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Policies and Procedures
Attendance
Please make every attempt to attend every scheduled session so that you and your child can make maximum progress. 

· If you must cancel an appointment that you have scheduled, please call ahead of time.
· We reserve the right to charge the full fee for no-show and/or appointments cancelled within less than 24 hours notice.  Calls less than 24 hours in advanced will be considered no-show and not excused unless there has been unexpected or emergency circumstances involved. 

· If you or your child misses 50% of his/her sessions and/or 5 or more consecutive sessions, the clinician reserves the right to terminate services unless absences have been approved ahead of time.

· If you are going on vacation, please advise the clinician at least 2 weeks ahead of time.

· In the event that you arrive late for your appointment, I will do my best to see you, however the appointment may be shortened due to time constraints; the full session fee still applies.

Initials: ___________
Financial 

· Payment:  All payments must be paid in full at the time of service. Accounts more than 30 days overdue will be subject to a $20 late fee and 5% interest charge. Accounts more than 60 days overdue will be sent to collection.

· Returned checks: There will be a $25.00 charge for any returned checks and such checks will not be re-deposited.

· Missed appointments: A fee will be charged for missed a scheduled appointment unless a minimum of 24 hours advances notice is given or there has been unexpected or emergency circumstances involved.

· Collection costs, court costs, and attorney fees:  Delinquent account will be referred to a third party for collection. You will be responsible for payment of all collections costs, court costs, and reasonable attorney’s fees.

· If you are seeking third-party reimbursement, please be aware that you are ultimately responsible for the payment of services rendered. In the event that your insurance carrier denies payment (including recoupment) or does not remit payment within 45 days, the client will be responsible for payment of all services rendered. 

Initials: ___________
Termination of Services

· In the event that you do not keep your financial obligations to Speech Language Success (SLS) and remain delinquent on your account for more than 60 days, services will be suspended until payment is received. 

Initials: ___________

Health Insurance

SLS will cooperate in assisting the patient with the necessary paperwork to assist you in seeking reimbursement for out-of-network provided services. By doing so, it makes no expressed or implied representation that your insurances company will in fact recognize speech-language pathology services as an allowed benefit to you. Please be advised that many health insurance plans have limited coverage for speech-language pathology services. We recommend that you contact your insurance company to discuss the limits of your coverage. 

Initials: ___________

Confidentiality

Your privacy is very important to us. We strongly recommend that your review the Notice of Privacy Policy for important details regarding policies for maintaining confidentiality. If you would like me to exchange or release information with persons other than yourself, and authorization for Release of Information Form must be signed. 

Initials: ___________
Patient Rights

As a recipient of services at SLS, we would like to inform you of your rights. Below is a description of each of your rights. 1) You have the right to refuse or termination services at any time for any reason. Your participation in services is voluntary. 2) You have the right to submit complaints or suggestions at any time.  SLS will fully investigate any complaints and seriously consider any suggestions you have for improving the services we provide. 3) You have the right to information regarding the cost of services. SLS will always inform you of charges before we provide a service. 4) You have the right to privacy. Please see our Notice of Privacy Policy. 5) You have the right to know under what conditions we will terminate our services. 6) You have the right to be informed of any changes in our policies. You will always be notified in the event that we change a policy that is relevant to the services we provide you. 

Initials: ___________
Your Rights

1) You have the right to request to review or receive your medical files. The charge for this service is $0.25 per page, plus postage. 2) You have the right to cancel a release of information by providing SLS a written notice. 3) You have the right to restrict which information might be disclosed to others. However, if we do not agree with these restrictions, we are not bound to abide by them. 4) You have the right to request that information about you be communicated by other means or to another location. 5) You have the right to disagree with the medical records in our files. You may request that this information be changed. Although we might deny changing the record, you have the right to know what information in your record has been provided to whom. 7) You have the right to request a copy of this notice. 

Initials: ___________

Notice of Private Policy 

As required by the Privacy Regulations 

Health Insurance Portability and Accountability Act of 1966 (HIPAA)

This notice describes how health information about you and/or your child (as the client) may be used and disclosed, and how you can get access to your individually identifiable health information.

OUR COMMITMENT TO YOUR PRIVACY

Our practice is dedicated to maintaining the privacy of your Individual Identifiable Health Information (IIHI). In conducting our business, we will create records regarding your health and the treatment and services we provide to you. Federal and state laws require us to maintain the confidentiality of your health information and to provide you with this notice of our legal duties/privacy practices concerning your IIHI. 

The terms of this notice apply to all records containing your IIHI that are created or retained by this practice. We reserve the right to revise or amend this Notice of Privacy Practice at any time. Any revision or amendment to this notice will be effective for all health information records that our practice has created or maintained in the past, and for any of your records that we may create or maintain in the future. A copy of our current notice will be posted in a clearly visible location in our office at all times; you may request a copy of the notice at any time.

If you have any questions, please contact:

Suzan Sapir, MA, CCC-SLP

Owner, Speech-Language Pathologist

Written Acknowledgement and Consent Form

This form must be completed before services can be initiated. 

If the client is under the age of 18 years, the form must be signed by legal guardian.
Consent for Treatment
I hereby attest that I have voluntarily applied for and entered into treatment or give my consent for the minor or person under my legal guardianship, at Speech Language Success (hereinafter “SLS”). I understand that I may terminate these services at any time.

Receipt of Policies and Procedures

I hereby attest that I have received a copy of SLS’s Policies and Procedures, including payment policies, and I have read, and understand and consent to be bound by its content.

Receipt of Patient’s Right

I hereby attest that I have received a copy of the Patient Rights notice, have read, and understand its content.

Receipt of Privacy Policy and Consent for Disclosure of Health Information

I have been provided a copy of SLS’s Notice of Privacy Policies detailing how my medical record may be used and disclosed under Federal and State law. I understand that as part of SLS’s treatment, payment, or healthcare operations, it may become necessary to disclose my protected health information to another entity (i.e., insurance, emergency, etc.), and I consent to such disclosure for these permitted uses, including disclosures via fax and e-mail only to appropriate parties.  I fully understand and accept the terms of this Consent and acknowledge the receipt of the Privacy Notice.  I understand that I may revoke this consent in writing, except to the extent that the organization has already taken action in reliance thereon.  I understand that by refusing to sign this consent, SLS may refuse to treat me.  I further understand that SLS reserves the right to change its privacy policies and will provide me with a copy of any revised notice.
Photocopy Authorization
I permit a photocopy of this consent form as if it were an original executed consent.
By signing below, I, ________________________________, parent of _________________, am attesting to the accuracy of the above statements including all consents and authorizations implied therein.  A copy of this agreement is available upon request.

________________________________                            
____________________

                Parent/Guardian Name




Child’s Name

________________________________                               ____________________

      Parent/Guardian Signature



               Date
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