Fusion Therapies PLLC

 Kelly Jenkins MHS, CCC-SLP/L
Speech Language Pathologist
2525 W. Greenway Rd. Ste#301

Phoenix, AZ 85023

Office: 623-256-1728
Fax:  602-429-8114
kjenkinsslpfusion@cox.net
http://www.fusiontherapiespllc.com

OFFICE POLICY

Consent, Release, & Assignment
Patient’s name: ________________________  DOB: ________________________
Home address:______________________City/State/Zip code:__________________

Person filling out this form: _____________________Phone#__________________
___Cash pay ___Insurance ___DDD (currently active)
Primary Insurance __None



Secondary Insurance ___ None
Name of Insurance Company: ________________
Insurance Co:__________________
Address of Insurance:_______________________
Address_______________________

Insurance phone#__________________________   Phone#________________________

Name of Policy Holder (PH):__________________ Name of PH:___________________

DOB of PH:_______________________

DOB of PH:____________________
Policy #________________________

Policy#_______________________

Group#_______________________


Group#_______________________
Effective Date: __________________

Effective Date:_________________
SS# of Policy Holder:______________

SS# of Policy Holder:____________
Primary Employer:________________

Primary Employer:______________
*=INITIAL ALL LINES WITH THIS ASTERISK. If you currently have private insurance, do not initial line that says Division of Developmental Disabilities (DDD)/AHCCCS/ALTCS ONLY.  Otherwise, you initial ALL lines.
*________         DDD/AHCCCS/ALTCS ONLY, private insurance does not cover this client. (DO NOT INITIAL THIS LINE IF YOU HAVE PRIVATE INSURANCE ONLY OR ARE PRIVATELY PAYING).  This provider does not accept AHCCCS insurance only, only DDD/ALTCS/AHCCCS

*________You are acknowledging that you HAVE private insurance AND/OR are a Division of Developmental Disabilities (DDD) Consumer
*________I certify that the above is complete and accurate account of all medical insurance policies covering my child.  Forward questions to 623-256-1728.
*_______I give permission to Kelly Jenkins MHS, CCC-SLP/L to contact my child’s physician to discuss therapies and obtain doctor’s orders for therapy evaluation and treatment.  You understand a current prescription is required to provide therapies (if applicable).

*________I consent to Kelly Jenkins MHS, CCC-SLP/L to provide evaluation and ongoing/treatment services.  I am aware that both an evaluation and treatment can occur at time of the first visit.  I understand that the evaluation results and therapy recommendations are available to me upon request.  Therapies provided are speech language pathology treatment.

*________I authorize release of information for exchange between Kelly Jenkins MHS, CCC-SLP/L, the Division of Developmental Disabilities, the physician’s office, attending specialists/MDs, third party liability insurance, and school records as they apply to the provision of therapies (as applicable to the patient).
Primary Doctor:________________________Clinic Name:_______________________

Address of Clinic:_____________________________________________________

Phone #_______________________Fax#_________________________

Specialist Doctors that SLP is authorized to collaborate with as clinically pertains to therapy (state their name/specialty below & contact clinic/fax numbers)

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

*________I authorize the release of all information in order to process claims for services.  I authorize direct payment to Kelly Jenkins MHS, CCC-SLP/L Explanation of Benefits and payments received by HMO or an insurance company to the consumer will be forwarded to Kelly Jenkins MHS, CCC-SLP/L.

*________I understand that Kelly Jenkins MHS, CCC-SLP/L will not share any information with anyone you have not authorized/consented to as you are protected under HIPAA.

*________I understand and acknowledge that I may be responsible for payment if my private insurance does not pay or pays a portion for the service provided and will be billed for the amount owed.  If I do not pay Fusion Therapies PLLC/Kelly Jenkins SLP, I will be sent to bill collections for payment to be obtained and any additional charges incurred by Fusion Therapies PLLC for this collection service will be added to the total owed by the patient including but not limited to fees associated with attempts to collect from you, legal consultations, fees associated with filing a small claim, etc. as applicable (if applicable to patient/family).  This is not applicable to clients receiving services via Arizona Early Intervention Program or Division of Developmental Disabilities to this service provider).
*________If your insurance company denies your claim for any reason you are responsible for the full fee. If your account is overdue (unpaid) and there is no written agreement on a payment plan, Kelly Jenkins MHS, CCC-SLP/L/Fusion Therapies PLLC can use legal or other means (courts, collection agencies, etc.) to obtain payment.  Late fees will also be added for any payment plan not honored or any bill not paid in a timely manner.
*________ It is Fusion Therapies PLLC policy to require a photocopy of a valid Credit Card (not debit card) to remain on file for private pay clients as well as those clients with more than a $500 deductible. The Credit Card will only be used to pay the remaining balance of accounts past due by 30 days. By initialing, it authorizes Fusion Therapies PLLC  to collect payment on an overdue balance.
*______If a payment plan has been established with Fusion Therapies PLLC/Kelly Jenkins MHS, CCC-SLP/L the card on file will not be charged unless payment is not received on schedule. 

