
315 NE 10th Ave. Crystal River, Fl 34429(352) 795 – 7006 /fax (352) 795-7008

297 N Broad St Brooksville, Fl 34601(352) 796-0069 /fax (352) 795-7008
Consent Agreement

Medical Consent: Under control of his/her referring physician, the undersigned patient does hereby give consent to receive Speech/Language &/or Swallowing Therapy treatment, as provided by Superior Therapy Service, Inc.

Release of Information: The undersigned authorizes Superior Therapy Services, Inc. & it’s staff  to release any pertinent information concerning my case history, examinations, treatments, etc., including copies of my medical records to any legitimate requesters under the Federal HIPAA Law and for filing of insurance claims &/or liability claims.  I hereby release Deborah R. Campbell M.A.CCC-SLP &/or Superior Therapy Services, Inc. &/or its staff from any legal liability that may arise from the release of the information requested.

Assignment of Insurance Benefits: In the event the undersigned is entitled to medical benefits, of any type whatsoever, arising out of any policy if insurance or any other party liable to the patient, such benefits are hereby assigned to Deborah R. Campbell, M.A., CCC-SLP & Superior Therapy Services, Inc. for application on the patient’s bill.

Financial Agreement: The undersigned agrees, whether signed as agent or patient, that in consideration of the service to be rendered to the patient, in accordance with the regular rates and terms of Deborah R. Campbell, M.A., CCC-SLP & Superior Therapy Services, Inc. he/she obligates himself/herself to pay the account due. If after insurance payment and this payment there is an overpayment, the payer will be reimbursed.  Should the account become delinquent and further action becomes necessary to collect moneys owed, the undersigned agrees to pay attorney fees, court costs &/or collection agency fees.  All delinquent accounts bare interest at the legal rate.

*Superior Therapy Services, Inc. uses Professional Adjustment Corporation Collection Agency.*
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