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4350 E Ray Rd.  Suite 101A, Phoenix, AZ 85044  |  Phone 480.704.5954  |  Fax 480.704.5807
Comfort Feeding Clinic 
                                            Let’s Eat!

PATIENT INFORMATION INTAKE

Date: _____________________

Name of Patient: ______________________________________________________________________ 
Patient’s DOB: _________________________________________Age: _________    Circle One:  M or  F
Address:______________________________________________________________________________
_____________________________________________________________________________________


	Parent Name:
	Parent Name:

	Address:
	Address:

	
	

	Home Phone:
	Home Phone:

	Cell Phone:
	Cell Phone:

	Work Phone:
	Work Phone:

	Email:
	Email:

	Employer:
	Employer



	Preferred Contact #:




Please list names and ages of siblings:
Name							Age			Male / Female
____________________________________________     _________________     ___________________
____________________________________________     _________________     ___________________
____________________________________________     _________________     ___________________

Referring Physician: ____________________________________________________________________
Address:______________________________________________________________________________
Office Phone number:___________________________________________________________________


Child’s School: ___________________________ Teacher: _________________________Grade: ______

List Child’s Current Diagnoses: _________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

MEDICAL HISTORY

Labor and Delivery
									Comment
Length of Labor			_____________hrs.	_______________________________________
Premature: Please specify    	Yes_____ No_____	Gestational age at birth:   _____________weeks
Caesarean birth 		Yes_____ No_____	Planned:  Yes____ No_____ 
	If not planned, please describe:  ____________________________________________________
	______________________________________________________________________________
	______________________________________________________________________________
Birth Weight			_____lbs. ______oz	_______________________________________
Birth Length                                    _______________	_______________________________________

Did your baby require any of the following immediately AFTER birth:
Hospitalization			Yes_____ No_____	_______________________________________
Oxygen				Yes_____ No_____	_______________________________________
Heart Monitor			Yes_____ No_____	_______________________________________
Surgery				Yes_____ No_____	_______________________________________

Has Hearing been tested:  	Yes_____ No_____	Most Recent Date: _________Results:________
[bookmark: _Hlk16951620]Has Vision been tested:		Yes_____ No_____	Most Recent Date: _________Results:________
Has your child had PE tubes:	Yes_____ No_____	Most Recent Date: _________Results: _______

Please list all your child’s hospitalizations and surgeries: ____________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list any other professionals seen for child’s feeding concerns: ( ie. dietitian, ENT, etc)?  ________
__________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________


Childhood Illnesses
									Describe/Comment
Respiratory problems		Age ____________	_______________________________________
High fever			Age ____________	_______________________________________
Meningitis			Age ____________	_______________________________________
Ear infections			Age ____________	_______________________________________

Adenoid problems		Age ____________	_______________________________________
Frequent colds			Age ____________	_______________________________________
Strep throat			Age ____________	_______________________________________
Allergies (environmental) 	Age ____________	_______________________________________
Asthma				Age ____________	_______________________________________
Skin problems			Age ____________	_______________________________________
Bedwetting			Age ____________	_______________________________________
Seizures			Age ____________	_______________________________________
Other:___________________    Age ____________	_______________________________________
Other:  __________________    Age ____________	_______________________________________
Other:  __________________	Age ____________	_______________________________________


Food Allergies:  Please describe any of your child’s known food allergies.