*_____I understand that I am responsible for knowing my insurance policy in regard to copayments, deductibles, coinsurance, etc.  I understand that copayments are due at time of initial appointment if utilizing private insurance.  If I am a cash paying/private client, I understand that the payment is due at time of appointment.  I understand that if a personal check written to Fusion Therapies PLLC/Kelly Jenkins bounces that I will be additionally charged the NSF banking fees associated with the overdraft.  
*____Clients are expected to pay the standard fee of $350.00 for an initial evaluation and $150.00 session at the end of each session or at the end of the month unless other arrangements have been made.  Telephone conversations, site visits, report writing and reading, consultation with other professionals, release of information, reading records, longer sessions, travel time, etc. will be charged at the same rate, unless indicated and agreed upon otherwise.  Please notify Kelly Jenkins MHS, CCC-SLP/L at Fusion Therapies PLLC if any problems arise during the course of therapy regarding your ability to make timely payments.  Clients who would like to use their insurance should remember that professional services are rendered and charged to the clients and billed to the insurance companies as a courtesy.  
*_____E-Mails, Cell phones, Computers and Faxes: It is very important to be aware that computers and e-mail and cell phone communication can be relatively easily accessed by unauthorized people and hence can compromise the privacy and confidentiality of such communication. E-mails, in particular are vulnerable to such unauthorized access due to the fact that servers have unlimited and direct access to all e-mails that go through them.  Fusion Therapies PLLC computers are equipped with a firewall, virus protection, and a password.  Please notify Fusion Therapies PLLC/Kelly Jenkins MHS, CCC-SLP/L if you decide to avoid or limit in any way the use of any or all communication devices, such as e-mail, cell-phone, or Faxes.  If you communicate confidential or highly private information via e-mail, Fusion Therapies PLLC/Kelly Jenkins MHS, CCC-SLP/L will assume that you have made an informed decision, will view it as your agreement to take the risk that such communication may be intercepted, and she will honor your desire to communicate on such matters via e-mail. Please do not use e-mail or faxes for emergencies. 

*_____ Since the scheduling of an appointment involves the reservation of time specifically for you, a minimum of 24 hours (1 day) notice is required for rescheduling or cancelling an appointment.  I understand and acknowledge that Fusion Therapies PLLC/Kelly Jenkins MHS, CCC-SLP/L has a NO SHOW POLICY in which I will be charged for any cancellations less than 24 hours in advance or for no shows.  I will charge my full session charge for a no show or less than 24 hour cancellation.  My child can be discharged from therapy based on violation of this no show policy.  (Unless we reach a different agreement, the full fee will be charged for missed sessions which is $350 for evaluation and $150 for hourly). Unless we reach a different agreement, the full fee will be charged for sessions missed without such notification.  Most insurance companies do not reimburse for missed sessions.
*_____I understand if you cancel 25% of your appointments during a quarter the patient may be terminated from therapy based on the attendance policy.  I acknowledge that if home program recommendations are not followed the patient will be discharged from therapy.  I acknowledge that if the patient is not progressing, has exhibited a plateau in progress, violates attendance policy, does not follow through with home program recommendations, demonstrates low motivation etc. that that is ground for discharge or a decrease in frequency of services.

__________________________________

Patient/Parent/Guardian Signature

Date: ______________________________
*****Please note by signing this bottom signature line, you are acknowledging and agreeing to all conditions stated above that I requested an initial for, regardless if you initialed the lines or not.  These are contractual requirements that need to be agreed to based on your individual situation prior to start of evaluation and/or treatment.
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