
 

12760 Westwood Lakes Blvd . Tampa . Fl 33626 . PH: (813) 855-9791 
 

v  Physical Therapy v  Occupational Therapy v  Speech Therapy 

 

1 

 
 
Dear Parents/Guardians, 
 Please complete the following items, which will enable us to initiate the process for 
therapy.  If you have any questions please contact (813) 855-9791. 
 
 
Child Name: First_______________________ Last__________________ DOB: ______ 
 
Address: ________________________________________________________________ 
 
Parent/Guardian Name: ____________________________________________________ 
 
Phone number: ___________________Cell_____________Work__________________ 
 
Your concern about child’s diff iculties: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Insurance: ______________ Insurance #: _______________ Social Security: _________ 
 
Diagnosis: ______________________________________________________________ 
 
Doctor Name: ________________________________ Phone Number: ______________ 
 
Social Worker Name: __________________________  Phone Number: _____________ 
 
Case Worker Name: ___________________________  Phone Number:______________ 
 
Would like therapy at Home / School / Daycare   (please circle one) 
 
 

 
Consent:  I hereby author ize Therapy Station to initiate therapy 
for_______________________________________(Child’s Name).  The above 
information is correct. 
 
Name: ______________________________  Relationship:________________  
 
Signature: _____________________               Date:___________   
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PATIENT CONSENT FORM  

I understand that I have certain r ights to pr ivacy regarding my protected health 
information. These rights are given to me under the Health Insurance Portabili ty 
and Accountabili ty Act of 1996 (HIPAA). I understand that by signing this consent I 
author ize you to use and disclose my protected health information. 

Therapy Station Inc., is committed to maintaining the privacy of your protected health 
information (PHI). Our promise is that your medical records and other PHI will only be 
released from our practice with a properly executed authorization form from you, the 
patient, or your representative, except for certain instances. These instances are described 
in our Notice of Privacy Practices. The Notice is available for you to read in our off ice 
and you may have a copy if you ask us for one. The following are possible ways in which 
we may use or disclose your PHI: These are only examples. You may read the entire 
Notice by asking any employee for a copy to read. 
1. When our medical staff is caring for your child, we will review your child’s medical 
history.  
2. Our administrative staff may audit your child’s medical records for completeness 
3. We may need to tell your health plan certain information so that we may receive 
payment for our services. 
4. Obtaining payment from third party payers (e.g. my insurance company). 
5. Treatment (including direct or indirect treatment by other healthcare providers 
involved in my treatment. 
You have a right to review the Notice before signing this consent. You have the right to 
ask us to restrict how we use your PHI. We will provide you with a form on which you 
can make your written request for restrictions. We don’ t have to agree to the restriction, 
but if we do, we are bound by the agreement. We may make changes to the Notice. Upon 
your request, we will provide you with any revisions. 
By signing this form you consent to our use and disclosure of protected health 
information (PHI) as described in our Notice of Privacy Practices. You have the right to 
revoke this consent in writing. You have a right to an accounting of the disclosures of 
your PHI for other than treatment, payment and health care operations. 
I, ___________________________________________________, have been informed 
and understand my rights regarding the possible ways in which Therapy Station Inc., may 
use and disclose my protected health information. 
I have also been informed of, and given the right to review and secure a copy of your 
Notice of Privacy Practices, which contains a more complete description of the uses and 
disclosures of my protected health information, and my rights under HIPAA. I understand 
that you reserve the right to change the terms of this notice from time to time and that I 
may contact you at any time to obtain the most current copy of this notice.  I understand 
that I may revoke this consent, in writing, at any time. However, any use or disclosure 
that occurred prior to the date I revoke this consent is not affected. 
Signed this _________day of ___________, 20____. 

Pr int Patient Name: ___________________________________________ 

Relationship to Patient: ___________________Signature: ______________________ 
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Release of health information 

 

I hereby authorize the release of information from the medical record 
of:________________________ 

Patient Name______________________________________________________ 

Date of Birth_______________________________________________________ 

Address___________________________________________________________ 

Soc. Sec. No.______________________________________________________ 

City______________ State__________ Zip__________ Telephone #_________ 

Information Released to Therapy Station Inc., 

Address: 12760 Westwood Lakes Blvd 

City/State/Zip: Tampa, Florida 33626 

Tel: 813-855-9791  

Fax: 813-814-4520 

  

_____________________________________      _________________ 
Signature of Patient or Legal Representative      Date 
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Patient's Insurance Authorization 

I hereby authorize the processing of the medical insurance either by electronic or 
manual method by Therapy Station Inc. My signature authorizes payment for all 
therapy service benefits to which I am entitled from the listed insurer to pay to 
Therapy Station Inc. I recognize my financial obligation of any co-insurance or 
deductible, and non-covered services that may be required. I understand that this is 
my sole responsibility to inform Therapy Station Inc in the event of any change in 
insurance coverage immediately including Medipass and Medicaid HMO. It is also 
my responsibility to inform any change in primary care physician, including the phone 
number and address.  If a medical claim is denied due to the information provided by 
me, I am solely responsible for the cost of therapy services and any cost incurred to 
collect the past due. This agreement will remain in effect until revoked by me in 
writing. A photocopy of this document is to be considered as valid as an original. 

__________________________________________________________________  
Patients Name - Please Print 
 
__________________________________________________________________  
Guardian Name- Please Print                                        Relationship 

__________________________________________________________________  
Insurance Company Name                                               Phone number 

__________________________________________________________________  
Insured Group Policy I.D. 

__________________________________________________________________  
Insured Insurance Policy Number 

__________________________________________________________________  

Patient or Guardian Signature                                                   Date  
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Permission to receive therapy at school /daycare 

 

I here by give permission to Therapy Station Inc, and their employees to provide therapy 
and attend EIP meeting at school/daycare. I also authorize Therapy Station Inc., to give 
and receive information to the school / daycare staff f or the care of child. The information 
includes but not limited to patients progress, plan of care, type of therapy, observation 
done during therapy session, and schedule. 

 

 

Patient Name______________________________________________________ 

Date of Birth_______________________________________________________ 

Address___________________________________________________________ 

Soc. Sec. No.______________________________________________________ 

City______________ State__________ Zip__________ Telephone #_________ 

 

_____________________________________      _________________ 
Signature of Patient or Legal Representative      Date 

 