	Food Allergen
	Child’s Reaction
	Treatment Required

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Please describe any known familial food allergies, feeding difficulties and/or diagnoses. _____________ _____________________________________________________________________________________
_____________________________________________________________________________________





Please list any medications and/or supplements your child has taken in the PAST:

Medication__________________________ Purpose_____________________ When taken___________
Medication__________________________ Purpose_____________________ When taken___________
Medication__________________________ Purpose_____________________ When taken___________
Medication__________________________ Purpose_____________________ When taken___________

Please list any medications/supplements your child IS CURRENTLY taking:
Medication__________________________ Purpose_____________________ When taken___________
Medication__________________________ Purpose_____________________ When taken___________
Medication__________________________ Purpose_____________________ When taken___________
Medication__________________________ Purpose_____________________ When taken___________

DEVELOPMENTAL HISTORY

At what age did your child achieve the following developmental milestones?
Roll over 	__________		Sit Alone 	__________		Crawl	        _________
Pull to stand 	__________		Walk      	__________		Use utensils _________ 	
Chew solid food__________		Drink from cup	__________


Going back to your child’s first TWO YEARS of age, did your child (if applicable):
									Comment
[bookmark: _Hlk16952953]Suck a thumb/pacifier?		Yes_____ No_____	_______________________________________
Have sleeping problems?	Yes_____ No_____	_______________________________________
Have feeding problems?	Yes_____ No_____	_______________________________________
Have colic/act ‘fussy’?		Yes_____ No_____	_______________________________________
Prefer certain positions?	Yes_____ No_____	_______________________________________
Dislike lying on stomach?	Yes_____ No_____	_______________________________________
Dislike lying on back?		Yes_____ No_____	_______________________________________
Self-soothe?			Yes_____ No_____	_______________________________________
Have a regular schedule?	Yes_____ No_____	_______________________________________
Enjoy  bouncing?		Yes_____ No_____	_______________________________________
Enjoy car rides and swings?	Yes_____ No_____	_______________________________________
Toe Walk?			Yes_____ No_____	_______________________________________



PEDIATRIC FEEDING HISTORY

Please describe your child’s current/past skill on the breast and/or bottle. Please include any changes in formula and why the change was needed) __________________________________________________
__________________________________________________________________________________________________________________________________________________________________________

If applicable, were there any problems with breast milk supply?   Yes ____ No ____ Comments:   ______
__________________________________________________________________________________________________________________________________________________________________________

Current Feeding Information
How often does your child like to eat/drink? _________________________________________________
Has there been a change in how often your child is interested in eating/drinking?       Yes_____ No _____	
If yes, please explain:  ___________________________________________________________________ _____________________________________________________________________________________
Please indicate how your child consume liquids.  Circle all that apply. 
   Breast    Bottle    Hard Spout Sippy    Soft spout Sippy    360°Cup    Nosey cup     Straw       Open cup    
If still bottle/breast feeding: 
What position does your child prefer to be in during bottle/breast feeding?  _______________________

How long does it take your child to complete a feeding and how much is consumed at each feeding? 
Breast:  
Time on each side per feeding:   ___________________________________________________________
How often is your child nursed per 24-hour period:  ___________________________________________
Nursing schedule within 24-hour period: ____________________________________________________
__________________________________________________________________________________________________________________________________________________________________________
Bottle:  
Breast milk, formula or both? _____________________________________________________________
Type of formula, if applicable:  ____________________________________________________________
Dairy/Alternative, if applicable: ___________________________________________________________
Amount per bottle: ___________________________ Duration of feed: ___________________________
Number of bottles per 24-hour period:   ____________________________________________________
Bottle feeding schedule within 24-hour period:  ______________________________________________
_____________________________________________________________________________________


How many wet/soiled diapers does your child have per day? ___________________________________
Description of stool:  soft _____ hard pebbles _____ loose _____foul smelling _____
Has there been a recent change in the amount of wet/soiled diapers your child has per day?  Yes  _____ No_____ If yes, please explain:  ___________________________________________________________
_____________________________________________________________________________________

