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MySpeechPath, LLC
3507 Curtice Farm Drive
Fairfax, Virginia, 22033
(703) 622-5664
www.myspeechpath.com



Welcome!  The following guidelines will help you understand my policies so that we can work together and progress can be made as quickly as possible.  If you do not understand something, or need more information, please feel free to call me at (703) 622-5664.  Thank you for giving me the opportunity to serve you.

1.  Cancellation Policy:  If you need to cancel a session, please give 24 hours notice.  If your child is seen at school, please remember to call in advance if therapy must be canceled because of field trips, parties, etc.  There will be a $25 cancellation fee without 24 hours notice.  Some exceptions may be made for sudden illness or emergencies.  In case of snow, I will generally follow your child’s Public School schedule.  If in doubt, please call me.
2.  Treatment Plan:  A Treatment Plan is required to begin services.  This outlines the client’s goals and the expected outcomes.  Progress reports given every 6 months upon request.  
3.  For those clients seen at home:  Please ready your home for therapy.  A clean, clear space such as a kitchen table or child’s desk should be provided.  A quiet environment will facilitate work.  A parent or responsible adult must remain in the home for the duration of the session.
4.  Carryover of therapy goals:  Make learning fun.  Never force a child to do “speech homework.”  Keep the practice sessions short, about 10 minutes a day.  Try to get in a routine.  Do the homework in the same place, at the same time each day, if possible.  Remember to praise your child for paying attention, working hard, or using a newly acquired skill correctly.

5.  Facilitate speech and language:  Acknowledge your child’s statements.  Model correct speech and language.  Expand on your child’s statements or rephrase them in a correct way.

6.  Be patient!  As with any new skill, correcting speech and language may take some time. Encourage your child, be patient, and be certain to bring any comments or concerns to my attention.
7.  If you have any questions or concerns – ASK!
	
	DATE: _______________________________

	CHILD CASE HISTORY FORM
	REFERRED BY: _______________________


	I.  FAMILY INFORMATION
	

	Child’s Name: ​​​​​​​​​​​​​​_________________________________
	Birthdate: __________________________________

	Father’s Name: ________________________________
	Occupation: ________________________________

	Age: _________________________________________
	Work Phone: _______________________________

	Mother’s Name: _______________________________
	Occupation: ________________________________

	Age: _________________________________________
	Work Phone: _______________________________

	Address: _____________________________________
	Home Phone: _______________________________

	______________________________________________
	Cell Phone: _________________________________

	Zip Code: _____________________________________
	Email: _____________________________________


	Other children in the family:
	
	
	
	

	Name (first)
	Sex
	Birthdate
	School
	Speech, Hearing, or other problems?

	___________________________
	___
	_________
	_________________
	__________________

	___________________________
	___
	_________
	_________________
	__________________

	___________________________
	___
	_________
	_________________
	__________________


	II.  BIRTH AND MEDICAL HISTORY

	

	Please list any significant problems with pregnancy or birth: ______________________________

	____________________________________________________________________________________

	Did you smoke/use alcohol or medication during pregnancy? ____________________________

	Apgar rating at birth?________________________________________________________________

	Any other difficulties?________________________________________________________________

	____________________________________________________________________________________

	Please note all significant illnesses, accidents, operations that your child has had.  State age and noticeable effects which followed: ​​​​​​​​​​​​​​​_____________________________________________________

	____________________________________________________________________________________

	____________________________________________________________________________________

	Is your child subject to chronic colds? __________________________________________________

	Has your child had ear infections? _____________________________________________________

	Age of initial ear infection and frequency: ______________________________________________

	Treatment – please explain: ___________________________________________________________

	____________________________________________________________________________________

	Has your child ever been seen by an E.N.T.? ___________________________________________

	Have tubes ever been inserted? ________________________________________________________

	Are they currently present? ___________________________________________________________

	Has your child ever had an audiologic evaluation? ______________________________________

	Date of evaluation: __________________________________________________________________

	Results of audiologic evaluation: ______________________________________________________

	Has your child ever had tonsils and/or adenoids removed? _______________________________

	At what age? _______________________________________________________________________

	Has your child ever been hospitalized? _________________________________________________

