
  Attendance Policy  

 
Attendance Policy 

 

Thank you for choosing Therapy Corps, PLLC. We want to provide the best possible services to 

all our patients. We will do our best to schedule appointments that meet your needs. Regular 

attendance is important to your/your child’s success. We ask that you follow the attendance 

policies outlined below: 

 1. Cancellations: Please call us at least 24 hours in advance to cancel your appointment. We reserve 

the right to charge a $110 fee if you do not give us 24 hours’ notice. Insurance will not cover this 

fee. 

 2. Missed Appointments: If you cancel or do not attend 3 sessions in a row, we will put your 

services on hold until scheduling problems can be worked out. 

 3. Late for Appointments: If you are more than 15 minutes late for your appointment, we reserve 

the right to cancel the appointment and consider it a missed appointment (see policy for missed 

appointments above). If you are late for 3 or more sessions, we may put your services on hold 

until scheduling problems can be worked out. 

 4. Clinician Cancellations: If your speech-language pathologist is not able to attend your 

appointment, you will be contacted as soon as possible. Please be sure that our office knows the 

best way to reach you. Every effort will be made to reschedule your appointment in a timely 

manner. 

 5.   Minors: I understand that an adult, older than 18 years old, must be present in the home during 

the entire therapy session.  

 

To cancel an appointment, call or text at (512) 983-4620 

or e-mail info@therapycorpstexas.com 

 

 I agree to the attendance policies outlined above. 

 
             

Print Patient’s Name  Date 

 

Patient or Parent/Guardian Signature   

      

  

Relationship to Patient   

 



HIPAA Privacy Notice Acknowledgement 

Therapy Corps, PLLC 

Acknowledgment That You Have Received Our HIPAA Privacy Notice  
 

(Insert practice name here) is required by law to keep your health information safe. This 

information may include: 

• notes from your doctor, teacher, or other health care provider  

• your medical history 

• your test results  

• treatment notes 

• insurance information  

 

We are required by law to give you a copy of our privacy notice. This notice tells you how your 

health information may be used and shared. It also tells you how you can look at and comment 

on your information.  

 

By signing this page, you are saying that you have been given a copy of our privacy notice.  

 

             

Print Patient’s Name  Date 

        

Patient or Parent/Guardian Signature  Relationship to Patient 
 
 
 



This information is provided as a resource for ASHA members. ASHA makes no guarantees about the content. You should 
review it carefully to ensure that it meets current HIPAA regulations, as well as your specific needs, including all relevant state 
laws that may be more stringent than HIPAA regulations. 
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Therapy Corps, PLLC 

HIPAA - Your Privacy Rights 
 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT 

CAREFULLY. 

 

Effective date:       

 

Therapy Corps, PLLC is required by law to keep your health information safe. This information 

may include: 

• notes from your doctor, teacher, or other health care provider 

• your medical history 

• your test results  

• treatment notes 

• insurance information  

 

A government rule, called the Health Insurance Portability and Accountability Act, or HIPAA, 

requires that you get a copy of this privacy notice. We will ask you to sign a paper saying that 

you have been given this notice.  

 

Read and refer to this notice at any time to see how your health information can be used and who 

can see it. 

 

How Your Health Information May Be Used or Shared 

We may use or share your health information without your permission for the following reasons: 

• Treatment. We may share information with doctors and other health care providers who 

care for you. For example, if your doctor orders speech therapy, we will share the results 

of our treatment with that doctor. 

• Payment. We may use and share information about the treatment you receive with your 

insurance company or other payer to receive payment for services. This may include 

sharing important medical information. We may share information to: 

o get the insurance company’s permission to start treatment 

o get permission for more treatment 

o get paid for the treatment you receive 

 

 



This information is provided as a resource for ASHA members. ASHA makes no guarantees about the content. You should 
review it carefully to ensure that it meets current HIPAA regulations, as well as your specific needs, including all relevant state 
laws that may be more stringent than HIPAA regulations. 
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• Health Care Operations. We may use and share your health information to run the 

clinic and be sure that all patients receive good care. For example, we may use your 

health information to: 

o see how well our services are working  

o see how well our staff is doing 

o see how we compare to other clinics 

o make our services better 

o help others study health care services 

 

Your Health Information May Also Be Used or Shared Without Your Permission for: 

• Abuse and Neglect. We may share your health information with government agencies 

when there is evidence of abuse, neglect, or domestic violence.  

