Pediatric and Adolescent Speech Therapy Associates

51 North Main Street 

West Hartford, Connecticut 06107
Phone:  (860) 523-9790


Individual and Group Therapy Policy Agreement

Attendance

Consistent attendance to your child’s therapy appointments will be important to his/her progress.  In addition, we value the opportunity to provide timely intervention to others in the community.  Therefore, we must strictly adhere to this attendance policy without exception.  We will allow for 6 cancellations from the start date of therapy per calendar year without incurring a fee.  This includes cancellation for ANY reason including illness and/or inclement weather.  You will not be charged for time taken off by your clinician or for any Federal Holidays.  Exceptions will be made for additional religious holidays, extreme weather conditions or extended medical illnesses on an individual basis. Please remember our office will remain open on all other days regardless of school closings, vacations, or cancellations.  After 6 cancellations, the full fee for each session will be charged.  You will be notified as you approach the end of your excused absences.        Initial ________
**Make-up sessions:  If you know your child will have to miss a session, you may speak with your clinician about scheduling a make-up session in addition to your regularly scheduled appointment) within 2 weeks of the missed session.  However, all our therapists have very full schedules, so a make-up session is not always possible.  By notifying us of an absence as far as possible in advance allows a greater likelihood of being able to schedule a make-up session.  If you schedule a make-up session within the two week period, the missed session will not be counted.  Initial _________

**Please note if your cancel a session with less than 24 hours notice you will incur a $40 charge unless you have rescheduled with your clinician.  Initial________
** All no show appointments will be charged the full fee.  Initial_________
Appointment Duration

We offer only one hour or ½ hour appointments for therapy.  One-hour therapy sessions consist of 45 minutes of direct treatment with your child.  The remaining 15 minutes will be used to review the therapy session with the parents, discuss home programming, and take care of payment and scheduling.   30-minute sessions allow for only 25 minutes of direct treatment with your child and 5 minutes of contact time afterward.  Parents/caregivers who decide to leave the office during their child MUST return 15 minutes prior to the scheduled ending time of their child’s session.  If a parent/caregiver does not return to the office in a timely fashion, they will not be provided with time to discuss the session with their child’s therapist.  We are unable to allow session times to go over and infringe upon another client’s therapy time or clinician planning time.  Initial ________
Late Arrivals

Any client who arrives late for their therapy session will only be seen for the time remaining in their scheduled appointment.  This includes the time included for parent discussion, scheduling, and payment.  Sessions will not be extended for late arrivals.  Full payment is expected for all late arrivals.   Initial ________
Payment

P.A.S.T.A. is a fee-for-service practice; therefore, full payment is due at the time services are rendered.  We currently accept payment in the following forms:  cash, check, MasterCard, Visa, and Discover.  If a check is returned, a fee of $25 will be incurred and payment will only be accepted in the form of cash or credit.  Families that wish to pay for multiple therapy sessions may do so in advance.  Retroactive pay cannot be accepted.  Initial ________

Insurance Reimbursement

Pediatric and Adolescent Speech Therapy Associates is not a participating provider with insurance companies.  We are considered out-of-network with ALL insurance companies.  It is our policy that we will provide documentation for the purposes of reimbursement. However, it is the family’s responsibility to seek that reimbursement and we do not run interference via telephone with the insurance company.  Pediatric and Adolescent Speech Therapy Associates cannot guarantee payment from your insurance company.  It is imperative that each family contacts their insurance company to obtain any necessary referrals and authorizations as needed.   Initial _______

Parent/Guardian Availability/Siblings

Parent/guardian participation in therapy sessions is welcomed, but not required.  In addition, it may be in the best interest of some children to not have caregivers/siblings in the therapy room.  This will be decided on an individual basis.  If a caregiver chooses to leave the premises during a session or drop a child off for a session, they must return 15 minutes prior to the end of the therapy session (5 minutes for 30 minute sessions).  In addition, a cell phone number should be provided in case contact is needed.  If a different caregiver will be bringing your child to or picking them up from a therapy appointment, advance notice is appreciated. You are welcome to bring siblings to your child’s visit and enjoy the toys and activities in the waiting room.  We encourage you to bring additional activities to promote your child’s patience and cooperation during their sibling’s session to avoid disruption.  We appreciate ALL families remaining in the waiting room as the therapy rooms must remain available for therapy purposes only.  We ask that families PLEASE clean up all materials and toys that they have used.  Siblings may not be left in the waiting room without an adult present.   
Initial ________

Summer Policy
Clients are expected to continue their proposed treatment plan during the summer months, you will receive a copy of our summer cancellation policy in June.
____________________________________________________

______________________

Parent/Guardian Signature





Date

______________________________________________________

Clinician Signature