Feeding Behaviors
Please indicate any consistent behaviors seen during feedings.
                                                                                           When/Why/How long?
Arching		      Yes_____ No_____	____________________________________________________ 
Crying		      Yes_____ No_____	____________________________________________________
Falling Asleep	      Yes _____No_____	____________________________________________________
Spitting up                Yes_____ No_____	____________________________________________________
Gagging                     Yes_____ No_____	____________________________________________________
Coughing                   Yes_____ No_____	____________________________________________________
Vomiting                    Yes_____ No_____	____________________________________________________
Skin Color change     Yes_____No_____	____________________________________________________
Turns head/body
Away from food        Yes____  No _____  ____________________________________________________
Closes mouth	        Yes ____ No _____  ____________________________________________________
Throws food	        Yes ____ No _____  ____________________________________________________
Vocalizes “no”             Yes ____ No ______ ____________________________________________________
Negotiates                  Yes ____ No ______ ___________________________________________________
Appears anxious        Yes ____ No ______ ___________________________________________________
Other                           Yes_____No ______ ___________________________________________________
					 

Current Feeding Concerns:  ______________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please describe what you are looking for in a feeding program and what you/child are hoping to achieve through our program(s) __________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

IF YOUR CHILD EATS BY MOUTH, PLEASE ANSWER THE FOLLOWING QUESTIONS:

What weaning method did you choose?     Traditional _____ Baby Led_____
If your child had difficulties with the weaning process, please describe:  ___________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

If traditionally weaned, please list approximate age of child when the following types of food were introduced.
Baby cereal _________Baby purees _________Finger foods _________Fully to table foods___________ 	

Food/Liquid Repertoire
List the foods your child will currently eat and drink (put a star next to their favorites): ______________
__________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________
List the foods your child used to eat but then dropped from their core diet: _______________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________
List the foods your child refuses: __________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________
List the liquids your child consumes daily: ___________________________________________________
_____________________________________________________________________________________
If your child is given liquid nutritional supplements, please describe what kind and how much is given each day: _____________________________________________________________________________
_____________________________________________________________________________________
[bookmark: _Hlk17025816]





Mealtime Environment
Who typically feeds your child? ___________________________________________________________
Who typically eats with your child? ________________________________________________________
Does your child sit for meals?  Yes ___ No___ 
If yes, where does your child sit?  Caregiver’s lap _____ Child-sized chair _____ Stool _____ Couch _____
If no, please indicate:  Walks around _____ Stands at table _____ Stands in Learning Tower ____
Where is your child typically fed? _________________________________________________________
How long does a typical meal last for your child? _____________________________________________
What utensils does your child use? ________________________________________________________
Please list any activities or distractions used during mealtimes:  _________________________________
_____________________________________________________________________________________
Do you frequently remind your child to eat or to finish the food that is on their plate?  Yes ____ No____
If yes, please describe why. ______________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________
Do you only serve foods you know your child will eat?    Yes ____ No____
If yes, please describe why:  ______________________________________________________________
_____________________________________________________________________________________
Are you and your family able to enjoy going to restaurants or family food gatherings?  Yes ____ No ____
If no, please describe the factors that are interfering with these opportunities:  ____________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Meal Schedule
Does your child like to graze throughout the day?   Yes _____No_____
How many meals/snacks are offered to your child each day?  ___________________________________
_____________________________________________________________________________________
What time are the meals/snacks presented: _________________________________________________
_____________________________________________________________________________________
How much does your child typically eat? ____________________________________________________
_____________________________________________________________________________________
Is there a consistent mealtime that is more successful than others?  Yes _____ No ______
If yes, what time/meal? _________________________________________________________________



IF YOUR CHILD IS TUBE FED or TPN PLEASE ANSWER THE FOLLOWING QUESTIONS:

What type of feeding tube does your child currently use:  ______________________________________
Please check delivery methods used:  Syringe push ____ Open Syringe ____ Gravity Bag ____Pump ____
Please check feeding schedules you use:       Intermittent bolus ____Continuous feeds_____ Both _____

Please list the type of formula and/or blended foods (commercial or homemade) being given to your child.   _______________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Please detail your child’s feeding schedule below:

	Time of Feeding
	Amount of Formula
	Water Added, Flushes Amount and Frequency 
	Time/Rate