• Appointment Reminders. We will use your information to remind you of upcoming 

appointments. Reminders may be sent in the mail, by e-mail, or by phone call or 

voicemail message. If you do not wish to get reminders, please tell your speech-language 

pathologist. 

• As Required by Law. We will share your information when we are told to do so by 

federal, state, or local law. We will also share information if we are asked by the police or 

courts. 

• Government Functions. Your information may be shared for national security or 

military purposes. If you are a veteran, your information may be shared with the Office of 

Veteran’s Affairs.  

• Information About a Person Who Has Died. We may share information with the 

coroner, medical examiner, or a funeral director, as needed. 

• Marketing. We may use your information to let you know of other services that might be 

of interest to you. 

• Public Health Risks. We may report information to public health agencies as required by 

law. This may be done to help prevent disease, injury, or disability. It may also be done 

to report medical device safety issues to the Food and Drug Administration and to report 

diseases and infections. 

• Regulatory Oversight. We may use or share your information with agencies overseeing 

health care. This may include sharing information for audits, licensure, and inspections. 

• Research. We may share your health information with researchers to be included in their 

research project. Information will be shared only for projects that have been through a 

special approval process. These projects have rules to protect your privacy, too. 

• Threats to Health and Safety. Your health information may be shared if we believe that 

it will prevent a threat to your health and safety or the health and safety of others. 



This information is provided as a resource for ASHA members. ASHA makes no guarantees about the content. You should 
review it carefully to ensure that it meets current HIPAA regulations, as well as your specific needs, including all relevant state 
laws that may be more stringent than HIPAA regulations. 
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• Worker’s Compensation. We will share your information with Worker’s Compensation 

if your case is being considered as a work-related injury or illness. 

 

When Your Permission Is Needed to Use or Share Your Health Information 

You must give us permission to use or share your health information for any situation that is not 

listed in this notice. You will be asked to sign a form, called an authorization, to allow us to use 

or share your information. You are allowed to take back this authorization, called revoking 

authorization, at any time. We will not be able to get back the information that we shared with 

your permission. 

 

Your Privacy Rights 

You have the right to: 

• Ask us not to share your information. You can ask us not to use or share your 

information for treatment, payment, or health care operations. You can also ask us not to 

share information with people involved in your care, like family members or friends. You 

must ask for limits in writing.  We must share information when required by law. We do 

not have to agree to what you ask. 

• Ask us to contact you privately. You can ask us to contact you only in a certain way or 

at a certain place. For example, you may want us to call you but not to e-mail you. Or you 

may want us to call you at work and not at home. You must ask us in writing. We will do 

all we can to do what you ask. 

• Look at and copy your health information. You have the right to see your health 

information and to get a copy of that information. You have a right to see treatment, 

medical, and billing information. You may not be able to see or copy information put 

together for a court case, certain lab results, and copyrighted materials, such as test 

protocols. 

• Ask for changes to your health information. You can ask us to change information that 

you think is wrong. You can also ask that we add information that is missing. You must 

ask us in writing and give us a reason for the change. We do not have to make the 

change. 

• Get a report of how and when your information was used or shared. You can ask us 

to tell you when your information was shared and who we shared it with. There are some 

rules about this: 

o You need to ask us in writing.  

o You must tell us the dates you are asking about and if you want a paper or electronic 

copy.  

o You may get information going back 6 years, but it cannot be for earlier than  

April 14, 2003. This is the date when the government privacy rules took effect.  

 



This information is provided as a resource for ASHA members. ASHA makes no guarantees about the content. You should 
review it carefully to ensure that it meets current HIPAA regulations, as well as your specific needs, including all relevant state 
laws that may be more stringent than HIPAA regulations. 
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• Get a paper copy of this privacy notice. You can get a paper copy of this notice at any 

time. You can get a copy even if you have already signed the form saying you have seen 

this notice. 

