The Center for 

Therapeutic Learning and Communication
[image: image4.png]TLC




Initial Intake

Child's Name___________________________________________________  Date __________________________
DOB_______________  Diagnosis____________________________
Referred By____________________________________________________
Therapies Seeking (please circle all that apply):  Occupational 
Speech-Language      Massage    Physical     ABA
Family Information
Mother's Name______________________________________     email  ___________________________________
Primary Phone:  _______________________________ Secondary______________________________________
Address______________________________________________________________________________________
Father's Name_______________________________________    email  ___________________________________
Primary Phone:  _______________________________ Secondary_____________________________________
Address______________________________________________________________________________________
Child Lives With (please circle):  Biological Parents     Adoptive Parents     Foster Parents     Relatives   Other:________

 Any Custody Concerns?  _____________________________

Other Children in the Family?

Name


Age

Sex

Special Needs/Speech, Hearing, Sensory, etc?

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Physician and Insurance Information
Pediatrician_______________________________ Telephone____________________________________________
Insurance Company_____________________________________________________________________________ 

Group #_______________________________  Policy #________________________________________________
Person Responsible for Billing/Insurance Holder _______________________________________________________

Emergency Contact_____________________________________ Telephone_______________________________
General Health History
Describe the pregnancy, labor, delivery for this child____________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
Was your child
Full Term
Premature
Gestational Age_________ Birth Weight________

Has your child ever been hospitalized?______________________________________________________________
Has your child ever been treated for...

   Asthma
Allergies
Ear infections

Feeding Problems
Food Hypersensitivities

   Gastrointestinal Problems
Headaches

Major illness or injury
Seizures

   Sensory or motor issues
Sleep Problems

Other___________________________________________
Comments____________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
Has he/she ever been evaluated for or received treatment in these areas?
Speech and Language?  Yes  No   If yes, please describe _____________________________________________

Occupational Therapy?  Yes  No   If yes, please describe ______________________________________________

Physical Therapy?  Yes  No   If yes, please describe __________________________________________________

Hearing Test?  Yes  No   If yes, please describe _____________________________________________________
Vision Screening?  Yes  No   If yes, please describe __________________________________________________

Psychological testing?  Yes  No  If yes, please describe  _______________________________________________

Massage Therapy?  Yes  No  If yes, please describe  _________________________________________________

Special Education or Learning Disabilities?  Yes  No  If yes, please describe ______________________________

Additional Comments regarding Health History and Evaluations:  ______________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Do you feel your child has a speech problem?  Yes   No

Do you feel your child has a hearing problem?  Yes  No

Do you feel your child has difficulty with gross motor tasks (tossing a ball, swinging a bat, etc)?  Yes    No

Do you feel your child has difficulty with fine motor tasks (handwriting, buttoning clothes, holding utensils)?  Yes     No

Does your child have gravitional insecurities (avoid/crave swings, slides, trampolines, stairs)?  Yes    No

Does your child have difficulty with body awareness or clumsiness?  Yes     No

Does your child seek sensory input (crashes into objects, makes loud noises, spins excessively, spicy food)?  Yes     No

Does your child avoid sensory input (hugs or touches, loud sounds, tags on clothing)?  Yes    No
Does your child choke on food or liquids?  Yes     No

Does your child put toys or inedible objects in his/her mouth?  Yes     No

Does your child brush his/her teeth or allow them to be brushed?  Yes     No

Does your child repeat sounds, words, or phrases over and over?  Yes     No

Does your child understand what you are saying?  Yes     No

Does your child respond appropriately to yes/no questions?  Yes     No

Does your child respond appropriately to who/what/when/where/why questions?  Yes     No

Does your child follow simple directions?  Yes     No

Does your child engage in self-injurious behavior?  Yes     No    If yes, please describe _____________________________

Please describe your child’s pain tolerance:  _______________________________________________________________

Is your child currently or recently under the care of a Neurologist, Osteopath, Developmental Pediatrician, Chiropractor, Homeopath, Functional Medicine Doctor, Nutritionist, or Allergist?  If yes, circle and describe: ________________________ __________________________________________________________________________________________________

Developmental History

Please list the apporoximate age your child met the following developmental milestones:

________  sat alone  _________  grasped pencil/crayon  ________  walked   _________ toilet trained                  
________  babbled  _________  said first words  ________  put two words together    ________  spoke in short sentences
Communication

How does your child currently communicate (indicate all that apply)?

