
Thcrapcdia #:

-Ilrcrapefia,
LLC

Lr<rlrtionrrJ tlrcrapr lirl childrcn

PA I'I EN'I I N}.'ORMAI'ION

BACKCROUND
Questionnaires assist therapists to gather valuable infonnation about a child's history and functioning in the home

and comrnunity environments. This information is used to interpret test results and obsen'ations during evaluation.
Please fill out the qucstiorurairc as courplctely as possiblc. Additioml written cornrncnts are rvelcornc. lfyou havc
questions about any ofthe questionnaire items, contact Therapedia and your qucstion will be directed to the
appropriatc thcrapist. Thank you.

Chikl s nanre Date ol Birth

Numhcr ol-children in f'amily and ages

U ho liYe\llt honlel

Schr'tol

Iloason lbf scckin! c\ aluation ilnd/1n lhcr.rpy

-lcachcr (iradc

lf so, *here and desorihe

Hou does your chiltl get arcund in their environment (cm\rls. walks. s c etc)

Dtrs youl ehild har c an) ird3plivc cquilm('nt rlcms uscd lo ,.ir.rsl y"ur ch'ld':_

Ialher's a8c al birth ol child

\\'hen did 1ou first nolice )our child s difficullics. and ho\' \ cre thcy apparent to you'l

IILI:C'I'RONIC USE HISTORY:

Wbat devices does your child have acccss to: _TV _Tablct Phonc Other

Horv much time docs your child spend on electronic devices: TV Tablct/computcr _Pho[c

Does your child use an electronic device: at bed(ime at mealtime Other

DT]\' T]I,O PTI ENl-AI, H ISI'ORY
Prenatal Histon

Mothcr's rllc irl hirlh ol ehild
\\erc there an) complicalions during prcgnancy such as illness. Rh negalivc, Gcmran mcaslesl Ifyes. pleasc describe_

Il ycs. pleasc list

I

I las your child rcceived previous etaluation and/or therapy?_

Did mothcr talc an) nredication during prcgnancy?



hH

If r'cs. how many rvccks/nrnthsl'

Therapedia #:

Scirrures

Did your child have dilllcull' brcast fccding? lfyes. cxplain

Drd yourchild haredifYicultl usingthc hottlel_ lf ycs, c,rplu,n_

\\'as vour child brelst-led?

\tcdical History
llas your child had any ofthe following'l Ifyes, givc datcs

Mcningilis High ten)t^-raturcs

Ear infections

ll-prcmature. givc

Month

U'oight

( ) vaginalbirth

( ) Ccsarcan binh

( ) rrttt.n"
( ) Pr",.,,.,n,r"

prolonged

shon

within normal rarrge

APGAR score, ifkoown

\\'ns lahor

()
()
()

\{'erc lbrccps uscd.)_
MedicaIon during dclivcry:

Time on ventilator/ox) gen_
Timc in NICU?

\trcre thcrc othcr complications such as

brcalhing di(ficulty

jaundicc

tube fed

feeding difficulty

incubation

tmnsfusion

congenital defects

()
()
()
()
()
()
()

Allergiesl ( ) tot.* ( )tboa - specitl' () other - specily

Physical Iniurics (describe and dalc)

Surycrics Mcdical Procedurgs (dcscribr and datc)

I lospitalizations (dcscribc and datc)

lMcdical diagnoscs such as diabetes. epilepsy, hearl lroublc, autism. Al)lll)
ls your child cunently on nlcdicalionJ l'lease lisl and statc l'or rvhich problcm

ls your child currently on supplements. holistic care. over the counter medications. etcJ

Has your child had a hearing test?

Dtrs your child uear glasscs? Has he shc harl an eyc exanr? I{csulls

Rcsulls

Dor:s ;our child wct tlre bcd after 3 yeas ofagc'l

Docs youf child ha!c lroublc lcarning urinary contrrll

f)ocs your child have troublc learning bowel control?

