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Today’s Date:  ________________________   ANNUAL PAPERWORK UPDATE 

 
**Please let staff know if you have any questions.** 

 
 
 
 
Child’s Full Name: _____________________________________ DOB: _________________________ 
 
Diagnosis: ________________________________________________________________________________ 
 
Referring Physician Practice Name: __________________________________________________________ 
 
Referring Physician Name: ________________________   Physician Phone: ________________________  
 
Pediatrician (if different from referring):  _____________________________________________________ 
 
Parent/Caregiver Name #1: ________________________________ Occupation: ____________________ 
 
Biological: ______  Adoptive: ______  Adoption Date:  __________________ 
 
Home Address: ___________________________________________________________________________ 
 
City: _______________________ State: _______ Zip code____________________________________ 
 
Home Phone #: __________________   Work #: __________________   Cell #: ______________________ 
 
Email: _____________________________________________________________________________ 
 
Parent/Caregiver Name #2: ________________________________ Occupation: ____________________ 
 
Home Phone #: __________________   Work #: __________________   Cell #: ______________________ 
 
Email: _____________________________________________________________________________ 
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Patient Name: __________________________________________   DOB: ____________________ 
 

 
School/Family/Behavioral Changes:  

 

 

 

 
CHANGES IN MEDICAL HISTORY 
Describe any significant changes in medical history in the last year including surgeries, diagnoses, new activities: 

 

 

 

 
List all medications your child is taking and the reason for taking (including Botox-Baclofen): 

Medication:        Reason: 

 

 

 
List medical specialists your child sees: 

Name:        Specialty: 

 

 

 
Does your child use any medical equipment/aides currently?  (Communication device, wheelchair, braces, etc.) 
 
 
Does your child currently use or did they previously use any container? (bouncer, stander, jumper, exersaucer, etc) 
 
 

 
Please list any food or environmental allergies your child may have: 

 

 

 
 
Please list any surgeries your child has had within the last year and the reason/outcome as well as any interventions?  
Botox?  Baclofen oral or pump, etc. (use back of form if necessary) 
 
Surgery/Outcome:       Date: 

 

 

 

 

 



3 of 9 
 

Emergency Contact Information  
 

Participation in Therapy and the Bridges Program, and/or activities requires various degrees of exercise and movement that 
may be new to the individual participating.  I understand that these activities may result in injury to a person or child and 
hereby hold harmless The Therapy Place, its staff and volunteers from any injury resulting from the careful and responsible 
implementation of such activities.  
 
 
Child’s Name: ______________________________________________  DOB:  ______________________________ 
 
Allergies/Special concerns/instructions? (If seizures are a concern, please ask staff for a seizure protocol form to fill out) 
 
_______________________________________________________________________________________________ 
 
________________________________________________________________________________________________ 
 
CONTACT INFO: 
“Primary” Parent/Guardian Name: ______________________________________________________________________ 
 
Primary Email:  _____________________________________________________________________________________ 
 
Phone 1: _________________________________  Phone 2: _____________________________________ 
  
Address:  
__________________________________________________________________________________________________ 
 
 

 
“Secondary” Parent/Guardian/Emergency Contact Name: ____________________________________________________ 
 
Relationship to Child:  ________________________________________________________________________________ 
 
Phone 1: _________________________________  Phone 2: _____________________________________ 
 

 
We require that a parent/guardian remain in the building during therapies (other than Bridges or 
TheraSuit).  Should an emergency occur and you are not in the building, we will contact 911 and the child will be 

transported to the Palmetto Health Children’s Hospital.  A staff member will accompany your child until parent or guardian 
arrives.  The parent listed above will be notified immediately. 
 
Name of person filling out form:  ______________________________ Relationship to Child:  ______________________ 
 
_______________________________________________  ______________________________________ 
Parent/Caregiver Signature      Date: 
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The Therapy Place, Inc. 
3620 Covenant Road 
Columbia, SC  29204 

                    Parent Release Form for Media Recording 

I, ______________________________, do hereby grant/deny permission to The Therapy Place to  

use the image of my child, _________________________________, as marked by my selection(s) 
below. Such use includes the display, distribution, publication, transmission, or other use of 
photographs, images, and/or video taken of my child for use in materials that include, but may not be 
limited to, printed materials such as brochures and newsletters, videos, and digital images such as 
those on The Therapy Place Web site. 

 
❑  Deny permission to use my child’s image at all. 