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Please list any medications or supplements being administered via your child’s tube? _______________
__________________________________________________________________________________________________________________________________________________________________________
Please list any oral trials/tastes your child has experienced and how successful they have been. _______
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________






Mealtime Environment 
Describe where you child is tube fed and what activities are occurring at the same time: _______________
__________________________________________________________________________________________________________________________________________________________________________
Describe your child’s reactions to the tube feeding process (connecting, during, disconnecting) ________
__________________________________________________________________________________________________________________________________________________________________________
What is your child's tolerance to their tube feeding (feeling overfull, GI issues, vomiting): ____________
__________________________________________________________________________________________________________________________________________________________________________


PLEASE ANSWER THE FOLLOWING QUESTIONS FOR ALL CHILDREN:

Has your child ever been on any type of special diet(s) other than what you have already described? If yes, please describe the type of diet(s), at what age(s), why you did the special diet, and what the child’s response was: _________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Please describe how you know your child is hungry or full. _____________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Please indicate your opinion of your child’s weight:  Ideal _____ Underweight _____ Overweight ______

When was your child last measured and weighed? ____________________________________________
	Height   __________
	Weight __________

Please describe your child’s weight and growth history. ________________________________________
__________________________________________________________________________________________________________________________________________________________________________   
Has your child lost or gained any weight in the last 6 months?  No_____ Yes, Gain_____ Yes, Loss______
If yes, how much has your child:   gained _______ lost _______

Please check if your child frequently experiences the following issues around feeding. 
frequent constipation _____	frequent diarrhea _____	vomiting _____		crying _____
choking _____			gagging/retching _____		coughing _____		irritability ____
arching _____			
Please explain:   _______________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________

Psychosocial 
How do YOU feel after a meal? ___________________________________________________________
_____________________________________________________________________________________
How does your child feel after a meal? _____________________________________________________
_____________________________________________________________________________________
Describe how you feel about food and eating?  Do you enjoy meals with your child? ________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you feel anxious, worried, sad or unhappy about the way your child eats?              Yes _____ No_____
Please describe:  _______________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________

Feeding Intervention History
Please list any evaluations or tests that your child has undergone regarding their feeding difficulties. (If available, please provide copies) __________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________
Has your child had previous feeding therapy?  Yes _____ No _____ If yes, please describe:
Where: ________________________________________________________________________
Dates of Services:  _______________________________________________________________
What strategies were used: ________________________________________________________
______________________________________________________________________________
Results: ________________________________________________________________________
______________________________________________________________________________
Reasons for discontinuation of services:   _____________________________________________
______________________________________________________________________________
______________________________________________________________________________

Food Journal
Page 1
Please complete for two typical weekdays and one typical weekend day. Do not record days that are out of your normal routine (traveling, attending parties/events, felling ill). Please record ALL intake to the best of your ability, including beverages, snacks, and condiments.

	Date
	Time
	Meal Type
	Type of Food / Liquid
How much food – Liquids in oz
Solids in approx. tablespoons
	Mealtime Duration
	Comments/Reactions

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	


Examples of Meal Types:  Breakfast, Lunch, Dinner, Snack, Drink, Dessert
Examples of Reactions:  Gagging, Coughing, Choking, Refusal, Touched food with hands, Touched food to lips, Vomiting, Crying, etc.                   List any brand specificity or special preparations, when applicable


Food Journal 
Page 2, if needed

Please complete for two typical weekdays and one typical weekend day. Do not record days that are out of your normal routine (traveling, attending parties/events, felling ill). Please record ALL intake to the best of your ability, including beverages, snacks, and condiments.