Othcr medical history
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Theraped ia#
Dcvclopmcntrl Hisbrv
GiIc agcs as near as possiblc:

Rollsd oler ; \ralkcd ] sat alone

qra$ lcd on hands and knccs , crawlcd- other 1) pc lagc/dcscrihc)

talkcd (sirnplc r\ords)
Dors your child use vcrbal conrmunication to cxpress wants/net'ds? somctimcs always _oftcn
_rarcly _nc\-er
Does your child seek out others in order to iniliate communication or interaction? _sometimes _always

often _rarely never

Docs your child become filstmted when speech is difficult to undorst{nd or when unable to communicate? sorlctimes

always _oflen _rarely nevcr

Chcck behaviors which dcscribe your child as an infant:

: lalked (slhtenccs)_

()
()
()
()

()
(,
()
()

()
()
()
()

c.ied a lot. firssy. irrihble

good, non-dcmrnding

alcd

quiel or passivc

likc bcing hcld

droolcd cxcessivcly

rcsistcd bcing hcld

floppy rvhcn hcld

tensc whcn held

vcry nctivc

good slecp patlcrns

incgular sleep pattems

School Prrformancc
Plcase dcscrihc )'our child s

Rclulionship u ith teaeher

Rclationship u ith classmates

Areas of acadcmic difficulty

Area\ ofnrosl success or enioymcnl

Docs your child rcquirc adaptation in thc classroom (dcscribc)?

Parental corlcern
Plcasc usc thc following spacc to sharc with us any othqr !'onccms/infonnation that you fccl u-c should klou.
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Therapedia #

LLC
Exccptional thcrapy fur chiidrcn

REGISTRATION FOR]\{

Prescribing Physician

I'aticnt/Child Information:
Child's Name
Address

Child's Date of Birth / /

Ci Sex male
email

female

Primary Contact Phone #

Paren sible P

Emergency Contact bther than parent) Whom maY wc thank for the refcrral?

AUTHORIZATION FOR TREATMENT

I authorize lrcatncnt ofmy child listed abovc and agree to pay all fees and charges for such treatment. Cha.ges
shown on statements arc considercd to bc correct unless notification is rcceivcd within 30 days ofstatement date

Signaturc of Responsible Party Datc

RELEASE AND AUTHORIZATION TO PAY THERAPEDIA, LLC
I understand that Therapedia, LLC may need to use and disclose information about my child's health or medical
concems for the purpose ofarranging. conducting, or referring their treatment; for obtaining payment for services,
and for the purpose ofoperating the pmctice. I consent to the use ofmy child's information to any insurance
company, agency. adjuster. or attorney for the purpose oftreatment, payment and health care operations.

State_ Zip_

1

( )lilcs wirh child Parent Name

HWC

Addressi ( )samc as child

Dale ofBinh:

Phone

DL#:

HWCPhone

Date of Ilirth:
DL#

( )lives wirh child Parent Name
Address: ( )same as child

Signature of Responsible Party Date



LLC
Exccptional thcralry lbr childrcn.

phone (817)562-31 l1 fax (El7)562-31l4

CONSENT FOR REI,EASE OF INFORMATION

Therapist (OT/PT/ST)_

Psychologist:

Other 6pecifr)

Hospital

alterapeEa.

Therapedia #

Other Physician rspr. iftt-

Teacher/Educator:

I, , am lhe ,cift le one) parent / surrogate parent /

legal guardian of_, date of birth
(Child\ nanc)

and I hereby authorize Therapedia, LLC and the following named individuals/institutions/professionals along with
the insurance company to RECIPROCALLY RELEASE AND DISCLOSE INFORMATION IN WRITTEN AND
VERBAL FORM, DISCUSS MY CHILD, AND FORWARD CURRENT EVALUATIONS, PROGRESS
REPORTS. AND NOTES BETWEEN:

I also give pcrmission for Therapedia to photograph/video my child, for the following purposes

PurDose
I consent (parent
initials to consent)

I decline (parcnt
initials to decline)

Still photutgraphs for:
Evaluation and treatment Durposes

Education purposcs

Display on websitc, promotional

materials. or social media

Wdeo Taoe for:
Evaluation and trcatmenl purposes

Education Jrumoses

Display on website, promotional

materials, or social media

I undcrstand that it is my responsibility to update this form in the evenl that I no lolger wish to authorize onc or

more ofthe above uses. I agree that this form will remain in effect du.ing the term ofmy child's enrolhnent.