❑  Grant unrestricted permission to use my child’s image in connection with The Therapy Place.  I 
give unrestricted permission for my child’s image to be used in print, video, and digital media. I agree 
that these images may be used by The Therapy Place for a variety of purposes and that these 
images may be used without further notification. These purposes include, but are not limited to: 

✓ The Therapy Place Social Media 

✓ The Therapy Place print/marketing materials 

 

 

I understand that the child’s surname will not be used in conjunction with any video, printed, or digital 
images. 

__________________________________________  _______________________________ 
Signature of Parent/Guardian     Date 

__________________________________________  _______________________________ 
Print Name        Relationship to Child 

If you have any questions about the above, please let staff know.   
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The Therapy Place, Inc. 
3620 Covenant Road 
Columbia, SC  29204 

 

FINANCIAL POLICY 

The Therapy Place does not participate in private insurance plans. We only accept Medicaid FFS/TEFRA and the 
BlueChoice health plan. If you have any other Medicaid plans or only private insurance, your child will be considered a 
Private Pay patient.    

Payment is expected in full, at the time service is rendered. ***Please note that your child will not be able to be seen if 

you have an outstanding balance and therapy spots will not be held for more than 1 week*** Private pay patients will 

receive a 25% discount for paying at the time of service.  This savings is in part due to no administrative filing 

burden on TTP. Upon request, The Therapy Place will provide copies of the medical documentation for you to submit to 

your private insurance for possible reimbursement. This service is provided free of charge.  Please let the front desk 

know and provide an email address or you may receive at subsequent visits. 

TREATMENT CHARGES ARE AS FOLLOWS: 

Physical, Occupational or Speech Evaluation:  $150 (112.50 for discount private pay) 
Physical, Occupational or Speech Therapy Session:  $30 per unit/15 minutes or $120 per hour  

($22.50 per unit/15 minutes; $90 for 1-hour private pay discount) 
 

***If you are scheduled for an evaluation/therapy session and are unable to attend and you do not call to cancel 
ahead of time your card on file will be charged a $50 no show fee*** 
 
In order to receive the discount, you must have a card on file.  

 
By signing below, you are accepting terms of TTP’s Financial Policy as described above. 
 
 
_______________________________________________  _____________________ 

Child’s Name        Date of Birth 

  
_______________________________________________  _____________________ 
Signature of parent or legal guardian     Date 
 
_______________________________________________  _____________________ 
Please print name of person signing     Relationship to child 
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Credit Card Authorization Form 

 

Name: __________________________________________________________________________ 

Billing Street Address:______________________________________________________________ 

Apt, Suite, Unit Number:____________________________________________________________ 

City: ________________________ State:________________________ Zip Code:_______________ 

Country: _________________________________ Email: ___________________________________ 

Address:_________________________________________________________________________ 

Phone Number: (____) _____-________ 

 

Payment Information  

❑ I Authorize a one-time Evaluation charge against my credit card for the following amount $112.50. 

❑ I Authorize a recurring charge against my credit card for the following amount $90.00 per therapy session every 

week. 

 

Credit Card Information 

Credit Card:     MasterCard   Visa   

Card Number: _______________________________________ 

Expiration Date:______________________________________ 

Cardholder Signature: ________________________________________ Date: ________________________ 

Security Code (CVV): _________________ 
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Therapy Attendance Policy 

 

We are so happy that you have chosen The Therapy Place for your child’s therapy service. In order to provide your child 

and other children with the best therapy service possible, we would like you to understand our therapy attendance 

policy. Consistency and regular attendance is the key to making your child’s therapy a success. After reading each 

section, please initial in the lines provided under each section.   

Regular Attendance:   

It is required that your child attends 75% of his/her scheduled treatment sessions. For   example, if your child is seen 1x 

per week, 4 times per month, this equals 12 visits within a quarter. He/she cannot have more than 3 absences within 

that quarter to meet the 75% rule.  If your child misses more than 25% or is consistently late, it will result in your child’s 

name being removed from the therapy schedule. ____________________ 

Tardiness:   

Children arriving up to 15 minutes late for a 1-hour session and 5 minutes late for a 30-minute session to therapy will be 

treated for the remainder of their allotted treatment slot. However, if your child is more than 15 minutes late for a 1-

hour session and more than 5 minutes late for a 30-minute session to therapy it is up to the therapist’s discretion to 

complete treatment for that day. If it is deemed not enough productive billable time it will be counted as an absence.  

