials; however, please have some of your child’s favorite toys available during treatment.  

PARENT OR GUARDIAN SHOULD BE PRESENT IN THE HOME AT ALL TIMES THROUGHOUT THE THERAPY VISIT.  

ATTENDANCE
I agree to be present for all scheduled appointments. If I am unable to attend a session, I will inform Jennifer Morris-Scott and Pediatric Therapy Specialists of Atlanta, LLC with at least 24 hours’ notice via phone call or text. I understand cancellations with less than 24 hours’ notice or not being present when the therapist arrives at your house (No Show) will result in a fee of $25. In the event myself or my child are ill or injured, the 24 hour notice will be waived. I understand frequent cancellations or No Shows will result in a meeting or discussion of barriers with possible alternatives to aid the family.

CONSENT FOR TREATMENT

I, ______________________ (caregiver’s name), knowing that _______________________ (child’s name) has a diagnosis requiring speech therapy treatment, voluntarily consent to such care for the aforementioned child by Jennifer Morris-Scott, MA, CCC-SLP of Pediatric Therapy Specialists of Atlanta, LLC as may be beneficial in the professional judgement of the therapist.

In my absence, I consent that _______________________ (child’s name) may receive speech therapy under the care of __________________________________________________________

(List all caregivers, teachers, daycare providers, etc. that may be present during therapy in your absence.)

USE OF TECHNOLOGY

I understand that there are a variety of means of technology available for use during therapy sessions and for communication outside of a session. I acknowledge that the safety of communication via phone, text, email, or other means is not guaranteed. In addition, I give permissions to photograph and video your child as a means of record keeping and documenting. I also give permission for photos and videos to be used in home programming or treatment materials, as needed. 

I give consent for therapy services to be delivered in person or via teletherapy, if needed. Teletherapy includes therapy delivered through but not limited to telephone, video, internet, smartphone, tablet, desktop, or other electronic means. I further acknowledge that websites, apps, or other electronic resources may be recommended during therapy but Jennifer Morris-Scott nor Pediatric Therapy Specialists of Atlanta, LLC are responsible for the content on these sites. 

Your communications as well as assessments and treatment notes will become a part of clinical record, referred to as Protected Health Information (PHI). These will be stored in a secured site in a HIPPA compliant format. You may withdraw or change your authorization at any time in writing during the course of your treatment.

· Email: OK to email this address ______________________________________________

· Texting: OK to text to this number ____________________________________________

· Phone: OK to call this number_______________________________________________

AUTHORIZATION FOR RELEASE OF INFORMATION
I hereby authorize Pediatric Therapy Specialists of Atlanta, LLC to release all medical information of the above-named patient to all billing entities and regulating agencies as required by law. I also authorize the release of all medical information to the recipients listed below. This authorization includes the release of reports, test scores, correspondence, and other relevant information. This authorization also allows for phone consultations, meetings, written correspondence and other appropriate means of communication between the authorized recipients and Jennifer Morris-Scott, MA, CCC-SLP. I understand that I may revoke this authorization at any time by sending written notification to Jennifer Morris-Scott, MA, CCC-SLP of Pediatric Therapy Specialists of Atlanta, LLC.

III. RECIPIENT(S) OF AUTHORIZATION:


Name: 




Name: 


Address:




Address: 


Address:




Address: 


Phone:





Phone: 


Name: 




Name: 


Address:




Address: 


Address:




Address: 


Phone:





Phone: 

FINANCIAL RELEASE

I understand that the services or items I have requested to be provided to me may not be covered under current billing entities as being reasonable and medically necessary for my care. I understand that all billing entities determine the medical necessity of the services or items that I request and receive. I also understand that any applicable co-payments for services are required on the date of service. Any amount, including but not limited to co-payments and cost participation amounts, not paid within three months of the date of service will be subject to an interest rate of 1% per month and will be subject to collections. In addition, the patient will be put on hold or discharged until payment is received. I further understand that I am responsible for payment of services or items I request and receive if these services or items are determined not to be medically necessary for my care. Payment will be applicable for all dates of services received after a billing entity has determined that service not to be medically necessary. My signature below indicates authorization for payment to be sent directly to Jennifer Morris-Scott or Pediatric Therapy Specialists of Atlanta, LLC for any claims submitted to an insurance company or Medicaid on my child's behalf.  This form has been fully explained to me and my signature certifies that I understand its contents and accept the terms. 
I, 
, authorize Pediatric Therapy Specialists of Atlanta, LLC

to bill for and receive payment for therapy services rendered to __________________(Child’s Name)
from his/her insurance company.