• File complaints. You can file a complaint with us or with the government if you think 

that 

o your information was used or shared in a way that is not allowed 

o you were not allowed to look at or copy your information 

o any of your rights were denied 

 

Who Is Covered by This Notice 

The people who must follow the rules in this notice are: 

• all speech-language pathologists working at [insert practice name here]  

• anyone who is allowed to add health information to your file, including students and 

other staff 

• any volunteers who may help you while you are in this clinic 

 

Changes to the Information in This Notice 

We may change this notice at any time. Changes may apply to information we already have in 

your file and to any new information. Copies of the new notice will be available from our staff. 

The notice will have a date on the front page to tell you when it went into effect. 

 

Complaints 

You may file a complaint if you think we did something wrong with your information. You can 

complain to your regional office of the United States Office of Civil Rights. To find out more 

about filing complaints, go to www.hhs.gov/ocr/privacy/hipaa/complaints/index.html. All 

complaints must be in writing. You will not get in trouble for filing a complaint. 

 

Contacts  

If you have any questions about this notice or your privacy rights, please ask your speech-

language pathologist or contact [insert contact name and information here]. 

http://www.hhs.gov/ocr/privacy/hipaa/complaints/index.html


 

Billing Information  

Patient Name: __________________________ Date of Birth _____________ Gender: M F 

Policy Holder Name(s): __________________________________________________________ 

Billing Address: ____________________________________________________________ 

City: _______________________________________________ Zip Code: ______________ 

Phone Number:__________________________ Email: _____________________________ 

Name of Primary Insured: ________________________ Date of Birth: ___________ Gender: M F 

Member ID # _____________________________  Group ID #_____________________ 

Phone Number of Plan: _________________ Insurance Company: ____________________ 

Secondary  

Patient Name: __________________________ Date of Birth _____________ Gender: M F 

Policy Holder Name(s): __________________________________________________________ 

Billing Address: ____________________________________________________________ 

City: _______________________________________________ Zip Code: ______________ 

Phone Number:__________________________ Email: _____________________________ 

Name of Primary Insured: ________________________ Date of Birth: ___________ Gender: M F 

Member ID # _____________________________  Group ID #_____________________ 

Phone Number of Plan: _________________ 

Financial Responsibility Statement 

I acknowledge that IF my insurance does not pay for services, for any reason, I am financially responsible 

and will pay in full for all services provided.  

Signature: ______________________________________________ Date: ________________________ 

Therapist Providing Evaluation and Treatment: Ashley S. Fairleigh, M.S. CCC-SLP 

Therapist’s  Signature: _______________________________________ Date: _____________________ 



 
NPI # 1376766758  TAX ID # 81-5349046 TEXAS LICENSE # 102611  

 FAX number: 844.364.0163

   

 

Insurance Verification 

Print out this form and use it as a guide for your call to your insurance company. Write all 
information down and keep this form in a secure place in case you need to reference it at a 
later date. It is recommended that you block about 30 minutes for this call to collect the 
needed information.  
Prior to the call have this information available.  Call the MEMBER number on your 
insurance card and tell them you “want to verify speech therapy benefits”.  

• Name of Patient  
• Name of Primary Care Provider 
• Name of policy holder 
• Subscriber number 
• Group number 
• Specialty/name of desired provider and their location: THERAPY CORPS, PLLC 

MOBILE PRACTICE 
 
Phone Number Called:    Customer Rep Name:  

Date of Call:      Reference Number: always ask for this 

1. Do I need pre-authorization for speech therapy services rendered in the home? 
 

2. Exclusions for speech therapy (ex: specific diagnosis or age limit)?  
 

3. Exclusions on the setting where therapy takes place? Services will be rendered 
IN THE HOME/MOBILE services. Therapy Corps is a mobile practice, NOT a 
home health company.  
 

