S Mool Established patient Update Form Speech Pathology and Occupational Therapy

40 i e
Occupationl

Speech

Therapy

Patient Legal Name: Preferred Name:
Date Of Birth: Patientis: Male / Female (circle)
Guardian (1) Name: Guardian (2) Name:
Guardian (1) Social Security Number: Guardian (2) Social Security Number:
Primary Mailing Address:
Guardian (1) cell Phone: Guardian (2) cell Phone
Preferred Email/ secondary email:
Primary Care Physician: Primary Care office:
How did you hear about our office? _
Please list ALL of your insurance carriers here: Primary: Secondary:

Tertiary: *note: all insurance MUST be listed in the space above, no exceptions
**Name of Policy Holder:
**Ppolicy holder’s Date Of Birth: relationship to client:

Ifthere are any changes in the patients health status that you feel we should be aware of please list here:

Please list here anyone who you authorize, in addition to your PCP or referring physician, to receive a report of our findings: _

HIPAA Notification: By signing below you acknowledge a copy of Palmetto SpOTs Notice of Privacy Practices was provided to you. This
notice provides information about how we may use and disclose you protected information; we encourage you to review it carefu lly.
Further information about the notice may be obtained by contacting our privacy office at admin@ palmettospot.com.

Legal signature of or on behalf of patient Date:

Please read, initial and most importantly understand the following:

| give permission for photos / videos of this child to be used for the purpose of treatment, education and documentation.
______ | give permission for photos / video to be used for advertising, brochure, and / or webspace.

______ lgive permissionto SpOTto correspond with legal guardians and care team via e-mail regarding treatment, documentation, and
home programming. lunderstand thatonce SpOT email is sent externally, correspondence may potentially be intercepted by an outside
party.

_____lunderstandthat attendance at my therapy sessions is absolutely imperative if my child is to make progress. Consistency is KEY
to therapy progress!!

_______lunderstandthat cancellation with less than 24 hours notice or no shows will resultin a $25 no show fee per 30-minute session,
and S50 no show fee per one-hoursession. (This fee cannot and will not be billed to your insurance) and you will be removed from the
schedule if cancellation with short notice is excessive (at the discretion of the therapist and office manager).

______ lunderstand that I may be removed fromatherapist’s schedule (for set weekly or bi-weekly repeating appointments) if | call to
cancel excessively within 24-hours priorto my scheduled appointment. Excessive cancellations are defined as less than 80% attendance
within a 3-month period, excused or unexcused. A doctor's note will be required for excessive ‘sick’ absences. We do not accept doctor’s
notes that are not specific to the patient.

______ lunderstand that 3 no shows (without notification) in total (across OT and ST) will resultin myself or my child being removed from
the schedule and placed on the standby list.

______ lunderstand if my child has a fever, excessive cough, is vomiting, has had exposure to COVID19, is under quarantine for COVID19,
or has lice (or any contagious skin condition), this is an excusable absence for therapy if the parent contacts us as soon as possible. We
have the rightto deny you child services if you bring them to therapy sick. They must be 24-hours free of fever, vomit, or lice to return to
therapy.




____lunderstand ] can not leave the premises while my child isin therapy or in the waiting room. You may return to wait in your car
after your child is called back for therapy, but please leave yourcellnumberat the front office in case of an emergency. You must be back
in the building no less than 10 minutes before the end of your child's session.

________lconsenttoreceive text messages from Palmetto SpOT for purposes including, but not limited to: Appointment reminders and
confirmations, scheduling updates or changes, health-related notifications, and / or billing or payment reminders. | understand that: 1)
Text messages may not be fully secure and could be read by someone with access to my phone 2) Message and data rates may apply,
depending on my mobile carrier and 3) this consent will remain in effect until | revoke it in writing.

| have read the above attendance policy and agree to adhereto these policies. Failuretoadheretothese policies will result in termination
of your treatment. | AMAWARE THAT | CAN NOT LEAVE THE PREMESIS (waiting room and parking lot) DURING MY CHILD S SESSION AND
MUST RETURN TO THE WAITING ROOM NO LESS THAN 10 MINUTES PRIOR TO END OF THEIR SESSION.