________  Body Language

________  Sounds (vowels, grunting)

________  Simple words (shoe, doggy, up)

________  Simple sentences or phrases (two to four words)

________  Complete sentences longer than four words

________  Sign Language

________  Other primary or secondary language:  ___________________________ with whom? ____________________
________  Other:  __________________________________

Behavior

How would you describe your child’s behavior (indicate all that apply)?
Cooperative

Easily Distracted

Short Attention Span

Restless

Plays Alone Often

Cannot Play Alone Easily (is bored)

Attentive

Destructive/Aggressive

Separation Difficulties

Poor Eye Contact
Withdrawn


Easily Frustrated

Impulsive

Stubborn


Inappropriate Behavior

Willing to Try New Activities



Does your child have a history of aggressive or non-compliant behavior (hitting, scratching, biting, tantrums, throwing self on floor, etc)?  ________________________________________________________________________________________
Any other behavior concerns?__________________________________________________________________________
__________________________________________________________________________________________________

Has your child received Applied Behavior Analysis services from another facility or provider?  Yes     No

If yes, please describe experience and reason for leaving:  ___________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________

School History
Name of School:   _____________________________________________   Current Grade:  ________________________
Has your child repeated a grade?  _______________________________________________________________________

What are your child’s best/favorite subjects?  ______________________________________________________________

Is your child having difficulty in any subjects?  _____________________________________________________________

Is your child receiving help in any subjects?  _______________________________________________________________
What are the primary concerns that you would like us to address with your child?  ____________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

What are some activities, foods, toys, that your child enjoys?  _____________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Please note: Your health information will be kept confidential.  Any information that we collect about you on this form will be kept confidential in our office.

_____________________________
  ___________________________________    _______________________
Name of Parent/Legal Guardian

    Signature




Date

The Center for

Therapeutic Learning and Communication
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                 Patient Information Consent Form
I have read and understand this practice’s Notice of Patient Privacy Practices.  I understand the company may use of disclose my personal health information for the purposes of carrying out treatment, obtaining payment, evaluating the quality of services provided and any administrative operations related to treatment or payment.  I understand that I have the right to restrict how my personal health information is used and disclosed for treatment, payment and administrative operations if I notify The Center for Therapeutic Learning and Communication, PLLC.  I also understand that The Center for Therapeutic Learning and Communication, PLLC will consider requests for restrictions on a case by case basis, but does not have to agree to requests for restrictions.

I hereby consent to the use and disclosure of my personal health information for purposes as noted in The Center for Therapeutic Learning and Communication, PLLC Notice of Patient Privacy Practices.  In doing so, I hereby release The Center for Therapeutic Learning and Communication, PLLC from any and all legal liability that may arise from the release of such information.  I agree that a copy of this authorization may be used in place of the original.

I understand that I retain the right to revoke this consent by notifying The Center for Therapeutic Learning and Communication, PLLC from in writing at any time except for that action which has already been taken.  It shall be effective only long enough to answer the purpose of which it is given and no further confidential information will be released without the execution of an additional written authorization.

Parent/Guardian’s Printed Name

Parent/Guardian’s Signature




Date

The Center for
Therapeutic Learning and Communication
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Dear Parents,

With the New Year fast approaching we would like to remind you of some of our policies regarding patient payments, and all the ways we can help make it easier for you. As of 2016 it is our policy that all patients have a credit card on file. If there is a balance on your account it is automatically charged at the end of the week. This makes checking in and out easier and faster. A full copy of the policy will be included for your review. 