	Date
	Time
	Meal Type
	Type of Food / Liquid
How much food – Liquids in oz
Solids in approx. tablespoons
	Mealtime Duration
	Comments/Reactions

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	

	

	
	
	
	
	


Examples of Meal Types:  Breakfast, Lunch, Dinner, Snack, Drink, Dessert
Examples of Reactions:  Gagging, Coughing, Choking, Refusal, Touched food with hands, Touched food to lips, Vomiting, Crying, etc.                   List any brand specificity or special preparations, when applicable


NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED, DISCLOSED, AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  THIS NOTICE IS REQUIRED BY THE PRIVACY REGULATIONS CREATED AS A RESULT OF THE HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT OF 1996 (HIPAA).  PLEASE REVIEW CAREFULLY. 
OUR COMMITMENT TO YOUR PRIVACY
Desert Valley Pediatric Therapy, Inc. understands the importance of protecting the health information of our clients.  We respect the personal nature of your PHI and are dedicated to maintaining your privacy.  We are required by law to maintain the confidentiality of your health information and to provide to you the following information regarding our privacy practices.
YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION
The health and billing records we maintain are the physical property of Desert Valley Pediatric Therapy, Inc.  The information in it, however, belongs to you.  You have the right to:
1.  Request a restriction on certain uses and disclosures of your health information by delivering the request in writing to our office. You have the right to request a restriction on certain disclosures to your health plan if the disclosure is purely for carrying out payment or health care operations and the requested restriction is for services paid out-of-pocket.
2.  Request that you be allowed to inspect and copy your health and/or billing record - -you may exercise this request by delivering the request in writing to the office.
3.  Appeal a denial of access to your protected health information except in certain circumstances.
4.  Request that your health care record be amended to correct incomplete or incorrect information by delivering a written request to our office.
5.  File a statement of disagreement if your amendment is denied, and require that the request for amendment and any denial be attached in all future disclosures of your protected health information.
6.  Obtain an accounting of disclosures of your health information as required to be maintained by law by delivering a written request to our office.  An accounting will not include internal uses of information for treatment, payment, or operations, disclosures made to you or made at your request, or disclosures made to family members or friends in the course of providing care.
7.  Request that communication of your health information be made by alternative means or at an alternative location by delivering the request in writing to our office.

8.  Revoke authorization that you made previously to use or disclose information except to the extent information or action has already been taken by delivering a written revocation to our office.
If you want to exercise any of the above rights, please contact Angela Parnell, Privacy/Security Officer of Desert Valley Pediatric Therapy, Inc. or Julie Sorrick, Owner of DVPT in person or in writing, during normal business hours.  We will provide you with assistance on the steps to take to exercise your rights.
Use and disclosure of your health information in certain special circumstances
The following circumstances may require us to use or disclose your health information:
1.  To public health authorities and oversight agencies that are authorized by law to collect information.
2.  Lawsuits and similar proceedings in response to a court or administrative order.
3.  If required to do so by a law enforcement official.
4.  When necessary to reduce or prevent a serious threat to your health and safety or the health and safety of another individual or the public.  We will only make disclosures to a person or organization able to help prevent the threat.
5.  If you are a member of U.S. or foreign military forces (including Veterans) and if required by the appropriate authorities.
6.  To federal officials for intelligence and national security authorize by law.
7.  To correctional institutions or law enforcement officials if you are an inmate or under the custody of a law enforcement official.
8.  For Workers’ Compensation and/ or similar programs.
Other disclosures and uses:
Notification
Unless you object, we may use or disclose your protected health information to notify, assist in notifying  a family member,  personal representative, or other person responsible for your care, about your location, and about your general condition, or your death.
Communication With Family 
Using our best judgment, we may disclose to a family member, other relative, close personal friend, or any other person you identify, health information relevant to that person’s involvement in your care or in payment for your care if you do not object or in an emergency.
Marketing
Uses and disclosures of protected health information for marketing purposes, and disclosures that constitute a sale of protected health information require authorization.
Desert Valley Pediatric Therapy, Inc. will not use your protected health information for marketing or fundraising purposes, unless you indicate on this form your preference to receive emails.  DVPT will not sell or exchange your PHI to any other entity for trade or monetary gain. 
Right To A Copy Of This Notice
You are entitled to receive a copy of the Notice of Privacy Practices.  You may ask us to give a copy of this Notice to you at any time.
Right To File A Complaint
If you believe your privacy rights have been violated, you may file a complaint with Desert Valley Pediatric Therapy, Inc. or with the Secretary of the Department of Health and Human Services.  DVPT pledges not to retaliate in any way against anyone who reports a violation, participates in an investigation of a violation, or in any other way exercises his or her rights under this regulation.
Electronic Transmissions
Every reasonable measure is taken by DVPT to ensure the security of electronic transmissions containing PHI.
Minimum Necessary Rule
Under current law, health care providers using, disclosing or requesting PHI are required to use,  disclose or request only the minimum necessary amount of information, in other words, the least amount of information required to achieve the purpose of the use, disclosure or request.
Breach Notification
You have the right to receive notice of a breach.  We will notify you if your unsecured protected health information has been breached.  We may use or disclose your PHI to provide legally required notices of unauthorized access to or disclosure of your health information.
If you have any questions regarding this Notice of Privacy Practices, please contact:
Desert Valley Pediatric Therapy, Inc.
Attn:  Angela Parnell – Privacy/Security Officer
16815 S. Desert Foothills Pkwy. Suite 126
Phoenix, AZ 85048
480.704.5954

