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Bear Tracks Pediatric Therapies
Naperville, IL 60564
Office: 630-660-6016

Fax: 630-757-4265
Conditions of Admission
Patient’s Name: ________________________
Date Of Birth: _____________

Authorization and Consent for Treatment

I consent to and grant permission to the employees of Bear Tracks Pediatric Therapies to render to my child routine clinical care including evaluations, educational services, and therapy activities/procedures during my receipt of services, and to carry out the orders of my child’s physician, including consultants, associates and assistants of his/her choice.  I also acknowledge that Bear Tracks Pediatric Therapies has not made any guarantee or warranty as to the results of any services or treatments given.  

__________________

Parent/Guardian Initials

Authorization and Consent for Teletherapy Services
To ensure your child receives therapy services during this unprecedented time of 

Covid 19, Bear Tracks Pediatric Therapies is offering and implementing teletherapy (Live Video Visits) in place of face-to-face visits. Bear Tracks Pediatric Therapies is also utilizing teletherapy for make-up visits when you or your child is ill.
Teletherapy services are provided using a platform through the internet via video and audio features connecting the therapist and patient in real time. Teletherapy will only be utilized for patients who are covered through insurance companies with their insurance company’s authorization. It is the patient (if 18 years-old or over) or guardian/ guarantor’s responsibility to confirm that their insurance company is allowing teletherapy. Bear Tracks Pediatric Therapies takes every measure possible to ensure a particular insurance company is allowing teletherapy. If the patient is self-pay, teletherapy is an option per patient (if 18 years-old or over), guardian/guarantor request. This document serves as your consent to determine your willingness to use teletherapy (Live Video Visits) services. The patient (if 18 years –old or over) or patient’s guardian/ guarantor is responsible for the internet, technology and/or data plans needed for teletherapy (Live Video Visits). Bear Tracks Pediatric Therapies is not responsible for purchasing or contributing to the purchase of any related teletherapy platform or connection fees. The patient (if 18 years-old or over) or patient’s guardian/ guarantor understands efforts will be made to ensure privacy and confidentiality. Recordings of teletherapy visits are not allowed unless agreed upon by the patient (if 18 years-old or over) or patient’s guardian/ guarantor and the treating therapist.  The patient (if 18 years-old or over) or patient’s guardian/guarantor understands that not all teletherapy platforms are secure. Some platforms are not secure (certain Zoom packages). Bear Tracks currently utilizes a non-secure Zoom platform and also a secure platform named Theraplatform. The patient (if 18 years-old or over) or the patient’s guardian/guarantor will choose a platform together. Social media livestreaming platforms (Facebook Live, YouTube Live, Instagram and Periscope) are not acceptable for teletherapy and are not allowed by Bear Tracks Pediatric Therapies.  
____________________________

Patient, Parent/Guardian Initials
Authorization for Release of Information
I hereby authorize Bear Tracks Pediatric Therapies to furnish and release medical information to my private insurance carrier, or other third party payer, as may be required for the determination of benefits payable.    I grant permission for Bear Tracks Pediatric Therapies to communicate all aspects of my child’s care with the physician(s) whom I have identified.
__________________

Parent/Guardian Initials

Insurance & Payments
If I am unable to provide Bear Tracks Pediatric Therapies with my current insurance information prior to my child’s appointment, I will pay in full for that day’s visit.  I agree that I am responsible for knowing and understanding my insurance benefits as they relate to therapy services, including teletherapy services. 
I understand that the benefits stated by my insurance company are not a guarantee of payment or coverage, and all insurance payments are subject to medical necessity and eligibility at the time services are rendered.  I understand that an office visit and specific therapy charges are incurred at each appointment.  I understand that I am fully responsible for all charges for services and/or treatment rendered, and I further agree that all amounts are due upon request and are payable to Bear Tracks Pediatric Therapies.
I will provide Bear Tracks Pediatric Therapies with a copy of my insurance card each time I receive a new card and/or my insurance information changes.  I understand that if my insurance company delays payment or is waiting on additional information from me before they render payment, and the balance is past 60 days, the balance is my responsibility and is due immediately.  
All parents are expected to know and understand their coverage and benefits for therapy services.  You can verify your benefits by calling the phone number on your insurance card and asking a representative from your insurance company.  It is very important that you ask specifically about any “exclusions” or “limitations” to therapy benefits.  

Please remember that your insurance policy is between you and your insurance company.  A quote of benefits from your insurance company is not a guarantee of payment.

In the event your insurance chooses not to pay for services, you are ultimately responsible for all charges.  

__________________

___________
Parent/Guardian Initials

Date
Credit Card Authorization
Please complete all fields. You may cancel this authorization at any time by contacting us. This authorization will remain in effect until cancelled. 

	Credit Card Information

	Card Type:        ( MasterCard          ( VISA          ( Discover          (AMEX  

                          (Other

	Cardholder Name (as shown on card):

	Card Number:

	Expiration Date(mm/yy):                                       CVC:

	Cardholder ZIP CODE (from credit card billing address): 


I, _________________________________, authorize Owner of Bear Tracks Pediatric Therapies   Karin Sudlow MS CCC-SLP to charge my credit card above for weekly or monthly therapy session co-pays, co-insurance payments or for therapy sessions that are not covered by my insurance company.  I understand that my information will be saved to file for future transactions on my account. 
_____________________________________              ____________________________________

Parent/Guardian Signature                                              Date 

Valuables

I understand that Bear Tracks Pediatric Therapies does not assume responsibility for personal property brought to or left at the facility.  I have been advised to leave personal property at home, unless specifically requested by a therapist to assist in my child’s treatment.

__________________

Parent/Guardian Initials

Photography/Video Release

I (circle one) do / do not  give consent for Bear Tracks Pediatric Therapies to take photographs and/or video of my child for clinical, educational,  celebratory or social media purposes.
__________________

Parent/Guardian Initials

Cancellation & Late Policy
I understand that a fee of $25.00 will be due upon the next scheduled visit if notice of a cancellation is received less than 24 hours before the scheduled appointment time, or if I fail to show up for any scheduled appointment.  I further understand that three consecutive cancellations and/or “no shows” (a missed appointment without communication to our office), or habitual cancellations will result in my child being discharged from therapy.

I understand that if I am consistently late to my child’s appointment, a charge of $25.00/15minutes will be due upon each late arrival.    

__________________

Parent/Guardian Initials

Certification

I certify that any and all information given by me to Bear Tracks Pediatric Therapies is correct, to the best of my knowledge.  I agree that a copy of this form shall be valid as the original and will not expire.  I have read this form (or it has been read to me) and I certify that I understand and agree to all of its conditions.

___________________________________



___________________
            Parent/Guardian Signature





 Date
___________________________________


Relationship to Patient
Illness
I understand that children being seen in home, in clinic or by teletherapy need to be in good health.  My child has to be fever free for at least 24 hours to attend in home or in clinic services if previously sick.  Please notify your therapist so that they are aware, or if there is a highly contagious illness within the family or household.  

COVID 19 SPECIFIC: If you or your child has a fever, cough, or other symptoms, you might have Covid-19. Most people have mild illness and are able to recover at home. If you think you may have been exposed to Covid-19, contact your healthcare provider. 
Let us know at Bear Tracks Pediatric Therapies if you or your child has been exposed to Covid-19. 
___________________________________



___________________

            Parent/Guardian Signature





Date
Acknowledgment of Notice of Privacy Practices

A copy of our HIPPA Privacy Policy is provided to you at your child’s first evaluation or therapy appointment. Additional copies will be provided upon request.
___________________________________



___________________

Parent/Guardian Signature





Date