5

Pediatlician:



(ParenVGuardian signature and date) (witness)

-Ilrcrapedn.i,r.r'
lirccptirrrrrl tll'r,lrv lir r ltild'rrr

FINANCIAL POLICIES

Thank you for choosing Thgrapedia, LLC. B€cause healthcare benefits and coveEge options have become increasingly complex,
we have developed these policies to help you better understand your responsibilities and eliminate any unnecessary confusion-
Please carefully read through the following llnancial information.

T PDATES: Please advise us any time there is any change to your address, telephone or other contact information. lf your
insurance changes or discontinues mid{reatment, including receiving new insuranc€ cards, please provide us this informalion
immediately so there is no delay in billing.

INSURANCE COVERAGET As a servace to our patients, Therapedia, LLC is more than happy to directly bill your
primary insurance for services rendered, but it is our policy that the patienl is ultimately responsible for payment of
the services received from Therapedia, LLC. We do not bill secondary insurance, but upon request will provide you
with a receipt that you may submit. Furthermore, the patlenl is responsible for understanding their insurance
coverage in relation to covered services.

We make every attempl to verify your current insurance coverage. Veriflcation of benefits is NOT a guarantee of
payment. lf we contact your insurance carrier regarding benefits or authorization on your behalf, we are not
responsible for inaccurate information provided to us by your carrier. The informatjon about your plan that we relay to
you is in good faith. Please remember that any changes made to your insurance policy and the time of year billing is
submitted may affect coverage and reimbursement rates.

Deductible and co-payments are part of your contractual agreement with your insurance company, and it is our
responsibility as participating providers to collect those fees. Deduclible and co-payments are due at each visit. A
refund is issued when an overpayment has been identified. lf you feel a refund is due, please contact our ofiice.

NO INSURANCE/CASH RATEi We believe that no one should be denied therapy services secondary to lack of
insurance coverage. Our clinjc offers a discounted cash rcte to those who do not have insurance coverage or elect to
not use insurance benefits. Payment will be required at the time of service or before unless arrangements are made
in advance. Please inquire about our current cash pay rate if it is applicable to your situation.

PAYMENTS: Therapedia, LLC accepts payment in the form of cash, checks, or credit card (VlSA, MC, or Discover).
Any unpaid balances will be billed to you. A $30 NSF (non-suflicient funds) fee will be charged for any checks
returned to our offrce because of insufficient funds. lf we receive a retumed check, we will notify the patient or
responsible party immediately and request that a cash payment be brought to our office within 24 hours to replace the
amount of the full amount of the check.

COLLECTIONS: lf your account is more than 90 days past due, wilhout an established payment plan on file, we will
begin immediate collection actions. Your account will be assessed a 35% late fee. lf you do not pay your bill following
ou. internal collection efforls, your account will be sent to an outside collection agency. lf your account is senl to a
collection agency, you will need to contact them directly to settle your balances.

MEDICAID ONLY: Children with an active N4edicaid policy can submit that information to Therapedia. We will request
authorizations and submit claims to our contracted aqencies. Your child's information will be submitted to Medicaid as
required to secure payment.

_ (lnitial) I understand that, in the opinion of Therapedia, LLC, the services I have requested for my child
may not be covered under lhe Texas Medical Assistance Program as being reasonable and medically
necessary for iheir care. I understand that I am responsible for payment of the services requested and
received if these services are delermined by Medicaid not to be reasonable and medically necessary for my
child's care.

FINANCIAL AGREEMENT: (lnitial One)

_ I elecl to have Therapedia, LLC bill insurance for my child's visits. I hereby authorize my insurance benefits
to be paid directly to Therapedia, LLC and I am financially responsible for non-covered services.

OR:
_ I will not be using insurance benelits and elect to pay for services at the cash rate.

I have read and aqree to the above information

Patient name:
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Therapefra,

lnitial

lnitial

LLC

POLICY STATEMENT

ILLNESS
lfyourchild is ill, please cancelyour appointment. Yourchild will not receive the tull benefit ofthe
therapy session if they are too illto tully participate. Additionally, they may infect olher children. Your
child should be free of symptoms, contaglon, fover or vomiting for 24 houra before returnlng to
therapy, We will follow the CDC recommendations regarding restriclions to prevent the spread of
Covid-19. We are committed to ensuring a healthy environment lor all our families.