Legal signature of or on behalf of patient: Date:

Health Insurance Benefits / coverage / authorizations DISCLAIMER:

As a courtesy Palmetto SpOT (legally listed as Palmetto Hearing Care Center, LLC) will attempt to verify your health insuranc e benefits, and
/ or obtain necessary authorizations foryour services. Please be aware, thisisonly a Quote of your healthcare benefits provided to us by
your insurance company but is not a guarantee of payment. We cannot guarantee payment or verify that definite eligibility of benefits
conveyed to us or to you by your carrier will be accurate or complete. Payment of benefits are subject to all terms, conditions, limitations
and exclusions of the member’s contract at the time of service. We file insurance as a courtesy to our patients. In most cases, your
insurance will only pay for services that it determines to be reasonable and necessary. Our office will make every effort to bill your
insurance company in atimely manner. If your carrier determines that a particular service is not reasonable and/ or necessary, or that a
particular service or diagnosis is not covered underyour plan, yourinsurance will deny coverage for the service and the billed charges will
become your responsibility.

We strongly recommend, request and encourage you to be familiar with, and verify, your own benefits with your insurance company
prior to being seen in our office. Please also be aware of any deductible amounts that may interfere with your out of pocket expenses for
services.

| understand that Palmetto SpOT will bill my insurance company. |understandthatall co-pays are due on the date of service. |understand
that | am responsible forall deductible and co-insurance amounts that will likely be billed to me after an EOB is received after services are
rendered. | understand that it is my financial responsibility to pay the balance due within 30-days of receiving the bill. If my insurance
company denies service, | am aware and agree that | am financially responsible for my entire balance due. | understand that If | do not
provide accurate insurance information to SpOT, and that action results in SpOTs inability to file for timely reimbursement, | will be
financially responsible for what my insurance does not cover.

| understand thatif my insurance company requires a referral or pre-authorization for my visit it is my responsibility to obtain this referral
frommy referring physician or primary care physician prior to my appointment. If my insurance plan has a maximum benefits or limitations
on number of visits allowed, | understand itis ultimately my responsibility to keep trackof the number of visits permitted and the number |
have used.

| understand if  have an unpaid balance to Palmetto SPOT and do not make satisfactory paymentarrangements, my accountmay b e placed

with an external collection agency. | will be responsible for reimbursement of any fees from the collection agency, including all costs and
expenses incurred collecting my account, and possibly including reasonable attorney’s fees if so incurred during collection e fforts.

In order for Palmetto SPOT or their designated external collection agency to service my account, and where not prohibited by applicable
law, | agree that Palmetto SPOT and the designated external collection agency are authorized to (i) contact me by teleph one at the
telephone number(s) lam providing, including wireless telephone numbers, which could resultin charges to me, (ii) contact me by sending

text messages (message and data rates may apply) or emails, using any email address | provide and (iii) methods of contact may include
using pre-recorded/artificial voice message and/or use of an automatic dialing device, as applicable.

I have read and | understand the above policies:

Legal signature of or on behalf of patient Date:




*kx***IMPORTANT UPDATED IN POLICIES!!!! PLEASE READ AND SIGN **#*¥*%;

Palmetto SpOT Safety Protocols

Please be aware that Parents / Guardians are NOT permitted to leave
the premises while your child is in therapy*.

You may visit our waiting room or sit in your car. Please return to the waiting room TEN MINUTES prior to the
scheduled end time of your child's session.

PLEASE LIST THE BEST PHONE NUMBERS TO REACH YOU DURING THERAPY SESSIONS:

Emergency Contact:

*Authorities (police / fire department/ DSS) will be notified if a patient is left / abandoned in our office when a parent/
caregiver is not at our office at the time of the end of the session. Your therapist has another patient at that time and
we are not licensed as a child care facility. We are not legally able to “keep” a child longer than their time allotted for
therapy. There will be no warning; authorities will be called and a police report will be made on your first offence of
leaving the premises.

Palmetto SpOT Attendance Policy:

Consistent attendance is critical in a patients success with therapy. For this
reason, if you fall below an 80% attendance rate, we will be forced to move you
off of the permanent repeating schedule and onto our ‘standby list’. While on
the standby list you will receive weekly calls and/ or text messages when an
appointment becomes available for your needs.

Please sign below in recognition that you are informed of our safety protocols concerning
staying on site during your child's session as well as our updated attendance policy:

Printed Name:

Relationship to patient :

Signature: Date







