Sunshine Pediatric Therapy, LLC
1092 Mendell Circle  .  Atlanta, GA 30319
770-256-9921 (Phone)  .  404-228-7107 (Fax)

REGISTRATION INFORMATION:

PATIENT NAME: ____________________________________  DATE OF BIRTH: ___________________________

PARENT/ GUARDIAN NAME(S):  _________________________________________________________________

HOME ADDRESS:  _____________________________________________________________________________

HOME PHONE: ________________________________  CELL PHONE:  __________________________________

EMAIL ADDRESS:  _____________________________________________________________________________
BEST WAY TO CONTACT YOU?  __________________________________________________________________
REFERRING PHYSICIAN:  ________________________________________________________________________

DIAGNOSIS:  ________________________________  SERVICE COORDINATOR:  __________________________

EMPLOYER:  _____________________________________  PHONE NUMBER: _____________________________

PRIMARY INSURANCE:  _________________________________________________________________________

POLICY HOLDER: ______________________________________________________________________________

DATE OF BIRTH: _______________________________________________________________________________

POLICY NUMBER:  ________________________________________GROUP NUMBER:  _____________________

MEMBER SERVICES PHONE NUMBER:  ___________________________________________________________

SECONDARY INSURANCE:  _____________________________________________________________________

POLICY HOLDER: ______________________________________________________________________________

DATE OF BIRTH: _______________________________________________________________________________

POLICY NUMBER:  ________________________________________GROUP NUMBER:  _____________________

MEMBER SERVICES PHONE NUMBER:  ___________________________________________________________

CONSENT FOR TREATMENT/ RELEASE OF INFORMATION:

I, ___________________________, hereby authorize Sunshine Pediatric Therapy, LLC to provide physical, occupational, and/or speech therapy services for ____________________.  I understand that it is my responsibility to be present for each treatment session.  I also authorize Sunshine Pediatric Therapy, LLC to obtain necessary medical documents and release therapy evaluations and progress notes to all physicians, therapists and service coordinators providing services for my child.  

Parent/ Guardian Signature:  __________________________________________  Date:  _____________________ 

POLICIES AND PROCEDURES

Sunshine Pediatric Therapy, LLC

Effective January 1, 2010
Thank you for choosing Sunshine Pediatric Therapy, LLC.  The following information details current billing, financial, attendance and sickness policies.  Please read carefully and sign/ initial where indicated.

Financial Policy:

All primary insurance is accepted.  Sunshine Pediatric Therapy, LLC will bill your primary insurance company as a service to you; note that claims will be submitted from Sunshine Pediatric Therapy, LLC as an out-of-network provider.  Because individual insurance plans vary, please review your out-of-network benefits for physical, occupational and/or speech therapy services for detailed information regarding coverage.  Note that information obtained from insurance companies when verifying benefits is not a guarantee of payment; therefore, it is imperative that you understand your coverage and what out-of-pocket expenses you may incur.  
I understand that payment must be received no more than 45 days following the date of claim submission; if payment has not been received, I understand that I will receive an invoice for the outstanding date(s) of service and agree to pay the balance in full by the payment due date.  



____________  parent initials
Katie Beckett Deeming Waiver and SSI Medicaid are accepted.  Medicaid funded CMO’s (including PeachState, Amerigroup and WellCare) are NOT accepted.  Primary insurance will be billed first and Medicaid will be billed as a secondary payment source unless it is the primary insurance for the patient.  Prior approvals will be required for therapy services over eight units per month (approximately two therapy sessions); the treating therapist agrees to submit necessary prior approvals only for those patients not participating in the Babies Can’t Wait program.  
For patients not enrolled in the Babies Can’t Wait program and do not have Medicaid coverage, parents will be responsible for the full amount of any treatment session that is applied toward meeting the patient’s medical deductible for the primary insurance carrier.  




____________  parent initials
Initial and annual evaluations are considered a billable fee for service expense.  A full, typewritten report will be completed upon parent request only and will be billed accordingly to the requesting parent/ caregiver.  Note that Individualized Family Service Plans (for children under the age of three participating in the Babies Can’t Wait program) and Individualized Education Plans (for children over the age of three enrolled in the Atlanta Public School system) must be completed on an annual basis and are an adequate substitute for a detailed therapy evaluation.  Progress notes and letters of medical necessity will be provided free of charge upon request of the parent and/or service coordinator (if applicable).  

I understand that all therapy evaluations will be billed to me and are provided upon request only.  Detailed therapy assessments are not billed to my insurance company.


____________  parent initials

I understand that if my child qualifies and actively participates in the Babies Can’t Wait program, there is a family cost participation that may be billed to me if Babies Can’t Wait is the primary source of payment or if all other payment sources (i.e. primary insurance, Medicaid) have been exhausted.  

____________  parent initials
I authorize the release of any insurance information necessary to process claims.  I authorize the payment of insurance claims to be released to Sunshine Pediatric Therapy, LLC.  I understand that I am financially responsible for all claims not paid by insurance for services provided by Sunshine Pediatric Therapy, LLC.  I understand that therapy services will be put on hold or terminated if payment is not received by the payment due date indicated on the invoice for treatment. 