After reviewing the Notice of Privacy Practices statement, please sign and date this page and return it to the office of Desert Valley Pediatric Therapy.  
I hereby acknowledge that I have been presented with a copy of Desert Valley Pediatric Therapy, Inc. Notice of Privacy Practices.

_____________________________________________________________________________
Signature of Parent or Guardian


_____________________________________________________________________________
Printed name of Parent or Guardian


_____________________________________________________________________________
Printed name of patient


_____________________________________________________________________________
Date












MUTUAL COMMITMENT/CANCELLATION/NO SHOW POLICY 
PP

A solid partnership between your therapist and family can create everlasting benefits for your child.  A full commitment to the therapeutic process is necessary for your child to receive these benefits.  The therapists at Desert Valley Pediatric Therapy pledge to uphold this commitment to every child they treat.  We ask that your family also recognize the importance of doing your part to be consistent and present for all therapy sessions.  Your child’s therapy appointment is the equivalent of a doctor appointment and should not be canceled for reasons other than illness, family emergencies, or planned family vacations.  We understand that these circumstances do arise and makes it necessary to postpone therapy services.  Our therapists will make every effort to accommodate a make-up session in these instances.  If it is necessary to cancel therapy due to illness, emergency or planned family vacation, please notify your therapist as soon as you know you will be unable to maintain your scheduled appointment.  It is important to remember that consistency in therapy is very important for your child’s progress, and we want every child to make as much progress as possible. When your child misses therapy sessions, it can slow down progress and your child may end up needing therapy longer than s/he otherwise would. We understand that life happens, but we want to encourage everyone to make as many of the sessions as consistently as possible.  
Frequent cancellations for reasons other than illness, family emergencies, and planned family vacations and no shows may affect your eligibility to hold a regular scheduled appointment with a DVPT therapist.  
What is a no show and invalid cancellation?
· NO SHOW:  A clinic appointment is considered a ‘no-show’ if the patient does not attend the scheduled therapy appointment and does not call to cancel the session.  A home-based therapy appointment is considered a 'no-show' if the therapist arrives at the scheduled time and the family is not at home, does not answer the door, or is unable to participate in the therapy session for any reason and has not called the therapist to cancel the appointment.
· CANCELLATION:  Valid reasons for canceling a scheduled appointment are illness, family emergencies, and planned family vacations.  All other reasons for cancellations would be considered invalid.