4. What date does the plan year begin and end and is there a visit limit? ex: 20 
visits/year?  
 

5. Is Therapy Corps, PLLC currently a network provider for my plan? If not, what 
are my out of network benefits?  
 

6. Is precertification/pre-authorization needed?  If so, please start this process.  
 

7. Do I have a deductible for these services?  If the answer is YES, how much is the 
deductible and how much of my deductible has been met to date?  

 
8. Do I have a co-pay for each visit or is there a percentage of coverage that will be 

out of pocket?  



  Attendance Policy  

 
Attendance Policy 

 

Thank you for choosing Therapy Corps, PLLC. We want to provide the best possible services to 

all our patients. We will do our best to schedule appointments that meet your needs. Regular 

attendance is important to your/your child’s success. We ask that you follow the attendance 

policies outlined below: 

 1. Cancellations: Please call us at least 24 hours in advance to cancel your appointment. We reserve 

the right to charge a $110 fee if you do not give us 24 hours’ notice. Insurance will not cover this 

fee. 

 2. Missed Appointments: If you cancel or do not attend 3 sessions in a row, we will put your 

services on hold until scheduling problems can be worked out. 

 3. Late for Appointments: If you are more than 15 minutes late for your appointment, we reserve 

the right to cancel the appointment and consider it a missed appointment (see policy for missed 

appointments above). If you are late for 3 or more sessions, we may put your services on hold 

until scheduling problems can be worked out. 

 4. Clinician Cancellations: If your speech-language pathologist is not able to attend your 

appointment, you will be contacted as soon as possible. Please be sure that our office knows the 

best way to reach you. Every effort will be made to reschedule your appointment in a timely 

manner. 

 5.   Minors: I understand that an adult, older than 18 years old, must be present in the home during 

the entire therapy session.  

 

To cancel an appointment, call or text at (512) 983-4620 

or e-mail info@therapycorpstexas.com 

 

 I agree to the attendance policies outlined above. 
             

Print Patient’s Name  Date 

 

Patient or Parent/Guardian Signature   

      

  

Relationship to Patient   

 



 

Billing Information  

Child’s Name: __________________________ Date of Birth _____________ Gender: M F 

Parent’s Name(s): __________________________________________________________ 

Billing Address: ____________________________________________________________ 

City: _______________________________________________ Zip Code: ______________ 

Phone Number:__________________________ Email: _____________________________ 

Name of Primary Insured: ________________________ Date of Birth: ___________ Gender: M F 

Member ID # _____________________________  Group ID #_____________________ 

Phone Number of Plan: _________________ Insurance Company: ____________________ 

 

Therapy Corps, PLLC will process insurance claims for in-network clients only; if you are in-network, 

please include a copy of your insurance card. Out-of-network clients are responsible for processing their 

insurance claims; IF you are out of network, please circle YES if you would like an insurance claim form 

included in your billing statement.  

 

Financial Responsibility Statement 

I acknowledge that IF my insurance does not pay for services, for any reason, I am financially responsible 

and will pay in full for all services provided.  

 

Signature: ______________________________________________ Date: ________________________ 

Therapist Providing Evaluation and Treatment: Ashley S. Fairleigh, M.S. CCC-SLP 

Therapist’s Signature: _______________________________________ Date: _____________________ 
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Patient History – Adult 
 

Name:       

Date of Birth:       Age:       Sex:  Male   Female  

Address:       

City:       State:       Zip:       

Home 

Phone: 

      

Cell Phone:       

Work or Other Phone:       

E-mail:       

 

Race/Ethnicity (select one or more): 

 American Indian/Alaskan Indian  Asian 

 Black/African American  Hispanic/Latino 

 Native Hawaiian or Other Pacific Islander  White  Unknown 

 

Emergency Contact: 

Name:       

Phone Number:       

Is this number for  Home    Cell    Work 

Relationship to Patient:  

 

Referral Source:  

 Doctor  School  Counselor/Therapist  Friend  Self  Other 
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Insurance Information: 

Primary Insurance:       

Policy Holder 

Name: 

      

Group Number:       

Phone Number:       

Secondary Insurance:       

Policy Holder Name:       

Group Number:       

Phone Number:       

 

Reason for Visit Today 

      

      

      

 

Have you received speech-language pathology services before?  Yes  No 

If yes, when?       