Date 

Patient and/or Guardian Guarantor Signature 

I, _____________________________________ on behalf of _____________________________ have received 

   (Name of parent or legal guardian)
                  

 (Child’s Name)

a copy of Pediatric Therapy Specialists of Atlanta, LLC Patient Rights as well as Notice of 
Privacy Practices.
Signature
___________________________________________________      Date  ___________________

NOTICE OF OUR PRIVACY PRACTICES


In 1996, the Federal Government established uniform privacy and security standards to protect patients’ medical information.  The standard is known as the Health Insurance Portability and Accountability Act (HIPAA).  This notice was effective April 14, 2003.

The purpose of this notice is to ensure that you (the health-care recipient) or your designated representative are aware of your rights to ensure the privacy of your healthcare information. Jennifer Morris-Scott of Pediatric Therapy Specialists of Atlanta retains the right to update this notice at any time.  To obtain the most recent notice, please submit a request in writing to Jennifer Morris-Scott, Privacy Officer of Pediatric Therapy Specialists of Atlanta, LLC at the address listed above.  The following is a condensed version of Pediatric Therapy Specialists of Atlanta’s Notice of Privacy Practices.

1. Privacy of Patient Information

We have created a record of the services and treatment that you receive through Pediatric Therapy Specialists of Atlanta, LLC. The privacy of your medical information is important to us and we are committed to protecting it.  We are required by law to keep your medical information private and notify you of our legal rights and privacy practices.

2a. Use and Disclosure of Patient Information

Your medical information will be used for treatment, payment, and operations to maintain the highest quality of care possible.  HIPAA allows disclosure of this information to your designated/authorized next of kin, licensed healthcare providers involved in your care, and other healthcare entities including insurance companies, state and federal regulation agencies, as well as law enforcement agencies in the interest of public safety.  If you are involved in a lawsuit or a dispute, we may disclose medical information about you in response to a court or administrative order, subpoena, discovery request, or other lawful process.  Any other uses and disclosures of your personal health information will be made only with your written authorization.  You make revoke such authorization in writing and we are required to honor and abide by that written request, except to the extent that we have already taken actions relying on your authorization. You, the patient, however, reserve the right to request in writing restrictions on certain uses and disclosures. In addition to the above entities, Pediatric Therapy Specialists of Atlanta, LLC may communicate with many persons on my behalf for my course of treatment and my health condition:  for example, Treating Physicians, Therapists, Billing Service Provider, Daycare, School System, etc. 

2b. Additional Use and Disclosure of Information

In addition to the above entities, I give permission for Pediatric Therapy Specialists of Atlanta, LLC to leave detailed messages about therapy on my home or cell phone voicemail about my child. 

2. Your Rights Regarding Medical Information About You

You have the right to inspect and copy your personal health information kept on file with Pediatric Therapy Specialists of Atlanta, LLC. ( You have the right to amend information we have about you that is incorrect or incomplete.  ( You have a right to request restrictions on the medical information we use or disclose about you for treatment and payment.  ( You have a right to an accounting of disclosures we made of medical information about you.  ( All of the above requests may be submitted in writing to the Privacy Officer of Pediatric Therapy Specialists of Atlanta, LLC at the address listed above.

3. Patient’s (or Designator’s) Personal Communication:

Communication of confidential information, including services, will be made by a number of means including U.S. mailing address, telephone, and / or fax.
4. Patient’s Access to Medical Information

You have the right to see and obtain a copy of your medical records at any time.  You may request changes in your health information and request the reason for any disclosure (not including treatment, payment, and healthcare procedures). If Pediatric Therapy Specialists of Atlanta, LLC does not agree with your changes, you must be allowed to insert a statement of disagreement into the record. Pediatric Therapy Specialists of Atlanta, LLC is not required to agree to your requested restrictions.  However, if we agree, the restriction is binding.

5. Confidentiality of Patient Information

Pediatric Therapy Specialists of Atlanta, LLC will attempt in all cases to preserve the confidentiality of all oral and written medical information.  This includes progress information at the end of treatment sessions, written information and electronic transmission of information to physicians, insurance companies, state and federal entities, and law enforcement agencies in the interest of public safety. Pediatric Therapy Specialists of Atlanta, LLC will not be held responsible in the event of natural disasters, theft, or burglary of their physical and electronic property, having taken reasonable precaution.

6. How to File a Complaint

You may file a complaint if you feel that your privacy rights have been violated. Pediatric Therapy Specialists of Atlanta, LLC will not retaliate against you if you file a complaint.  You may file a formal, written complaint with us at the address above, or with the Department of Health & Human Services, Office of Civil Rights, in the event you feel your privacy rights have been violated.