· If your family incurs 2 or more invalid cancellations or 2 or more no-shows (or a combination of both) within a 4-week period, the following will occur:
· 1st VIOLATION:  Your therapist will present you with a copy of this policy as a reminder of the agreed upon commitment.
· 2nd VIOLATION:  Your therapist will present you with a copy of this policy and discuss the FIT Program. 
· 3rd VIOLATION:  You will be eligible for our FIT Program (Family Initiated Therapy).  The FIT Program allows you to schedule your therapy appointment when it works best for you.  When 

you call the office with your availability for the week, the Referral Coordinator will attempt to match your availability with a DVPT therapist that has the same openings.  
In addition, you may be charged a fee of $25.00 for each therapy session that is considered a No Show.
Desert Valley Pediatric Therapy values the relationship we have with your family and we believe adherence to this policy will strengthen that relationship and create a positive therapeutic experience for your child.  Please contact our office at 480-704-5954 if you have any additional questions.
I hereby acknowledge that I have been presented with the Desert Valley Pediatric Therapy Mutual Commitment / Cancellation / No Show Policy.  I have read this notice and understand the terms.

__________________________________________
Parent / Guardian Signature						Date

__________________________________________
Printed name

__________________________________________
Name of child




INSURANCE INFORMATION
	
	Patient Name
	Birthdate
	Age
	Sex



	
	Address
	City
	State
	Zip Code



	
	Home Phone
	Email    

     Check here if you want to receive email updates about DVPT and our special programs


	
	Father
	Mobile/Work Phone

	Diagnosis


	
	Mother
	Mobile/Work Phone

	Pediatrician



	
	Primary Insurance Plan
	Employer


	
	Policy Holder
	Birth date



	
	Group #
	ID or Policy #



	
	Effective date:    _________/_________/_________                                                     

Termination date:_________/_________/_________                   
	Phone

	
	Send claims to:  Address
	City
	Sate
	Zip





	
	Secondary Insurance Plan (if applicable)
	Employer


	
	Policy Holder
	Birth date


	
	Group #
	ID or Policy #


	
	Send Claims to:
	Phone


	
	Address
	City
	Sate
	Zip



MEDICAL INFORMATION RELEASE
I hereby authorize the release of medical records, or copies of the records, to be transferred to Desert Valley Pediatric Therapy, Inc. 16815 S. Desert Foothills Parkway, Suite 126, Phoenix, AZ 85048, with a fax number of (480) 704-5807.  I also authorize Desert Valley Pediatric Therapy, Inc. to release information, records, or copies of records, pertaining to the diagnosis, as well as, treatments and examinations, which have been provided, to my insurance providers and my other health care agencies.  
FINANCIAL POLICY
I understand and agree that I am ultimately responsible and liable for payment of all charges assessed for professional services provided by Desert Valley Pediatric Therapy, Inc. and will pay any sum due upon demand.  I understand that insurance claim forms will be submitted to my insurance company as a matter of convenience.  I understand and agree that if it becomes necessary to retain an attorney and/or collection agency for the collection of any outstanding charges, whether or not a lawsuit is filed on my account, I will be responsible for any attorney and/or collection fees and court costs in addition to the outstanding balance.  Patients authorized for therapy by the Arizona Department of Economic Security, Division of Developmental Disabilities, are not responsible for payment charges.
ASSIGNMENT OF BENEFITS
I request that payment of authorized insurance benefits be made on my behalf to Desert Valley Pediatric Therapy.

Signature____________________________________________________________Date______________________ 	 
Notice of Patient Payment Responsibilities
I hereby acknowledge that I have been presented with a copy of Desert Valley Pediatric Therapy, Inc. Notice of Patient Payment Responsibilities. I have read this notice and understand I may be billed for partial or full payment of the therapy services provided. 
Signature of Parent or Guardian:____________________________________________________ 
Printed name of Parent or Guardian:_________________________________________________ 
Printed name of Patient:_____________________________________________________ 
 
Date:____________________________________________________________________ 























 CREDIT CARD AUTHORIZATION FORM  
   
At Desert Valley Pediatric Therapy, we bill special programs up front and may submit to insurances for reimbursement for families. However, to ensure payment for services, we require private pay clients to keep a debit, credit, or HSA card on file in our secure, HIPAA compliant system.  
 