____________  parent initials
If insurance payments are sent to the member (parent/ caregiver) rather than the provider, Sunshine Pediatric Therapy, LLC, I understand that I am responsible for sending a check for the full amount of reimbursement to Sunshine Pediatric Therapy Services, LLC within one week of receiving the insurance payment.  I understand that therapy services will be put on hold if payment has not been received.



____________  parent initials
Fee Schedule:
Invoices for payment are sent out via US mail to families (when applicable) no later than the 5th day of the month following the service month.  Please contact our business manager, John North at johnrnorth@hotmail.com, with any questions related to billing or financial policy.
Attendance Policy:

Sunshine Pediatric Therapy Services, LLC requires a 24-hour cancellation notice.  If you fail to give this notice, a cancellation fee of $25 will be charged to your account (there will be a one time warning prior to your account being charged).  We understand that emergency situations will occur and this will be handled on a case by case basis.  

If three consecutive weeks of therapy are missed, the treatment slot will be given to another child and a new time slot will need to be arranged with your treating therapist.  If a patient does not show up for a therapy session, it is up to the therapist’s individual discretion whether or not to continue treating the child.
____________  parent initials
Sickness Policy:

The Board of Health considers the following signs/symptoms to indicate the presence of a communicable disease or illness:

Vomiting


Diarrhea  
Rash/Swelling


Fever over 100 degrees
Sore throat
Red, runny eyes
All treating therapists work with medically fragile children and it is our goal to avoid carrying illnesses to these children or infect ourselves or our own families.  Please be respectful and use discretion when deciding whether or not to cancel your scheduled therapy appointment if your child is sick.  In addition, please be sure your child is symptom free for 24 hours before resuming therapy.




____________  parent initials
Thank you.

Parent/Guardian Signature: ___________________________________________      Date:  ___________________

NOTICE OF PRIVACY PRACTICES

 (Effective Date: 6/1/09)

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE READ THIS DOCUMENT CAREFULLY.

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) requires all healthcare records and other individually identifiable health information (protected health information) used or disclosed to us in any form, whether electronically, on paper, or orally, be kept confidential.  This federal law gives you, the patient, significant new rights to control and understand how your health information is used.  HIPAA provides penalties for Covered Entities that misuse personal health information.  As a Covered Entity and as required by HIPAA, we have prepared this explanation of how we are required to maintain the privacy of your health information and how we may use and disclose you health information.

Without specific written authorization, we are permitted to use and disclose your healthcare records for the purposes of treatment, payment and healthcare operations.

· Treatment means providing, coordinating, or managing healthcare and related services by one or more healthcare providers.  For example, we may receive health information about you from the health provider treating you.
· Payment means such activities as obtaining reimbursement for services, confirming coverage, billing or collection activities, and utilization review.  For example, we may share information about your insurance coverage to the health plan to coordinate payment of benefits.
· Heath Care Operations include the business aspects of running our practice, such as conducting quality assessment and improvement activities, auditing functions, cost-management analysis, and customer service.  For example, to properly manage your case, we may utilize your protective health information (PHI).
Under privacy rules, you have rights with respect to your PHI, including:

· The right to request restrictions on certain uses and disclosures of PHI, including restricting disclosure of PHI to a health plan for "payment or health care operations," as defined by HIPAA, if Sunshine Pediatrics, LLC has already been paid in full by you for your health care services.
· The right to receive confidential communications of PHI.

· The right to inspect and copy PHI.

· The right to amend PHI.

· The right to receive an accounting of disclosures of PHI. 

· The right to receive an accounting of disclosures of electronic protective health information for the last previous three years for disclosures made for "treatment, payment or health care operations."
· The right to obtain a paper copy of the notice upon request.

We are required by law to maintain the privacy of your PHI and to provide you with notice of our legal duties and privacy practices with respect to protected health information.  We are required to abide by the terms of the Notice of Privacy Practices currently in effect.  Our duties and privacy practices include making reasonable efforts to limit PHI to the minimum necessary to accomplish the intended purpose of the use, disclosure or request.  We reserve the right to change the terms of our Notice of Privacy Practices and to make the new notice provisions effective for all PROTECTED HEALTH INFORMATION that we maintain.  Revisions to our Notice of Privacy Practices will be posted on the effective date and you may request a written copy of the Revised Notice of Privacy Practices from this office.  You have the right to file a formal, written complaint with us at the address below or with the Department of Health and Human Services, Office of Civil Rights, in the event that you feel your privacy rights have been violated.  We will not retaliate against you for filing a complaint.

For more information about out Privacy Practices, please contact:


Sunshine Pediatric Therapy Services, LLC


1306 Noguchi Mews


Atlanta, GA 30318     770-256-9921

For more information about HIPAA or to file a complaint, please contact:


The U.S. Department of Health and Human Services


Office of Civil Rights


200 Independence Avenue SW


Washington, D.C. 20201    877-696-6775 (toll free)

Acknowledgement of Receipt of Privacy Practices:
I, ___________________________, have received a copy of the Notice of Privacy Practices from Sunshine Pediatric Therapy, LLC with an effective date of 4/14/03.

Name of Patient:  _____________________________________________________________________________
Signature of Patient/Parent:  _____________________________________________  Date: _________________

 Helping Children Grow 