Where?       

 

Medical History: 

List illnesses, surgeries, injuries, or medical problems:  

      

      

List medications taken on a regular basis: 

      

      

List known allergies: 
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Have you had problems with or changes in (check all that apply):  

  Hearing:  

  Wear hearing aid(s)?  Yes  No 

  Had hearing test?  Yes  No 

 If yes, when?       

  Vision:   

  Wear glasses?   Yes   No 

  Wear corrective lenses?  Yes   No 

  Had vision screened?  Yes   No 

 If yes, when?       

  Teeth:  

  Wear dentures?  Yes   No 

  Breathing:  

  Swallowing: 

 

Education and Work History 

Last grade completed:        

Occupation:       

Currently working?  Yes   No 

Recreational Activities:       

 

Language(s) Spoken 

Is English your primary language?  Yes  No 

 If no, is an interpreter needed?  Yes  No 

 If no, what language(s) is/are spoken at home:  

      

 If no, what language(s) is/are spoken in your workplace/community:  
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Additional Information 

Is there anything else you’d like for us to know about you?  

      

      

 

 

 

 

Patient or Parent/Guardian Signature 

      

Relationship to Patient 

      

Date 
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Patient History – Child 
 

Name:       

Date of Birth:       Age:       Sex:  Male  Female 

Address:       

City:       State:       Zip:       

Telephone:       

Person Completing This Form:       

Relationship to Client:       

Mother’s Name:       Age:       

Address:       

City:       State:       Zip:       

Mother’s Occupation:       

Employer:       

Education Completed:       

Father’s Name:       Age:       

Address:       

City:       State:       Zip:       

Father’s Occupation:       

Employer:       

Education Completed:       
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List all children in the family from oldest to youngest 

Name Age Sex Grade in 

School 

General Health 

                              

                              

                              

                              

                              

                              

 

Does anyone else in the family have speech, language, or hearing problems?      Yes    No 

If yes, please describe:        

Who referred you for the evaluation?       

Child’s pediatrician or family doctor       

Address       

Other doctor(s) treating the child       

Has the child had any previous testing or therapy for speech, language, or hearing problems? 

 Yes    No 

If yes, name of agency and date tested       
(Please request that copies of all test results be sent to our office)  

Why are you bringing your child to see us today?  
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BIRTH HISTORY 

Weight of child at birth       Was the child full term?      Yes    No 

Were there any unusual factors relating to the pregnancy (such as toxemia, X-ray treatments, 

other illnesses, drugs or medications)? 

 Yes    No 

If yes, please describe: 

      

      

Type of birth:  

 Normal  Induced  Forceps  Caesarean  Premature; How many weeks      ? 

Were there any physical deformities or malformations observed at birth (such as “blueness,” 

jaundice, abnormal shape of head)?   Yes    No 

If yes, please describe:       

 

 

DEVELOPMENTAL HISTORY 

In early childhood, did the child have any feeding problems (such as poor control of sucking, 

food allergies, digestive upsets)?   Yes  No 

If yes, please describe:       

Give ages of development for the following behaviors: 

Sitting unsupported       Walking       

Eating solid foods       Self-feeding       

Crawling       Self-dressing       

Standing alone       Bladder/bowel control       

Do you feel that the child was late or had difficulty in the development of these behaviors? 

 Yes    No 
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MEDICAL HISTORY 

Date and type of last medical examination       

List ages for any of the following childhood diseases: 

Whooping cough       Pneumonia       

Mumps       Chicken Pox       

Measles       Tonsillitis       

Rheumatic fever       Other:       

Were there any complications with any of the above, such as high/persistent fevers, convulsions, 

or persistent muscle weakness?      Yes    No 

If yes, please explain:       

Is the child subject to frequent colds, sore throats?      Yes    No 

Has the child had allergies, hay fever, etc.?      Yes    No 

If yes, please describe:       

Does the child tend to breathe with mouth open?      Yes    No  

Has the child had any operations?      Yes    No 

If yes, please describe:       

Has the child had tonsils and adenoids removed?      Yes    No 

If yes, when?       

