Total Therapy

Speech, Occupational, Physical Therapy

& Early Intervention

DATE: ​​​____________________




DOB:_________________

PATIENT NAME: ________________________________________
SEX: MALE 􀀀FEMALE 􀀀

ADDRESS: _____________________________________CITY_________________ZIP_________ 
PHONE #: ________________CELL #:________________ EMAIL: ____________________

FATHER’S NAME: _______________________________________ SS# __________________ DOB ____________

PLACE OF EMPLMNT_____________________________________ OCCUPATION_______________________ WORK NO: _____________

MOTHER’S NAME: ______________________________________ SS# ___________________ DOB __________________

PLACE OF EMPLMNT_____________________________________ OCCUPATION_______________________ WORK NO: _____________

GUARDIAN: ______________________________ PHONE #: __________________

IF NOT BIOLOGICAL PARENT, COURT DOCUMENTS MUST BE PRESENT AT THE INITIAL VISIT.

PERMISSION TO: LEAVE MESSAGE ON ANSWERING MACHINE 􀀀YES 􀀀NO / PLACE OF EMPLOYMENT 􀀀YES 􀀀NO
REFERRING PHYSICIAN: __________________________________ PH# _____________________

MAILING ADDRESS: _____________________________________ Fx# _____________________

PRIMARY CARE PEDIATRICIAN: ______________________________ PH# _____________________

MAILING ADDRESS: _____________________________________ Fx# _____________________

DIAGNOSIS: ______________________________________________________________

BRIEF MEDICAL / HISTORY CONCERNS ___________________________________________________________________

______________________________________________________________________
INSURANCE CO: _______________________________ INSURED’S NAME: _____________________

ID #: ______________________________________GROUP #: __________________________

PHONE #: ___________________________________ MEDICAID #: ________________________

SECONDARY INSURANCE CO: ______________________ INSURED’S NAME: _____________________

ID #: ______________________________________GROUP #: __________________________

If the parent/legal guardian is unable to bring the above named patient for therapy/evaluation, I hereby authorize the following individuals to accompany my child and make healthcare decisions in my absence and I give consent for all evaluation/ treatment to be rendered.

Name: ______________________________________________ Relationship to Patient: _______________________________________

Name: ______________________________________________ Relationship to Patient: _______________________________________
WHO MAY WE THANK FOR REFERRING YOU TO OUR OFFICE?_________________________________

If any changes occur in the information above, please notify Total Therapy in writing.

______________________________________
________________________
Signature: 






Date:

IF INFORMATION ABOVE IS THE SAME, PLEASE:

_________
_________

_________
_________

_________
_________

INITIAL 

DATE 


INITIAL 

DATE 


INITIAL 

DATE
TOTAL THERAPY:  Insurance Authorization and Assignment of Benefits 
· I hereby authorize Total Therapy to furnish all information to insurance carriers and/or Medicaid concerning (Patient’s Name)____________________________ , diagnosis and or treatments. I hereby assign to Total Therapy (providers) all payments for therapy and related services rendered to my dependents.

· Should the insurance company send payment directly to me, I will endorse said check over to Total Therapy. ___________ (initials)

· I understand that I am responsible for any amount not covered by insurance: this includes any course of treatment that is not a covered benefit, including DME products. __________ (initials)
· I understand that I am responsible for notifying Total Therapy of any changes in my insurance coverage. If I am delinquent in updating this information and charges are denied, I understand that I am responsible for these charges. __________(initials)
· I understand that I may be charged 1.5% interest rate per month on any unpaid balance and that I am responsible for any costs incurred in collection of said balance should that become necessary. _________(initials)
· I understand that I will be charged a $25 fee for “No Show” appointments. __________ (initials)
· I authorize Total Therapy to initiate a complaint to the Insurance commissioner for any reason on my behalf. __________ (initials)
My signature below indicates I understand and accept this policy.
___________________________
_________________________

____________
Signature of legal guardian 

Printed Name 



Date
Consent to release and obtain medical information, or information relating to treatment and health care operations

I, ______________________________ ,(name of patient representative) do hereby consent to Total Therapy and any physicians, agencies, schools, health care providers, or authorized agents examining or treating the above named child/patient to use or disclose protected health information for treatment, and payment for health care operations.
____________________________________________

_______________
Signature






Date
Patient’s health care information will not be disclosed to the individual(s) listed below until you notify us otherwise in writing._____________________________________________________

____________________________________________________________________________
____________________________________________

_______________
Signature 






Date

Total Therapy
7243 US Hwy  301 S. Suite A 
Riverview, FL. 33578
Phone: (813) 663-9828 Fax: (813) 677-5471
SUMMARY OF PRIVACY PRACTICES

This summary of our privacy practices contains a condensed version of our Notice of Privacy Practices.

