Speech, Language, Cognitive, Swallowing & Literacy Services

& Superior’s Tutoring Services,

315 NE 10th Ave        Crystal River, FL 34429        (352) 795 – 7006        FAX (352) 795 – 7008

297 N Broad S t   Brooksville, FL 34601           (352) 796-0069           FAX (352) 795-7008
STS, Inc. Guidelines

Welcome to Superior Therapy Services, Inc.!  Please review the following guidelines:

1. Please sign-in/check-in at the front desk upon arrival.  If you are late, please tell the person in the reception area so that she can let your therapist/tutor know that you have arrived.  Therapy and tutoring times cannot be lengthened to make up for late arrivals.

2. Please stay in the waiting area until your therapist/tutor comes to get you for your therapy session.
3. This special time is a commitment on your part and ours.  Consistency in attendance is a primary factor in achieving growth and mastering goals.
4. If an emergency occurs, please call us in advance, if possible, and advise us of your cancellation.

5. Unless superseded by a contractual agreement, you are responsible for payment of a missed session if not notified 24 hours prior to your appointment.  Make-up sessions will be offered for missed appointments where advance notice was given.

6. Excessive cancellations without make up sessions may result in the termination of your services.
7. Prompt arrivals are essential.  Appointments are tightly scheduled. Spouses are invited to attend the sessions in an “in the background” listening mode. 
8. If you plan to discontinue services, please provide one week written notice for your final review and exit assessment.

9. Please do not use your cell phone while in our clinic.  Spouses, if you receive a call while in our office, please exit the session.
10. Your therapy sessions may include:

a. Working directly with you and your spouse/family.
a. Discussing goals and progress.
b. Fitting and adjusting equipment 

c. Preparing and cleaning up the therapy room.
d. Writing in your therapy chart.
11. THERAPY CHARGES: Evaluations are charged in accordance with our estimated fee schedule.  Re- evaluations are done annually or semiannually and can be done on the same day as therapy sessions.  Speech therapy sessions are charged in units of fifteen minutes at the rate of $30.00 per fifteen minutes.

a. Starting January 1, 2008 Superior Therapy Services, Inc. must collect all co-payments at time of service. Superior Therapy Services, Inc. will accept cash, personal checks and charges (Visa, Master Card, Discover).

b. The charges for services rendered will either be billed directly to you at the time the service is rendered or your insurance company, if applicable.  
c. Each insurance company allows a certain amount for this service.  The company will pay STS this amount minus the patient’s responsibility.  Your responsibility is determined in accordance with your plan guidelines. If you we are a participating in your network plan, we will bill you the deductible and/or co-insurance specified on your Explanation Of Benefits (EOB). 
d.  If we are not a participating provider, we will bill you directly for the service rendered, and submit the claim directly to the insurance company, as a courtesy. If any payments are forwarded directly to us, we will credit your account for those monies. 
12. TUTORING CHARGES: Evaluations are charged in accordance with our estimated fee schedule.  Re-evaluations are done annually.  Sessions are a charged at half hour and hourly rates: $35 / half hour and $70/ hour.  Payment is due after each session.
13. Discharge planning is an important part of therapy and tutoring.  We want you to meet specific, functional goals as quickly as possible.  Your Primary care Physician will be notified upon discharge if you are receiving therapy services.  Discharge from services will occur when:

a. You have met your established goals.

b. You have reached maximum potential.

c. You have a medical or behavior problem, which interferes with therapy.

d. You are unable to attend at least 80% of scheduled therapy sessions.

e. You arrive late (missing over half of the treatment session) more than two times in one month.

f. Funding issues prevent you from attending treatment for more than one month.

g. You withdraw from therapy.

h. Your physician asks that you be discharged.

14. If your therapist is absent, we will try to let you know before the session.  When possible, we offer you the option of being seen by another therapist or rescheduling.
15. Please ask the Patient Accounts Manager any questions about financial or billing issues. 

Patient Signature_________________________ Date____________________
Patient Information

	Patient Name:___________________________________________ Date:_______________________

Date of Birth:_________________________ Age:_______________ Patient:   ( Male      ( Female

Social Security Number:____________________________________
Home address:_______________________________________________________________________ 

City/State/Zip: ______________________________________________________________________

Home Phone: ____________________________  Other Phone: _______________________________ 

Email Address:______________________________________________________________________
Emergency Contact:    Relationship:______________________________

Name:_________________________________________________ Phone: ______________________

Primary Care Physician: ___________________________________ Phone: _____________________

Referring Physician: ______________________________________ Phone: _____________________

Primary Funding: ( Self-pay  ( CMS  ( EIP  ( Healthease/Staywell/Wellcare ( Other
( Medicaid #: ______________________________ ( Regular ( HMO ( Medipass 

( Medicare #: ______________________________

( Insurance Company Name: ____________________________ ID#: __________________________

Secondary Funding: ( None ( CMS  ( EIP  ( Healthease/Staywell/Wellcare ( Other
( Medicaid #: ______________________________ ( Regular ( HMO ( Medipass 

( Medicare #: ______________________________

( Insurance Company Name: ____________________________ ID#: __________________________




General Patient Information:

Who made the referral to this facility? ______________________________________________
What are your reasons for scheduling this appointment? ________________________________
______________________________________________________________________________

When did you first notice this difficulty? ____________________________________________
Is there anything else you think we should know about your speech difficulty? ______________

______________________________________________________________________________

Are you?  Right-handed _________ Left-handed ______________ Ambidextrous __________
Height ________________
Weight _________________
Occupation: ___________________________________________________________________

Are you currently working? YES  or  NO
 If not, when did you stop? ____________________
Highest level of education: _______________________________________________________ With whom do you live? ___________________ Who is your next of kin? _________________

Are there any language barriers, visual, and or auditory deficits; as well are cultural and religious customs, which may impede our ability to provide your care?   YES  or  NO
If yes, please explain: ____________________________________________________________

_____________________________________________________________________________ 

Please check all of the following symptoms that you are experiencing:

· Poor appetite


(   Jaundice



(   Skin problems
· Weight gain


(   Heartburn



(   Hair/nail problems
· Weight loss


(   Difficulty swallowing

(   Itching
· Fever, chills


(   Special food intolerance
· Excess Sweating


(   Abdominal pain


(   Headaches
· Fatigue



(   Nausea



(   Dizziness
(   Vomiting



(   Fainting
· Trouble with vision

(   Vomiting blood


(   Numbness
· Eye pain or redness

(   Belching or flatulence
 
(   “Pins and needles”
· Hearing trouble


(   Black stools, rectal bleeding
(   Tremor
· Ear pain or discharge

(   Rectal discomfort


(   Muscle weakness 
· Ringing of ears


(   Diarrhea



(   Paralysis
· Nose bleeds







(   Seizure
· Nasal discomfort


(   Backache



(   Convulsions
· Throat discomfort

(   Arthritis or joint pain

(   Faulty memory
· Voice change


(   “Bursitis”




· Dental or gum symptoms
(   Muscular aches


(   Nervousness
(   Depression
· Cough



(   Burning on urination

(   Trouble sleeping
· Sputum



(   Frequency of urination

(   Work problems
· Bloody sputum


(   Nighttime urination

(   Family problems
· Wheezing chest pains

(   Urgency of urination

(   Sexual problems
· Heart “skipping” palpitations
(   Difficulty starting urination
(   Unusual fears
· Shortness of breath

(   Loss of control of urine


(   Pus in urine


MEN:
· Swollen feet or ankles

(   Blood in urine


(   Prostate trouble
· Leg pains



(   Bruise or bleed easily

(   Penis discharge 
· Leg ulcers







(   Pain/swollen testes
· Varicose veins


(   Swollen glands


  
(   Hot weather intolerance

WOMEN:
(   Cold weather intolerance

(   Menstrual trouble







(   Increase thirst


(   Vaginal discharge 





(   Increase urine volume

(   Hot flashes

Medical History:  
· Anemia



(   Hepatitis


· Aneurysm



(   High blood pressure 
· Arthritis



(   High cholesterol

· Asthma



(   Hyperthyroid

· Bleeding (brain)


(   Hypothyroid


· Blood clot



(   Kidney disease

· Brain/spine/nerve injury

(   Migraines


· Bronchitis



(   Parkinson’s disease 

· Cancer -Type:


(   Pituitary tumor


      Treatment:



(   Pneumonia


· Concussion


(   Scoliosis


· COPD/emphysema

(   Seizures


· Degenerative disease

(   Sleep apnea


· Diabetes



(   Stroke


· Emphysema


(   TIA



· Fibromyalgia


(   Tonsillitis and/or tonsils/adenoids removed


· Gall bladder


(   Tuberculosis



· GERD



(   Ulcers

· Heart Attack


(   Valve disorders


· Heart Murmur


(   Other




Have you had psychological/psychiatric treatment?

If you, for what? ______________________________________________ Date _____________
Please check any of the following that you wear:

· Hearing aid

· Dentures

· Glasses/Contacts

· Prosthetic device

Please list any other physician or specialist that is treating you (i.e. Cardiologist, Neurologist)

Name                                             Address and Phone
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

Current Medications (please list name, reason for use and approximate start prescribed)

______________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________
Smoking and Drug History
Do you smoke presently?  YES or NO  
If yes, what do you smoke?____________________






        
How much do you smoke? ____________________

Are you an ex-smoke?  YES or NO  

If yes, when did you stop? ____________________







How much did you smoke? ___________________

Do you drink alcohol?  YES or NO

If yes, what do you drink? ____________________







How much did you drink? ____________________

Are you an ex-drinker?  YES or NO

If yes, when did you stop? ____________________  
Do you use other recreational or illegal drugs?  YES or NO

If yes, please list.

______________________________________________________________________________

Do you drink caffeinated beverages?  YES or NO       If yes, how much per day? _____________

Family Medical Problems

Please list medical problems that run in your family?

Father_____________________________________________________________________________________________________________________________________________________

Mother______________________________________________________________________________________________________________________________________________________

Brothers/Sisters_______________________________________________________________________________________________________________________________________________

Children_____________________________________________________________________________________________________________________________________________________

Therapist’s Notes:


________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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