Has the child had any ear trouble (such as earaches, infection, running ears, evidence of hearing 

loss)?      Yes    No 

If yes, please describe:       

Has hearing been tested?  Yes    No If yes, when?       

Results:       

Has the child ever had ear (PE) tubes inserted?      Yes    No 

If yes, when?       

If yes, does the child still have ear (PE) tubes?      Yes    No 

Has the child ever worn eyeglasses or had any difficulty with eyes?      Yes    No 

If yes, please describe:       

Does the child have any dental problems?      Yes    No 

If yes, please describe:       

Has the child seen a specialist for any reason?      Yes    No If yes, please explain: 
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EDUCATION HISTORY 

 

Current School       

Address       

City       State       Zip       

Grade       Teacher       

Did the child attend nursery school?      Yes    No 

If yes, when? From age        to age       

At what age did the child attend kindergarten?       

Does the child like school?      Yes    No 

Does the child like the teacher?      Yes    No 

Describe performance in school (please note strong and weak areas) 

      

      

      

Does the child attend any special classes (such as speech therapy, language development, 

reading, resource room, special education classroom)?      Yes    No 

If yes, please describe: 
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DAILY BEHAVIOR 

 

Where does the child usually play?       

Are there children close to the child’s age in the neighborhood?  Yes    No 

Does the child prefer to play alone?  Yes    No 

Does the child prefer to play with older or younger children?       

Does the child have a close friend?  Yes    No 

What are your most frequent discipline problems with this child?  

      

      

Who does the disciplining?       

How do you discipline?  

      

      

What does the child do well? 

      

      

What does the child have trouble doing? 

      

      

Does the child have difficulty concentrating?       
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COMMUNICATION HISTORY 

 

Is the child’s speech understandable to you?  to friends?  to strangers?  

to other family members?  

List sounds or words that the child has trouble saying 

      

How does the child compare with siblings in speech development?  

      

      

Does the child use words in meaningful ways for his/her age?      Yes    No 

Give examples of sentences the child uses by himself/herself (not sentences that are repeated 

after you): 

      

      

      

At what age did the child babble?       say first words?       

put two words together in a sentence?       use three-word sentences?       

Does the child seem to understand directions?      Yes    No 

Does the child prefer to use speech or gestures when communicating? 

      

Do you have any further questions? 

      

      

      

 

 

 

 

Patient or Parent/Guardian Signature 

      

Relationship to Patient 

      

Date 
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Payment Policy: Self-Pay 

 

Thank you for choosing Therapy Corps, PLLC for your speech-language pathology needs. This 

is an agreement between Therapy Corps. and you for payment of services provided. By signing 

this agreement, you are agreeing to pay for all services provided to your family member.  

 

Please read the following information carefully. 

 

Therapy Corps, PLLC will not bill insurance for evaluations and treatment. We will provide you 

with the information you need to submit a bill to your insurance company.  

 

If you plan to submit bills to your insurance company, you should: 

• Check with your insurance company before your first visit to find out what speech and 

language services they will pay for. 

• Find out what information the insurance company needs.  

o You may need a note from your doctor, called a referral. You may need permission 

from the insurance company, called pre-authorization.  

o Referrals and pre-authorizations do not guarantee that insurance will pay for services.  

 

Payment Options: 

• You will be billed for services at the end of each month. Payment is due within 15 days 

of receiving our bill. We accept cash, checks, or major credit cards. 

• We are happy to discuss about other payment arrangements, if needed. Let us know 

ahead of time to make payment arrangements. Please do not wait until you are not able to 

pay to speak with us.  

 

Returned checks: 

• You will be charged a $25 fee for each returned check.  