	Has your child ever had seizures? _____________________________________________________

	Does your child have visual difficulties? ________________________________________________

	Does your child have chronic conditions (heart trouble, anemia, epilepsy, allergies, asthma)? ____________________________________________________________________________________

	Has your child been evaluated or diagnosed with Attention Deficit Disorder (ADD)?_________

	Is your child taking medication for ADD? ______________________________________________

	Which medication? __________________________________________________________________

	

	III.  DEVELOPMENTAL HISTORY

	

	Ages (in months) when your child:

	          sat alone: __________________  walked alone: ______________________

	          fed self with spoon: ____________ was toilet trained: __________________

	Does your child seem clumsy? ________________________________________________________

	Any motor difficulties of which you are aware? _________________________________________

	Your child’s handedness:  right ______________________ left ______________________________

	Has your child had an evaluation for Sensory Integration Skills? __________________________

	Does your child have any difficulties chewing or swallowing? ____________________________

	Is your child a mouth breather? _______________________________________________________

	Does your child seem to push tongue forward as he/she chews? __________________________

	

	IV.  FAMILY HISTORY

	

	Any family history of speech, hearing, or learning difficulties? ____________________________

	____________________________________________________________________________________

	Language(s) spoken in the home? _____________________________________________________

	Child Care history: __________________________________________________________________

	____________________________________________________________________________________

	Has your child ever been enrolled in a preschool or day care center? _______________________

	If yes, how long? ____________________________________________________________________

	Has your child ever been cared for in the home by a day care provider? ____________________

	If yes, please specify the language spoken by the provider: _______________________________

	

	V.  SPEECH, LANGUAGE, AND HEARING HISTORY

	

	Please describe your concern about your child’s speech, language, and/or hearing: __________

	____________________________________________________________________________________

	____________________________________________________________________________________

	____________________________________________________________________________________

	When was the difficulty noticed and by whom? _________________________________________

	____________________________________________________________________________________

	

	How does your child communicate with you? ___________________________________________

	____________________________________________________________________________________

	____________________________________________________________________________________

	How does your child communicate with siblings and/or peers? ___________________________

	____________________________________________________________________________________

	Has your child ever had a speech/language or educational evaluation? If so, please specify: 

	____________________________________________________________________________________

	____________________________________________________________________________________

	Please give ages when child:

	        Said first word: _____________________ Combine 2 or more words: ____________________

	        Named people/objects: ______________ Used short sentences: ________________________

	Did speech ever stop for a period? ________No _________Yes  Explain: _____________________

	____________________________________________________________________________________

	

	VI.  EDUCATIONAL HISTORY

	

	Is your child having any difficulties in school? __________________________________________

	Has your child ever received instructional tutoring, therapy, or special placement outside of the regular classroom?  If yes, please specify: ____________________________________________

	____________________________________________________________________________________

	____________________________________________________________________________________

	

	VII.  ADDITIONAL INFORMATION

	

	Please use the space below (and back of page if necessary) to include any other information you feel you would like me to know about your child and/or your concerns: _______________

	____________________________________________________________________________________

	____________________________________________________________________________________

	____________________________________________________________________________________


RECORD RELEASE/REQUEST AUTHORIZATION

I hereby grant permission to MySpeechPath LLC to mutually exchange information via telephone, fax, written report, written correspondence or in-person contact regarding:___________________________________________________________________________







(name of client)

	Physician’s Name: __________________________________________ Phone No.: ______________

	Address: ___________________________________________________________________________

	

	Audiologist’s Name: ________________________________________ Phone No.: ______________

	Address: ___________________________________________________________________________

	

	Name of Pre-school/Day Care Center: _________________________________________________

	Phone No.: ____________________________ Teacher/Contact Person: ______________________

	Days Attended: ________________________ Times Attended: _____________________________

	

	Name of School: ____________________________________________ Phone No.: ______________

	Grade: ________________________________ Teacher/Contact Person: ______________________

	

	Physical Therapist’s Name: __________________________________ Phone No.: ______________

	Address: ___________________________________________________________________________

	

	Occupational Therapist’s Name: ______________________________ Phone No.: ______________

	Address: ___________________________________________________________________________

	

	

	____________________________________                                             _________________________

	Signature                                                                                                    Date

	

	ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF FINANCIAL POLICIES

	

	I, _____________________________ have received and reviewed a copy of MySpeechPath LLC’s NOTICE OF FINANCIAL POLICIES.