Many of you will have deductibles and copays to pay at the beginning of the year. If the balance every week will be too much and you need to make payment plan arrangements please contact our office as soon as possible. It is mandatory to have a card on file if you make a payment plan, there are no exceptions. Payment plans are made on a case by case basis, and must be arranged before services are performed. Please be aware of deductible and copay amounts on your insurance plan before your first visit in the New Year so we can work together to make these arrangements if necessary. We are unable to verify benefits ahead of time, so we will not know what they are until after January 1st 2017. 

We understand that insurance companies are transferring more and more of the financial responsibility to you, this can be very costly. We want to work with you to keep your child in therapy and pay your balance. Through our non-profit organization, Therapy from the Heart, TLC is able to offer scholarship programs to patients who need help paying their therapy costs. Please contact our office if you would like more information on this program.

If there are any questions or concerns please feel free to contact our office at 586-421-4062. 

Sincerely,

Christina Lovely

Senior Biller, The Center for TLC

clovely@centerfortlc.com
586-421-4062

The Center for

Therapeutic Learning and Communication

Card on File Policy

To Our Patients:

At the Center for TLC, we will require keeping your credit or debit card on file as a convenient method of payment for the portion of services that your insurance doesn’t cover, but for which you are liable. As you may be aware, the current healthcare market has resulted in insurance policies increasingly transferring costs to you, the insured. Some insurance plans require deductibles and copayments/coinsurance.  Keeping a card on file is an advantage since it makes checkout easier, faster, and more efficient. This in no way will compromise your ability to dispute a charge or question your insurance company’s determination of payment. Be assured your credit card information is kept confidential and secure.  Another form of payment may be provided to the front desk at the time of service in lieu of using the credit or debit card you previously provided on file.  All balances left unpaid by the end of each week will be processed on Friday using the credit or debit card kept on file.     

Patients with verified active Medicaid or coverage through Macomb County Community Mental Health are exempt from having a credit card on file.

If you have any questions about this payment method, do not hesitate to ask.

By signing below, I am acknowledging the receipt of the above stated policy.

Caregiver Name



Signature



Date








PATIENT NOTIFICATION OF BILLING
Charges for services that are provided by The Center for Therapeutic Learning and Communication are based upon the procedures that are deemed necessary by the therapist and physician to enable the patient to reach their goals. The patient is responsible for the payment of all fees regardless of whether the patient has insurance coverage for all or part of the bill. If the patient does have insurance that will pay for a portion or all of the service, The Center for TLC will bill the insurance company with the understanding that the patient provides all the necessary information, including but not limited to, a claim number, insurance card and a signed insurance form.

FEES AND EXPENSES

1. Initial Evaluation – The charge for the evaluation is a single flat fee regardless of the length of the evaluation.

2. Time sensitive direct therapy services – These can include such services as therapeutic exercise, activities of daily living training, therapeutic activities, and neuromuscular re-education. Charges for these services are based on one to one treatment time and are billed in 15 minute increments.

Fees are reviewed on an annual basis and The Center for Therapeutic Learning and Communication, PLLC reserves the right to adjust the fees when it is deemed necessary.  Thirty day advance written notification will be provided if any fee increase is instituted.

BILLING FOR SERVICES RENDERED
All bills for services rendered will be sent out to the insurance carrier within thirty days of the service performed.  Any co-payment, co-insurance, or deductible is due at the time of service.  For patients paying out of pocket, payment is expected at the time of service unless other arrangements have been made.  All invoices unpaid after 45 days will be subject to the maximum interest penalty/finance charge allowed by law.  The Center for TLC reserves the right to cancel treatment if payment for services is not received.

ASSIGNMENT OF BENEFIT

I ___________________________ understand that my insurance company will be sent an itemized bill for each session in accordance to reasonable and customary charges. I agree to assign benefits directly to The Center for Therapeutic Learning and Communication, PLLC for all therapy services rendered to ___________________________. I agree to pay for all services rendered should my insurance company deny payment for services rendered and will be responsible for any deductible, co-insurance, or co-payment, to be paid at the time of my visit.

For patients who pay privately or have out-of-network benefits, payments are due at the time of your visit. The fee for service for an initial evaluation is ___________. The fee for service for all follow-up visits is __________. If requested, The Center for Therapeutic Learning and Communication, PLLC will assist you in submitting claims to your insurance company.