• You will be asked to bring cash to the office to cover the amount of the returned check 

and the fee. 
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Past due accounts: 

• You are expected to pay in full within 15 days of receiving our bill. Accounts 10 days 

past due will be charged a 10% fee.  

• Accounts 2 months past due will be sent to a collection agency. You will be responsible 

for collection costs, as well as attorney fees and court costs.  

 

 

 

      

Patient’s Name 

 

 

I agree to the payment policies outlined above. 

 

 

        

Parent/Guardian Signature  Date 

 

 

      

Relationship to Patient 

 

 



 

 

RELEASE FOR USE AND DISTRIBUTION OF PHOTOGRAPHIC IMAGES AND VIDEO 

I, ____________________________, parent/ legal guardian of ____________________________, a 

current patient with Therapy Corps, PLLC, (herein referred to as Publisher) hereby authorize the 

Publisher to take and use at their discretion as long as it relates to marketing, education and/or other 

means to:  

1. Photograph(s) of the patient for identifications purposes.    YES           NO  

2. Photograph(s) of the patient to provide supporting information of a medical condition(s). YES     NO  

3. Photograph(s) of the patient for the purpose of professional education.     YES       NO  

4. Photograph(s) of the patient for the purpose of marketing and training for Therapy Corps, PLLC and 

other conferences and conventions.    YES       NO   (Specify) ______________________________  

5. Send text messages to parent/legal guardian with information about the patient and treatment.       

YES        NO  

6. Send email messages to parent/legal guardian containing information about the patient and 

treatment.      YES     NO  

IT IS FURTHER AGREED THAT THE PUBLISHER, THERAPY CORPS, PLLC, SHALL NOT BE REQUIRED TO PAY 

THE PATIENT OR CAREGIVER(S) ANY ROYALTIES OR OTHER COMPENSATION FOR THE USE AND 

DISTRIBUTION OF ANY OR ALL IMAGES.  

 

___________________________________   _____________________________ 

Parent/Legal Guardian       Parent/Legal Guardian Printed Name  

 

____________________________________   _______________________________ 

Patient Name       Patient’s Date of Birth 

 

____________________________________   _______________________________ 

Relationship to Patient       Signed on Date 



Authorization for Release of Information 

 
Authorization for Release of Information 

 

I give Therapy Corps, PLLC permission to use or share my health information with:  

 

 

The information that will be used or shared includes (check all that apply): 

  My medical records 

  My treatment records (progress notes, daily records) 

  My speech & language test reports and therapy notes 

  Other:  

This information is being used or shared because: 

collaboration with Therapy Corps, PLLC 

 

This authorization will expire: 

• On  365 days from this notice  

• After the following eventhappens:  Patient/POA request 

 

I understand that: 

• I do not have to sign this authorization. I will still be able to get treatment here even if I 

do not sign it.  

• I am allowed to see or copy the health information that will be used or shared. 

• I can reverse this authorization at any time. I need to write to Therapy Corps, PLLC, 

1713 Richcreek Road; Austin, TX 78757 to reverse this release.   

• Any information that was used or shared before I reverse this authorization cannot be 

returned. 

• The person or organization that receives exchanged health information because of this 

authorization may have the right to share it with others without my permission. 

             

Print Patient’s Name  Date 

        

Patient or Parent/Guardian Signature  Relationship to Patient 



Authorization for Release of Information 

 



Treatment Authorization 

 
Treatment Authorization 

 

I agree to allow Therapy Corps, PLLC, to provide speech-language pathology services for my 

child or myself. In addition: 

 

 I have seen and agree with the treatment goals and therapy plan. 

 I agree to attend scheduled therapy sessions (see attendance policy). 

 I agree to participate in my child’s/loved one’s treatment, as appropriate. 

 I understand that my child/loved one may be given work to do at home. I agree to help my 

child/loved one do this work to help with treatment goals. 

 I give permission for students from local universities who need observation hours to observe 

my child in therapy. I understand that they will not be providing any direct therapy to my 

child.  

 

 

             

Print Patient’s Name  Date 

        

Patient or Parent/Guardian Signature  Relationship to Patient 

 


