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Parent Release Form for Media Recording
I, the undersigned, do hereby grant or deny permission to Horizon Therapy Services, PLLC. to use the image and/or video of my child, 	, as marked by my selection(s) below. Such use includes the display, distribution, publication, transmission, or otherwise use of photographs, images, and/or video taken of my child for use in materials that include, but may not be limited to, printed materials such as brochures and newsletters, videos, and digital images such as those on the Horizon Therapy Services, PLLC. Web site.
· Deny permission to use my child’s image and/or video at all.
· Grant permission to use my child’s image and/or video in the following ways (mark all that apply):
· Limited usage: I want my child’s image and/or video used within the Horizon Therapy Services, PLLC.
setting only (not in the larger community).
· Limited usage: I want my child’s image and/or video used for educational materials only (not marketing). This could be within Horizon Therapy Services, PLLC.  or in the larger community. One example of this could be videos in parent education classes.
· Limited usage: I want my child’s image and/or video used on printed materials only (no digital or video use).
· Unrestricted usage: I give unrestricted permission for my child’s image and/or video to be used in print, video, and digital media. I agree that these images may be used by Horizon Therapy Services, PLLC. for a variety of purposes and that these images may be used without further notifying me. I do understand that the child’s last name will not be used in conjunction with any video or digital images.

Parent/guardian signature:  	

Date:   	


If you have questions, contact Horizon Therapy Services, PLLC.  at (210) 310-3190
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HIPAA AUTHORIZATION
I, 	, authorize Horizon Therapy Services, PLLC.  to obtain the following information:

· Speech & Language Reports
· IEP Records
· Occupational Therapy
· Psychological Reports
· Behavior Reports/Records
· Treatment Records
· Health Insurance Communication Authorization
· Third party communication
· Other:  	

This authorization expires twelve (12) months from signature date.

If the person receiving this information is not a health care provider or health plan covered by federal privacy regulations, the information described above may be disclosed to other individuals or institutions and no longer protected by these regulations.

You may refuse to sign this authorization. Your refusal to sign will not aﬀect your ability to obtain treatment or payment or your eligibility for beneﬁts.

You may inspect or copy the protected health information to be used or disclosed under this authorization.

You may revoke this authorization in writing at any time by sending written notification to Horizon Therapy Services, PLLC., 11153 Westwood Loop, Ste. 123, San Antonio, TX 78253. Your notice will not apply to actions taken by the requesting person/entity prior to the date they received your written request to revoke authorization.

In order to obtain the above-mentioned documents, we will need the following information.

(You must be 18 years of age to sign-all minors under the age of 18 must have a parent and/or guardian to sign.)
Is this HIPAA Release in your behalf or of a minor? □ Yes □ No

Parent Name:  	

DOB:  	

Print Name:		Date:  	

Signature:  	

Witness:		Date:  	
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SERVICE POLICY AND AGREEMENTS



STATEMENT OF CONFIDENTIALITY

Horizon Therapy Services, PLLC.  shall maintain all records of communication and client information on a secure server with security access meeting all HIPAA standards.  Release of Records must be signed to authorize Horizon Therapy Services, PLLC. to communicate with any party (school, therapy providers) speciﬁcally about your child. Parent may outline what can and cannot be discussed on the Release of Records form.  Conﬁdential information will only be shared for the purposes of the services being rendered. When conﬁdential information is transmitted orally, Horizon Therapy Services, PLLC.  shall maintain a log of communication of this conﬁdential information.
Time Period: Nondisclosure shall survive the termination of this service agreement being bound by HIPAA and all other regulations regarding client confidentiality.
Exclusions: None
Social Media: Horizon Therapy Services, PLLC.  does not disclose location or client information relating to cases in social media.
Medical Emergency Policy
The parent/guardian is required to remain at the location of services (11153 Westwood Loop, Ste. 123, San Antonio, TX 78253) during the entirety of the therapy session should a medical emergency arise. In the event that a medical emergency arises, and the client should require emergency medical treatment oﬀ-site; they will be sent to the closest medical facility as determined by emergency medical staﬀ.





Parent/Guardian signature	Date



AUTHORIZATION FOR RELEASE OF RECORDS AND COMMUNICATION

Child’s Full Name:   	

Child’s Date of Birth:  	



I, 		, authorize and request the disclosure of the following information: [image: ] Evaluation Reports (ABA, OT, ST, Psychology, Medical)
[image: ]  Treatment Recommendations
[image: ]  Client Diagnosis and Learning Proﬁle [image: ] IEP
[image: ]  Progress Reports, Data (ABA, OT, ST, Psychology, Medical)
Information to be utilized by Horizon Therapy Services, PLLC.  for the following purpose(s): [image: ] Treatment Service Coordination
[image: ]  Speech – Language Review of Records and Assessment
[image: ]  Assessment and Evaluation
I understand that I have the right to revoke this authorization at any time through electronic messaging (email) or in a formal leader.




Signature of Parent or Legally Authorized Representative



Relationship to Child


Date
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BILLING POLICY

Horizon Therapy Services, PLLC. provides clients via electronic mail invoices for services rendered. Explanation of Beneﬁts (EOB) and an invoice for any expenses that are required by the parent as determined by the patient’s insurance company will be sent out by the 15t h of each month. Payment is required to be paid in full by the 1st of the following month. Payments not made by the 1st   will result in cessation of services until paid.
Horizon Therapy Services, PLLC. may be in network or an out of network service provider for speech-language therapy services. If In network, Horizon Therapy Services, PLLC. will accept assignment of beneﬁts for those services the insurance will cover. If it is not covered, parents will be responsible for the invoice for services rendered. It is important that members understand the speciﬁcs of their insurance plan. While your insurance may cover speech therapy, it may not cover the diagnosis code your child qualiﬁes. It is important that families understand that we will gather information from the insurance regarding your coverage.
Should your policy or insurance rules change how and what they will cover, parents are responsible for the bill.  Families are responsible for coinsurance, copay, and/or deductibles as speciﬁed by individual and family insurance policies.

We are a family owned and operated clinic and as such we understand that sometimes we may need some help. If you are experiencing ﬁnancial diﬃculties please let us know so we can make arrangements. Checks for “insuﬃcient funds” will receive a nominal fee of $35.00.
Your signature indicates agreement with the policies mentioned above for therapy services with Horizon Therapy Services, PLLC.




Hillary Gordon, M.S., CCC-SLP	Client/Client Guardian Signature




Date Signed	Date Signed
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CREDIT CARD AUTHORIZATION

Horizon Therapy Services, PLLC. REQUIRES THAT ALL FAMILIES HAVE A CREDIT CARD ON
FILE. BALANCES OVER 10 DAYS WILL BE CHARGED TO THE CARD. Parents will be notified on the day of transaction.

Credit Card Type:	Visa	MasterCard	Amex	Discover Card #: ______________________________________________________
Expiration:  ____________________________________

Billing Zip Code: ___________________________________

Printed Name: _____________________________________

Signature:  	
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