 I have read and agreed to the above policies and procedures.
Patient or Responsible Party Signature_____________________________________ Date_____________


NOTICE OF PATIENT PRIVACY PRACTICES
According to the Health Insurance Portability and Accountability Act, known as HIPPA, physical, occupational and speech therapists in private practices must incorporate the federal privacy standards to protect patient's medical records and other health information provided to health plans, doctors, hospitals and other health care providers.  Please note that your personal health information may be used by The Center for TLC for treatment, obtaining payment, during and audit, in emergencies, or when required by law.  You will be asked for written authorization to use their personal medical information for any other reason than those listed above.  You have the right to review their personal health information at any time, to request that inaccurate information be corrected, or to request a list of instances when the information has been disclosed for reasons other than treatment, payment or other administrative purposes.  You have the right to restrict how the information is used and disclosed for treatment, payment and administrative operations.  The requests for restrictions will be considered on a case-by-case basis.  You have the right to address concerns and complaints about a potential violation of their health privacy to the US Department of Health and Human Services.


For further questions, you may contact the Compliance Officer,






Tina Smith




 
The Center for Therapeutic Learning and Communication






44738 Morley Dr






Clinton Twp, MI 48036

Reviewed_________  Revised_________
The Center for
Therapeutic Learning and Communication
Attendance Policy

The Center for TLC believes our children thrive when they receive the proper amount of therapeutic visits based on his or her treatment plan.  We also recognize that there are occasions when your child will not be able to attend a therapy session.  If you are regularly missing visits or find that the scheduled treatment times make it difficult for your family to consistently come to treatment, please discuss your scheduling concerns with our front office staff.  We will do our best to overcome any scheduling barriers for our children.

Planned Absences:

For absences that are pre-planned, such as vacations or doctor’s appointments, TLC appreciates 48-hour advanced notice of the cancellation from the child’s parent and/or caregiver.

Unplanned Absences:

For cancellations due to illness, it is important that both the parent/caregiver and therapist be respectful of health concerns.  Should your child wake up with any of these symptoms, please call our office as soon as possible, preferably 24 hours in advance.  Your child should be symptom-free for 24 hours before resuming therapy. 

	Illness Symptom Guidelines:

Families should follow these guidelines when determining if a child is ready to return to therapy.

	Fever (above 100()
	Fever free for at least 24 hours

	Running Nose


	Thick discharge subsides

	Cough
	Cough diminishes

	Pink Eye
	Treated by Physician and no longer contagious

	Red or watery eyes
	Eyes return to normal

	Upset stomach or diarrhea
	No further problem exists and/or diarrhea free for 24 hours

	Ear ache
	Examined by Physician

	Rash
	Cause determined by a physician and recommendations made to return child to normal daily activities

	Pale or flushed skin
	Color returns to normal

	Draining sore
	When drainage stops

	Head lice
	Hair is treated and no nits remain

	Vomiting
	Vomit free for 24 hours


No Shows:

A no-show appointment is defined as a missed appointment on the part of the family for which NO phone call or appropriate notice was given prior to the patient’s appointment time.  If a parent/guardian does not provide adequate notice prior to canceling a therapy appointment, or has a no-show appointment, the caregiver will be billed a $25 fee per missed therapy appointment. For example, if your child is scheduled for occupational therapy and speech therapy and both are missed, you will be billed $50.  In the event three no-show appointments or late-canceled appointments occur, The Center for TLC will issue a letter to your family to serve as notification that we may terminate services at our discretion.

Clinic Closures and/or Inclement Weather:

In the case of clinic closure due to inclement weather, TLC will post closure information on our website at www.centerfortlc.com in addition to updating our voicemail message.  Generally in the case of inclement weather or snow/ice days, the clinic will close for morning appointments and re-open for afternoon appointments beginning at 12:00pm weather permitting.  It is the responsibility of the family and/or caregivers to assess clinic closures before the patient’s appointment time.
Therapist Absences:

There may be an occasion when a therapist will need to cancel your appointment.  For pre-planned absences, we will provide you a minimum of 48-hour notice.  For illness or other unplanned absences, we will do our best to reschedule your visit and give you as much notice as possible.  Our therapists will also follow the illness guidelines above.
Attendance Agreement

· Together with the Center for Therapeutic Learning and Communication (The Center for TLC), I believe that receiving prescribed therapy is vital to my child’s success.

