ROLS) :
!!Therapy Station

Progressing towards Independence

Dea Parents/Guardians,
Please mmplete the following items, which will enable us to initi ate the processfor
therapy. If you have aty questions please cntad (813) 8559791.

Child Name: First Last DOB:

Address

Parent/Guardian Name:

Phore number: Cell Work

Y our concern abou child’ s difficulti es:

Insurance Insurance#: Socia Seaurity:
Diagnosis:

Doctor Name: Phorne Number:
Socia Worker Name: Phone Number:
Case Worker Name: Phone Number:

Would like therapy at Home/ Schod / Daycare (please drcle one)

Consent: | hereby authorize Therapy Station to initiate therapy
for (Child’sName). Theabove
information is correct.

Name: Relationship:

Signature: Date:

12760Westwood Lakes Blvd . Tampa. Fl 33626. PH: (813 8559791
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PATIENT CONSENT FORM

| understand that | have cettain rightsto privacy regarding my proteded health
information. These rights are given to me under the Health InsurancePortabili ty
and Acoountability Act of 1996(HIPAA). | understand that by signing this consent |
authorizeyou to use and disclose my proteded health information.

Therapy Station Inc., is committed to maintaining the privacy of your proteded hedth
information (PHI). Our promiseisthat your medicd records and aher PHI will only be
released from our pradicewith a properly exeauted authorization form from you, the
patient, or your representative, except for certain instances. These instances are described
in ou Noticeof Privacy Pradices. The Noticeis avail able for youto real in ou office
and you may have a opy if youask usfor one. The following are possble ways in which
we may use or disclose your PHI: These ae only examples. Y ou may real the entire
Notice by asking any employeefor a copy to read.

1. When ou medicd staff is caring for your child, we will review your child’'s medicd
history.

2. Our administrative staff may audit your child’s medicd records for completeness

3. We may nedl to tell your hedth pan certain information so that we may receve
payment for our services.

4. Obtaining payment from third party payers (e.g. my insurance mmpany).

5. Treament (including dired or indired treament by other hedthcare providers
invalved in my treament.

You have aright to review the Notice before signing this consent. Y ou have theright to
ask usto restrict how we use your PHI. We will provide you with aform onwhich you
can make your written request for restrictions. We don't have to agreeto the restriction,
but if we do,we aebound ly the ayreement. 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 dsclosure of proteded hedth
information (PHI) as described in our Notice of Privacy Pradices. You have theright to
revoke this consent in writing. Y ou have aright to an ac@urting of the disclosures of
your PHI for other than treament, payment and hedth care operations.

l, ave hem informed
and uncaerstand my rights regarding the possble ways in which Therapy Station Inc., may
use and dsclose my proteded hedth information.

| have dso been informed of, and given the right to review and seaure a opy of your
Noticeof Privacy Practices, which contains a more cmplete description d the uses and
disclosures of my proteded hedth information, and my rights under HIPAA. | understand
that you reserve the right to change the terms of this noticefrom time to time and that |
may contad you at any time to oltain the most current copy of thisnatice | understand
that | may revoke this consent, in writing, at any time. However, any use or disclosure
that occurred prior to the date | revoke this consent is not aff eced.

Signed this dy of , 20

Print Patient Name:

Relationship to Patient: Signature:

12760Westwood Lakes Blvd . Tampa. Fl 33626. PH: (813 8559791
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Release of health information

| hereby authorize the release of information from the medicd record

of:

Patient Name

Date of Birth

Address

Soc. Sec No.

City State Zip

Telephore #

Information Released to Therapy Station Inc.,
Address 12760Westwood Lakes Blvd
City/State/Zip: Tampa, Florida 33626

Tel: 8138559791

Fax: 8138144520

Signature of Patient or Legal Representative

12760Westwood Lakes Blvd . Tampa. Fl 33626. PH: (813 8559791
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Patient's Insurance Authorization

| 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 | am entitled from the listed insurer to pay to
Therapy Station Inc. | recognize my financial obligation of any co-insurance or
deductible, and non-covered services that may be required. | 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, | 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

12760Westwood Lakes Blvd . Tampa. Fl 33626. PH: (813 8559791
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Permisgon to recavetherapy at schoo /daycare

| here by give permissonto Therapy Station Inc, and their employeesto provide therapy
and attend EIP meding at schod/daycare. | also authorize Therapy Station Inc., to give
and receve information to the schod / daycare staff for the cae of child. The information
includes but nat limited to patients progress plan of care, type of therapy, observation
dore during therapy sesson, and schedule.

Patient Name

Date of Birth

Address

Soc. Sec No.

City State Zip Telephore #

Signature of Patient or Legal Representative  Date

12760Westwood Lakes Blvd . Tampa. Fl 33626. PH: (813 8559791
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