Our full-length Notice is available at the front desk.

Effective Date: January 1, 2007

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.

We understand that your medical information is personal to you, and we are committed to protecting the information about you. As your physicians, we create medical records about your health, our care for you, and the services and/or items we provide to you as our patient. By law, we are required to make sure that your protected health information is kept private.

How will we use or disclose your information?

Here are a few examples (for more detail please request a full-length Notice)

For medical treatment.

To obtain payment for our services.

   To avert a serious threat to health or safety.

In emergency situations.

For appointment and patient recall reminders.

To run our Practice more efficiently and to ensure all our patients receive quality care.

In response to certain requests arising out of lawsuits or other disputes.

If you believe your privacy rights have been violated, you may file a complaint with the Practice or with the Secretary of the Department of Health and Human Services. To file a complaint with the Practice, contact our office manager. All complaints must be submitted in writing. You will not be penalized for filing a complaint.

You have certain rights regarding the information we maintain about you. These rights include:

To request confidential communications 
The right to amend

The right to an accounting of disclosures 
To request restrictions

The right to inspect and copy 
A paper copy of this notice

CONSENT FOR TREATMENT
I hereby give my permission to the staff of Total Therapy to carry out all necessary diagnostic, assessment, and treatment activities which will address the needs of the patient named above.
___________________________
_________________________

____________
Signature of legal guardian 

Relationship




Date
I acknowledge that I have read a copy of the Total Therapy “Notice of Privacy Practices.”

I have read and understand the above and agree to comply.
___________________________
_________________________

____________
Signature of legal guardian 

Relationship




Date
A photocopy of this Assignment shall be considered as effective as the original.

This entire consent is valid from date of signature until closure of all patient’s files.
TOTAL THERAPY

RELEASE OF PATIENT INFORMATION

Total Therapy provides this form to comply with the Health Insurance Portability and Accountability Act of 1996 (HIPAA).
I hereby authorize Total Therapy to request and l or send any relevant

medical information to the following:

Primary Care Physician: __________________________________________________

Address: ______________________________________________________________

Phone:_____________________________ Fax:____________________________

Other Physician: ________________________________________________________

Address: _____________________________________

Phone: ___________________________  Fax: _______________________

Individual/ Company: _____________________________________________________

Address: _______________________________________________________________

Phone: ___________________________  Fax: ______________________

Patient Name: _______________________________________

Date of Birth: _______________________  SS#: ______________________

Print Parent/Legal Guardian Name:__________________________________________

__________________________________________            ____________________

Signature of Parent/Legal Guardian


              Date
TOTAL THERAPY ATTENDANCE AGREEMENT

Client Name: _____________________  Date of Birth: ___________________

Welcome to Total Therapy. Beginning in a therapy program is a big step and a

real commitment. We also need your commitment of consistent attendance and

diligent effort to make our partnership a success. We know that there will be

times when you will not be able to keep your therapy appointment; cars break

down, people get sick, etc.

*If you must cancel a therapy session, we ask that you call us as far in advance

as possible.

We feel strongly that consistent attendance is important to the success of your

child.

If you cannot consistently attend your therapy sessions, you will be removed from

the schedule. You will be given the opportunity to reschedule at a time/day that

may make it easier for you to attend if schedule permits.

We ask you to follow the procedures listed below so that our services to you can

be provided to you in the most effective way possible.

I understand that if the commitment becomes difficult for me to meet, I can

discuss the problem with my therapist(s) and we can work toward a solution.

I agree to abide by these procedures:

1.   If you need to cancel or reschedule an appointment, you must give 24 hours notice.  If you cancel with less than 24 hours notice, it is considered a NO SHOW. 
2.   Missed appointments are subject to a $25 fee.  
3.   Three NO SHOWS or last minute cancellations are also subject to your child being removed from the schedule and put on the waiting list.  

.

Signed: _____________________________      Date: _________________

Relationship to patient: _________________________________

This release is valid and ongoing until client is discharged from Total Therapy.