· I agree to schedule appointments in good faith and to keep my child’s therapy a priority. 

· I agree to contact TLC as soon as possible when my child is unable to keep a therapy appointment due to illness or other unavoidable event.  

· I understand the sooner I call TLC, the better chance another child could benefit from my family’s missed appointment.

· I trust that TLC therapists will do whatever they can to accommodate my family’s schedule.

· I understand that TLC is committed to providing only high quality therapists.   

· I understand that missed appointments are NOT billed to my insurance company however I agree to pay all applicable fees for missed and/or no-show appointments (see details above).

_________________________________________


________________________

Parent or guardian signature







Date

[image: image2.png]TLC




Pick Up Release/ Emergency Contact

Patient’s Name: ____________________________________________________________________

Cell Phone Number for Parent/Guardian: ______________________________________________
Please list all adults who are permitted to pick up your child from therapy or may be contacted in case of an emergency:

	Name
	Relationship to Patient
	Phone Number

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


*Please be advised that your child’s safety is a priority for us.  Therefore, your child will not be permitted to leave the clinic with an individual who is not listed above.
We will require picture identification.
Parent/ Guardian Name (print)

  Parent/Guardian Signature


Date
Medical History and Medications List

Please complete this form and return to TLC as soon as possible. This form is to be utilized by his/her therapist and also to keep on file in case of a medical emergency. Please be sure to update TLC staff of any changes in medications or medical conditions.

Patient name:__________________________________________________________​​​​​​__________________
Birth date:_____________________________________________________________​​​​​​__________________
Emergency contact person:_______________________________________________​​​​​​__________________
Medication:____________________________________________________________​​​​​​__________________
Times at which medication is taken each day:_________________________________​​​​​​__________________
Medication:____________________________________________________________​​​​​​__________________
Times at which medication is taken each day:_________________________________​​​​​​__________________
Medication:____________________________________________________________​​​​​​__________________
Times at which medication is taken each day:_________________________________​​​__________________
Medication:____________________________________________________________​​​​​​__________________
Times at which medication is taken each day:_________________________________​​​​​​__________________
Any known allergies:_____________________________________________________​​​​​​__________________
Treatment for each allergy:_________________________________________________​​​​​​__________________
History of seizures:_______________________________________________________​​​​​​__________________
Date of last seizure:_______________________________________________________​​​​​​__________________
Treatment for seizures: ____________________________________________________​​​​​​__________________
Please attach protocol for seizures

_______________________________________________________________________​​​​​​__________________
Parent/Guardian Signature








Date
The Center for 

Therapeutic Learning and Communication


CONSENT FOR PHOTOGRAPHING, FILMING, AND/OR AUDIO VIDEOTAPING

Name: _________________________________

Please check off the areas for which you give permission to The Center for Therapeutic Learning and Communication, PLLC to record events in the life of the client for whom you are guardian.

1. Photographs _______

2. Voice _______

3. Video Taping _______

These photographs and/ or recordings may be used:

1. Personal or social purposes ________

2. Community education ________

3. Research ________

4. Education of staff, students, or volunteers ________

5. Staff recruitment / retainment ________

6. Providing services ________

7. Advertising ________

8. The Center for Therapeutic Learning and Communication website ________

I have no objection to the use of my son/daughter picture and / or voice for the purposes described.

This authorization is automatically renewed annually unless I submit my revocation in writing to TLC.  I understand that I may revoke this at any time.

Parent/Guardian Signature






Date

Witness Signature







Date
44738 Morley Dr., Clinton Twp., MI 48036* Phone:(586) 421-4062* Fax: (586) 421-4072
www.centerfortlc.com