BAD WEATHER
ln the event of severe weather, we will follow the Keller ISD Weather Cancellation Policy (Keller
clinic) or Northwest lsD Weather cancellation (Jus n clinic), not the school calendar PIease watch
your local nevvs stations for this information.

TREATMENT SESSIONS
Each session will include communication with your therapist regarding your child's progress or your
concerns, direcl one-on-one therapy with the therapisl, and instruction for home activities. Your child
may be dismissed during the last 5 minutes of the session in order for the therapist to have the
opportunity to document progress toward goals and to plan for the next visit.

THERAPIST CANCELLATIONS
Sometimes there are reasons that your therapist is not available. lf your therapist is ill or out of the
office, your child will be rescheduled with another therapist at the same time. The covering therapist has
access to your child's goals and treatment plans. lf the same time is not available, you will be contacted
to reschedule for a drfferenl day/time.

TREATMENT AREAS
ln order to ensure that palients have access to all areas needed for their care, and to ensure the safety
of all guests within our building, children other than the patient are not permitted into treatment areas.
They should remain in the lobby with supeNision of a parent or guardian. Parents are permitted into the
session in order to observe and for instruction in home programs. Please limit lhe number of adults
observing a session to one.

PARENT/GUARDIAN ON THE PREMISES
For the safety of your child, we require that a parent or guardian remain on the premises at all times that
the child is in a lherapy session. Children in the lobby must be accompanied by an adult. Please do not
plan to drop off your child or run errands during their appointment time.

I acknowledge that lhave reviewed and accept the above policies

lnitial

lnitial

initial

Parent Signature Date

Exceptional therapy for children.

PRIVACY POLICY
I acknowledge that I have received and reviewed information on lhe Notice of Privacy Practices (HIPAA
Notice).

lnitial



TbrerapeEa.LLC
Exceptional therapy for children.

ATTENDA\CE POLICY

Y)ur therapy tcan at Thcrapcdia.LLC is committed to hclping your child meet their therapy goals. In

order to achieve goals and make steady progress, consistent attendance is very important. Consistent

attcndancc at thc prcscribcd ticqucncy results in grcater succcss and shortcr overall duration of thcrapy.

Purposc of thc attendancc policy: To ensurc improvcd outcomcs and accommodatc schcduling

availability for clients that are committed to attcnding.

Please note: Occupational. physical and speech therapy arc considered mcdical serviccs. Poor attcndance

can result in your services no longer being covered by insurance.

Attendance: Atlendancc rales ofat lcasl 75o% arc rcquired in ordcr to rnaintain a rccurring appoinlment.

If attendaDcc rates fall bclow 75o/o ovar z 3 month pcriod, your rccurring appointmcnt will bc rcmoved

and scheduling will be available only on a 'l'eek to week basis. In order lo resume recurrent appointnrent

scheduling. attendancc ofgreater than 757o over the follos,ing three rnonths will bc rcquired.

Cancellations: Prior notice is necessary. Please provide at least 24 hours notice ifyour child will not be

ablc to atlcnd. Call 8l 7-562-3 I I I (Kcller Clinic) or' 940-654-401 l(Justin Clinic) as soon as possiblc.

Lcave a messagc and provide a reason for thc canccllation.

Misscd appointments / No shows: A fee ol'$50 will be charged to you lbr any appointment that is

missed without canccllation, including appointnrcnts for evaluations. If thc rnissed appointnrent is

rescheduled. the fee $'ill be applied to the rescheduled appointment once it has been attended.

Vacations: Wc appreciatc a 2 wcck nolice of vacation plans. Familics who are planning to be absent lor
more than 2 weeks will be rcmovcd from the schcdule and placed on their therapist's waiting list.

Late arrivals: Ifyou rvill be more than l0 minutes late lor an appointment. please call to verify that your
thcrapist can still see yor.r. Ifyou are l5 or more minules late for an appointment. your appointmcnt may
be canceled and considered as a missed appointmen/no show. A consistent pattem of late arrivals may
rcsult in a discontinuation of serviccs.

I have read and understand the Therapedia,LLc attendance policy.

Signature Date