______________________ 

Cancellations 

 We understand that because of illness and other unexpected events, it may be necessary to cancel therapy. Please 

notify the center as soon as possible if you need to cancel your child’s therapy appointment.  We request that 

cancellations be made 24-hours prior to the appointment. If we do not receive a cancellation prior to 3 hours before the 

scheduled time it will be logged as a last-minute cancellation. Three or more last minute cancellations within a year may 

cause your child to lose their weekly therapy session. We do realize that is not always possible and will take extenuating 

circumstances into consideration.  

• Therapist/Center Cancellations:  If your therapist needs to cancel TTP will call you as soon as possible to inform 

you. Attempts will be made to reschedule if possible. Treatment sessions cancelled by your therapist will not 

count against your attendance percentage. _____________________ 

 

Out of concern for your child and the wellbeing of others, please do not bring your child if he/she has experienced: 

• A fever of 100° or higher within the last 48 hours 

• Vomiting or diarrhea within the last 48 hours 

• Infectious conditions, such as, chicken pox, scabies, or lice 

• Pink eye/Strep Throat (may return to therapy after being treated with appropriate antibiotic 

therapy and fever free for 24 hours)  

• A seizure after which your child is not alert enough to participate in therapy 

 

  



8 of 9 
 

Make- Up Sessions: 

Please note that TTP will try to reschedule any therapy sessions that are missed, either by patient or therapist 

cancellation. We will try to reschedule with your normal treating therapist; however, it may be that your child has to see 

another therapist within the same discipline. Please note that these therapists are experienced professionals, and they 

will fully study your child’s chart before seeing them.  _______________________ 

 

Vacation Policy:  

We request notification of dates of vacation at least 14 days prior to the date which will be missed. Please not that we 

may not be able to hold your timeslot for more than 2 weeks in a row. _____________________________ 

 

No show/No call:   

Two “no show” appointments will result in your child being Removed from the therapy schedule. Please call if you are 

not able to keep your child’s therapy appointment. If you want your child to receive reoccurring therapies again, we 

would need another referral from your doctor and will contact you when a spot becomes available. 

__________________________ 

 

 

We are very excited to be working with you and your child. Please call with any questions or concerns regarding the 

therapy attendance policy. 

 

I have read and understand the above therapy attendance policy. 

___________________________________ ______________________         ___________________     

Parent/Guardian Signature   Date    Child’s Name 
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CONFIDENTIALITY NOTICE 
List all INDIVIDUALS who may accompany your child for treatment and/or receive medical information (other than legal 
guardians already listed on account and medical record). Please include name and relationship to the patient. 
NAME:        Relationship: 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________ 
 

I understand that any person who is not a legal guardian of my child or whose name does not appear on the above list 
will not be given access to any medical information, or be allowed to accompany my child for treatment without further 
written permission. 
Please list any other PROFESSIONALS who may share your child’s medical information.  This includes TTP receiving 
information from professional or providing to information to professional. 
NAME:        Practice: 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________ 
 
CONFIDENTIALITY DURING TREATMENT/DISCUSSION OF THERAPY -- At this facility, many of our therapy sessions take 
place in a large open gym that is shared with other patients, patient family members and therapists. Following therapy, 
the therapist will come out to the lobby to share your child’s progress with you. Because of these circumstances, others 
may hear information about your child.  At any time, you are welcome to request that your child receives therapy in a 
private enclosed area and that the therapist discuss progress with you privately.  
 
Please check your preference regarding open treatment/discussion: 

____________ My child may be treated in the open gym.  I understand I can always speak to his/her     
                therapist privately. 
____________ I would prefer that my child be treated in a separate/private area.  

PRIVACY POLICY: 
___________ (Initials) I was offered a copy of the Privacy Policies of TTP and understand a copy is available at the front 
desk at any time. 
_ 
__________________________________________  ___________________________________ 
Parent/Guardian Signature     Date 
___________________________________________  ___________________________________ 
Child’s Name       Relationship to Child 

AUTHORIZATION AND CONSENT TO TREAT A MINOR 
The undersigned does hereby authorize The Therapy Place consent to exam and treat the below mentioned 
minor by employees of The Therapy Place without a Parent or Guardian present. 
 
___________________________________________  ___________________________________ 
Parent/Guardian Signature     Date 
 
___________________________________________  ___________________________________ 
Child’s Name/ DOB      Relationship to Child 
 