	

	Signature ___________________________________________  Date __________________________

	

	ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

	

	I, _____________________________ have received and reviewed a copy of MySpeechPath LLC’s NOTICE OF PRIVACY PRACTICES as required by federal law.

	

	Signature ___________________________________________  Date __________________________

	


NOTICE OF FINANCIAL POLICIES

	THERAPY RATES:
	1 hour
	- $105.00

	
	¾ hour
	- $80.00

	
	½ hour
	- $55.00

	
	
	

	DIAGNOSTIC EVALUATION:
	1 hour
	- $250.00

	
	1 ½ hours
	- $375.00

	
	2 hours
	- $500.00

	
	
	

	SPEECH/LANGUAGE SCREENING:
	
	- $30.00

	
	
	

	CONSULTATION: (document reviews, meetings)
	½ hour (minimum)
	- $40.00 per ½ hr

	
	
	

	REPORTS: (treatment plan, progress report)
	
	- $50.00

	
	
	

	PAYMENT POLICY:
	
	

	

	Clients are billed monthly, and payment is due within thirty (30) days of receipt of the invoice.  Payments that have not been received by me within 30 days of billing are considered late.  A reminder notice will be sent out for bills 30 to 60 days late.  If your account is 60 to 90 days in arrears, you will be notified that treatment is “on hold” until payment has been received.

For private insurance policy holders:  Your monthly statement contains information necessary for your insurance claim form.  Please contact your insurance company representative for the claim form.  Fill in your portion of the form and attach a copy of your statement.

I cannot be responsible for collecting your insurance claim or negotiating settlement on a disputed claim.

If you have any questions or need additional documentation, I will be happy to assist you.


NOTICE OF PRIVACY PRACTICES

With the passing of the Health Insurance Portability and Accountability Act (HIPAA), privacy regulations have become more stringent.  MySpeechPath LLC believes in the privacy and security of your health information.  I must by law post a notice of privacy practices, which outlines how I will protect your privacy.  HIPAA gives you additional rights and control of your medical information.  Please take a few minutes to review your rights and my policies.  I am happy to answer any questions you may have.

PATIENT/CLIENT RIGHTS

· ACCESS:  You have the right to a copy of your records within 60 days of the request.  There may be a cost for this service.
· DISCLOSURE:  You have the right to receive a list of the history of non-routine disclosures if you ask for it.

· RESTRICTIONS:  You have the right to request that I place additional restrictions on my use or disclosure of your health information.

· AMENDMENT:  You have the right to amend your health information when the information is inaccurate or incomplete.

HOW AND WHEN MYSPEECHPATH LLC SHARES YOUR HEALTH INFORMATION
· I routinely send you a copy of any written document I generate.  This includes diagnostic evaluations, treatment plans, progress reports, and dismissal reports.  As a convenience to you, if you have already filled out a written release form, I will send copies of my reports to those parties you have specified.
· If you have provided me with your insurance information so that you might be reimbursed, I do send the information the insurance company requests.  This may include diagnostic evaluations, treatment plans, progress reports, and/or daily clinical notes.
· I may use or disclose your health information when I am required to do so by law including judicial and administrative proceedings, suspected abuse or neglect, or in the event of national security requirements.
HOW MYSPEECHPATH LLC PROTECTS YOUR PRIVACY
· All client files are kept secure in closed drawers in my office
· I make every effort not to display client names in public areas
· Phone message do not reveal any specific clinical information
· Fax and email messages contain confidentiality/privacy statements
QUESTIONS AND COMPLAINTS

· If you have any questions or concerns, please feel free to contact Michelle Schwartz, Director, MySpeechPath LLC
· If you are concerned that I have violated your privacy rights, you may lodge a formal complaint with :




Department of Health and Human Services, Office of Civil Rights




200 Independence Ave. SW, Washington, DC 20201

· If you decide to file a grievance, I am not allowed to discriminate or retaliate against you in any way.

