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Leaps and Bounds Therapy Services

11930 Whitmore Lake Road, Suite I-M

Whitmore Lake, MI  48189

Phone: 734-449-4649 • Fax: 734-449-4669 • www.lbtherapy.com
CLIENT INFORMATION / HIPPA

 FORMCHECKBOX 
 Checking this box indicates that the formal office HIPPA policy and procedures have been explained to the above noted patient (parent or guardian of minor child) and that a copy of the policy was provided to the patient (parent or guardian of minor child).
Payment Policies

Payment is expected at the time of service paid in full.  In the event you are unable to pay the balance in full, we are willing to make reasonable payment arrangements.  Please be advised Leaps and Bounds Therapy Services, P.L.L.C. is not a credit grantor, and therefore, failure to maintain these arrangements may result in the placement of your account with a collection agency or attorney for collections.  We will bill most insurances as a courtesy to you.  We assume payment of insurance benefits is not forthcoming on charges older than 60 days.  Charges outstanding for more than sixty days will be due in full from you.  Any remaining balance after your co-pay and your primary coverage has been paid, including items classified as “above usual and customary” is due from you upon receipt of the explanation of benefits.  You will be responsible for any item not paid in full by your insurance.  Prior to beginning treatment we will verify your insurance benefits.  While we will take all reasonable action to provide accurate therapy benefit information for your specific plan, be aware that verification of benefits is not a guarantee of payment from your insurance carrier.  Secondary insurance will be your responsibility to file and collect.
Appointments

Appointment times vary between 30 minutes - 1 hour, 5-10 minutes of your treatment time will be used for consultation, paperwork related to your child and transitioning your child from the environment.  It is important to be on time, your visit starts when it was scheduled not when you arrive.  All consultants with a therapist over 15 minutes will be billed at $25 per every 15 minutes.  This will be directly billed to the patient, not the insurance company.
Cancellation Policy

To maintain appointment time availability there is a charge of $30.00, BILLED TO THE PATIENT, for each instance a patient does not show for a scheduled appointment or does not give at least 24 hour cancellation notice. We reserve the right to remove a patient from the schedule if they are not attending appointments consistently.  If a patient’s attendance falls below 75% we may remove them from their set treatment time and schedule them on a week by week basis.
Assignment of Benefits/Authorization to Release of Medical Information/Consent to Treatment

Assignment of benefits/authorization to release of medical information/consent to treatment: I hereby assign all medical benefits to which I am entitled to Leaps and Bounds Therapy Services, P.L.L.C. (Alison Hammond P.T. for BCN patients) in the event they file insurance on my behalf: I understand that I am financially responsible for all charges whether or not paid by said insurance.  In the event my account becomes delinquent and is there in default of payment, I accept responsibility for the principal amount owing as well as all reasonable costs associated with the collection of this debt.  This includes but not limited to collection service fees, attorney fees, and all court costs and additional legal fees associated with the recovery of this debt.  Interest may be charged at a rate of 1.5% per month (12% annually) for unpaid balances over 30 days old.  I hereby authorize said assignee to release all information necessary to secure the payment of said benefits.  A copy of this assignment shall be considered as effective and valid as the original.  I do hereby consent to such treatment by the authorized personnel of Leaps and Bounds Therapy Service, P.L.L.C. as may be dictated by prudent medical practice by my minor child’s illness injury or condition.  This consent is considered a waiver of liability for such treatment excepting acts of negligence.

	
	
	

	Signature of Parent or Guardian on behalf of patient/minor child
	
	Date
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