Inspire Pediatric Therapy
 OFFICE POLICY
CONSENT FOR TREATMENT OF A MINOR:  As a parent and/or legal guardian, I authorize Inspire Pediatric Therapy to evaluate and/or treat _____________________________________(minor's name).  
CONSENT FOR CARE AND TREATMENT: A licensed therapist will complete an evaluation by examination of your child and parent interview.  Your child's treatment program will then be designed.  A variety of treatment techniques may be used.  Your signature below is an indication of your consent for Inspire Pediatric Therapy to furnish therapeutic services and treatment considered necessary and proper in evaluating or treating your child's condition.  
PAYMENT POLICY/ASSIGNMENT OF BENEFITS: All payments that are "patient responsibility" including copayments, coinsurance, and amounts expected to be assigned to an unmet deductible, are due at the time services are rendered.  For services provided on a "self-pay" basis, the cash rate will be due at the time services are rendered.  Your signature below hereby authorizes Inspire Pediatric Therapy to furnish information to the funding source concerning this evaluation and treatment and assigns all payment for services rendered, when applicable.   
FINANCIAL POLICY: We bill your personal insurance carrier solely as a courtesy to you.  You are responsible for your bill.  If you change insurance coverage while undergoing treatment, it is your responsibility to notify the office of this change.  If your insurance carrier does not remit payment to us within 60 days, the balance owed will be due in full from you.  In the event that your insurance company requests a refund of payments made to us, your may be responsible for the amount refunded to your insurance company.  If any payment is made directly to you by the insurance company for services billed by us, you recognize an obligation to promptly remit the payment(s) to us.  If formal collections procedures become necessary you will be responsible for additional costs incurred. Your insurance benefits as quoted to us by your insurance have been reviewed with you.  We assume no liability for any errors made by your insurance carrier in this quotation.  We have reviewed these benefits with you and you agree to pay your portion of this bill.  Should your claim be denied by your insurance carrier, you will be responsible for paying our standard "cash rate" for each of the services rendered.  Furthermore, your signature below acknowledges your understanding that you cannot change your chosen payment option after services have been rendered.  Checks returned for non-sufficient funds may be subject to a $25 processing fee.  

· I choose to self-pay at a cash rate.  I further understand that no insurance company will be billed by Inspire Pediatric Therapy.   ______________________(please initial).

· Please bill my insurance carrier on my behalf.  I have been informed of my benefits as quoted by my insurance carrier to Inspire Pediatric Therapy.  In understand that ultimately it is my responsibility to know the extent of my benefits.  ______________ (please initial).

CANCELLATION AND NO-SHOW POLICY:  We require 24 hours notice in the event of a cancellation.  We reserve the right to charge $75 per visit without proper notice.  This charge will not be covered by your insurance.  Please discuss any concerns you have regarding your child's ability to attend his/her scheduled sessions so that we can work together to optimize your child's treatment outcome.  
MAKE UP POLICY:  Make up individual and group therapy sessions will be scheduled on a space available basis.  Please inform your therapist of any planned absences as soon as you are aware of them.   
I have reviewed the above information and have asked for clarification of any items not fully understood.  I UNDERSTAND MY RESPONSIBILITY FOR THE PAYMENT OF MY ACCOUNT.

____________________________________________________________   ________________________
 
Parent/Guardian Signature





Date
____________________________________________________________   ________________________

Clinic Representative Signature





Date

5439 Glen Lakes, Dallas, Texas 75231  

    469-301-1949  



www.inspirepediatrictherapy.com