	___________ 	 
	I enroll in auto-pay, and by doing so, authorize Desert Valley Pediatric Therapy 

	(Initials)   
	to charge my credit card, indicated below, to pay the balance due for services rendered and that my insurance company identifies as my financial responsibility. 


 
 
Credit Card Number:____________________________________________________________________ 
 
Expiration Date: _____/ _____/ ____  CVV Number: ___________   Billing Zip code:________________ 
 
Name on Card: _________________________________________________________________________ 
 
I, the undersigned, authorize and request Desert Valley Pediatric Therapy to charge my credit card, indicated above, for balances due for services rendered that have been identified as my financial responsibility. This authorization will remain in effect until I cancel this authorization. To cancel, I must contact the Desert Valley Pediatric Therapy billing office and the account must be in good standing.  
  
Patient Name (Print): _____________________________________________  
  
[bookmark: _GoBack]Cardholder Signature: ____________________________________________  Date: _____ / _____ / ___
 




EMAIL AND TEXTING WAIVER 
Client Consent Form

I, __________________________________________, understand that the transmission of protected health information (PHI) via unsecured and unencrypted email or text messaging has a number of risks to be considered before making a final decision regarding its use. These include but are not limited to:

1. The email and phone systems used by you, the client, and the employee or contractor of Desert Valley Pediatric Therapy may not be equipped with encryption or firewall devices, etc. Therefore, there is no way to guarantee confidentiality at either end of the communication. 
2. Text and email messages can be circulated, forwarded or stored in electronic files.
3. Text and email messages can be immediately broadcast worldwide and received by many intended and unintended recipients. 
4. Senders can easily misaddress a text or email message.
5. Text messages are easier to falsify than handwritten or signed documents.
6. Backup copies may exist even after sender and/or recipient has deleted their copies. 
7. Text and unsecured email messages can be intercepted, altered, forwarded or used without detection or authorization. 
8. Email and text messages can be used as evidence in court and are subject to subpoena in the event of court cases. 
9. Text and email messages can be lost in transmission. 
10. The transmission or receipt of text and email on a mobile device, such as a smartphone or tablet, poses an additional risk because such mobile devices are frequently lost or stolen. You are encouraged to employ password protection and auto-lock on any mobile devices on which you send or receive information from Desert Valley Pediatric Therapy.
Desert Valley Pediatric Therapy has taken reasonable safeguards to protect the privacy and security of information transmitted by its employees and contractors. However, because of the risks outlined above, Desert Valley Pediatric Therapy cannot guarantee the security and confidentiality of email and text message communication and will not be liable for improper disclosure that is not caused by our intentional misconduct. Desert Valley Pediatric Therapy recommends that when electronically transmitting information to an employee or contractor, information be kept to the minimum necessary, i.e, appointment times and dates only. Desert Valley Pediatric Therapy also recommends that text and emails be erased after reading or sending to help protect privacy. In consenting to email and/or text communication, you understand that you are responsible for protecting your electronic device by password or other means of access. Desert Valley Pediatric Therapy is not liable for breaches of confidentiality caused by a client or other third party.

ACKNOWLEDGEMENT AND AGREEMENT

I acknowledge that I have read and fully understand this consent form. By signing this consent form, I expressly authorize Desert Valley Pediatric Therapy, and its employees and contractors, to communicate with me via email and/or text message. I understand the risks as outlined above and waive any and all claims that may arise against Desert Valley Pediatric Therapy resulting from the use or misuse of unsecured and unencrypted email or text messaging. I understand I have the right to delineate in writing any information that I do not want sent via email or text message. I also understand this Waiver is voluntary and that I may revoke my consent, in whole or in part, at any time by providing written notice to Desert Valley Pediatric Therapy. 


Signature:_____________________________________ Date:_____________________
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