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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 and your child for their session.  An adult caregiver must stay within the clinic for the entire time your child is in therapy/tutoring.

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 Unless superseded by a contractual agreement, you are responsible for payment of a missed session if not notified 24 hours prior to your appointment.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 services for your child.

7. Prompt arrivals and pick-ups are essential.  Appointments are tightly scheduled. Parents are invited to attend the sessions in an “in the background” listening mode.  Siblings of the child or other children are not to be brought into the session, unless prior arrangements have been made.  Any siblings left in the waiting area must be supervised by an adult.  Children are not to be left unattended in the waiting area; our staff is not available to supervise your unattended children.
8. Please notify this office when there are any changes regarding who will be picking up your child.  Your child’s safety and security is critical.

9. If you plan to discontinue services, please provide one week written notice for your child’s final review and exit assessment.

10. Please do not use your cell phone while in our clinic.  If you receive a call while in our office, please exit your child’s session.
11. Your child’s therapy/tutoring sessions may include:

a. Working directly with you and your child

a. Discussing goals, progress, and homework

b. Fitting and adjusting equipment 

c. Preparing and cleaning up the therapy room

d. Writing in your child’s chart

12. 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. 
13. 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.
14. Because we specialize in testing and tutoring dyslexic and learning disabled children, there are certain things that we do not do.

· We do not do advocacy work.  We will not attend IEP or 504 meetings.

· We do not assist with homework.

· We do not consult with or contact the student’s teachers or other extended relatives except by special arrangement and for a fee.

15. We are available to the parents of a student for a professional consultation at no           additional charge for items that take less than 10 minutes.  Please let us know at the beginning of a session that you would like to meet, so we can end tutoring session early enough to consult with you.

· If more time is needed, we would be happy to set up an appointment with you and we will charge the hourly tutoring/therapy rate for that time.

16. Discharge planning is an important part of therapy and tutoring.  We want your child 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. Your child has met his established goals.

b. Your child has reached his/her maximum potential.

c. Your child has a medical or behavior problem, which interferes with therapy.

d. Your child is unable to attend at least 80% of scheduled therapy sessions.

e. Your child arrives late (missing over half of the treatment session) more than two times in one month.

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

g. You withdraw your child from therapy.

h. Your physician asks that your child be discharged.

17. Your participation is required as part of therapy/tutoring to help your child progress.  Other family members important to your child also may be included in therapy.

18. If your therapist/tutor 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/tutor or rescheduling.

19. Please do not bring your child with a fever or a contagious condition (chicken pox, lice, pinkeye, a green runny nose, etc.). A note from your doctor may be needed for your child to return.  Note: Unless you have paperwork showing that your child has had chicken pox or the vaccine, a three-week absence from therapy is required following exposure to chicken pox.

20. Please ask the Patient Accounts Manager any questions about financial or billing issues. 

Parent/Guardian Signature_________________________ Date____________________
cc: Parent/Guardian

Update 9/1/0
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Patient Information

	Form being filed out By:_____________________________________________Date:__________________   Patient Name:_____________________________________ DOB:_________________

Patient: ( Male ( Female

Parent /Guardian:

Mother: _____________________________ Father: _____________________________

Street: ______________________________ Street:______________________________

City/State/Zip: ________________________City/State/Zip: _______________________

Home Phone: _________________________ Home Phone: _______________________

Other Phone: _________________________ Other Phone: ________________________

Other Contact: ________________ Relation to Patient: ____________Phone: _________

Primary Care Physician: ____________________________ Phone: _________________

Referring Physician: ______________________________ Phone: _________________

Primary Funding: ( Self-pay  ( CMS  ( EIP  ( Other

( Medicaid #: _______________________ ( Regular ( HMO ( Medipass ( Medicaid

( Insurance Company Name: _______________________ ID#: ____________________

Secondary Funding: ( None ( CMS  ( EIP   ( Other

( Medicaid #: _______________________ ( Regular ( HMO ( Medipass ( Medicaid

( Insurance Company Name: _______________________ ID#: ____________________




General Patient Information:

1.  Who made the referral to this facility? ______________________________________

2.  What concerns about your child would you like addressed in this evaluation and/or treatment? ________________________________________________________________________________________________________________________________________________

3. Is your child currently receiving or have they previously received services/therapy?

    ( Audiology
Where? ____________________
When? _________________

    ( OT
            Where? ____________________
When? _________________

    ( PT

Where? ____________________
When? _________________

    ( SLP

Where? ____________________
When? _________________
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4. Is your child being seen by any of the following:

( Pulmonologist  ( ENT  ( Gastroenterologist ( Cardiologist  

( Psychologist/Psychiatrist  ( Nutritionist  ( EIP  ( Other: ______________________

5. Is your child dependent upon any special devices?

   ( Tracheostomy  ( Ventilator  ( Cochlear Implant  ( Hearing Aid  ( Passy Muir Valve

   ( Glasses            ( Wheelchair ( Other: _____________________________________

6. Describe if your child has any medical problems or if your child has had any surgeries? ________________________________________________________________________

7. Describe if your child has had any special needs or requires special classroom placement? ______________________________________________________________

8. What is the primary language used by the child? ( English   ( Spanish   ( Sign 

    ( Other: ____________________  Are there any other languages used by the family,    other caregivers or in settings other than the home (For example: Day Care)? ( Yes ( No

If yes, what languages? ____________________________________________________

Will the child be accompanied by an English-speaking adult? ( Yes  ( No

9. Is your child sensitive or allergic to latex (i.e.band aids, balloons)? (Yes ( No     

10. Has your child been tested and found to have any type of hearing abnormality (hearing loss or middle ear problems)? 


( Yes   ( No

Explain: ________________________________________________________________

11. Does your child have any cognitive delays (i.e. known IQ below 70)?
   ( Yes ( No

12. Has your child had a traumatic brain injury, brain tumor, seizures or diagnosis of  autism? ( Yes  ( No 

Explain: ________________________________________________________________

13.  Has your child ever been diagnosed with severe articulation or language problems?

       ( Yes  ( No             

Explain: _____________________________________________________________

14.  Has your child had a swallow study or feeding evaluation previously? ( Yes ( No

a. If yes, when and where?______________________________________________

b. What are your child’s current feeding problems? __________________________

c. What is your child’s current diet? ______________________________________
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15. Does your child have a 504 plan? ( Yes  ( No

      If yes, what are his/her accommodations? ___________________________________

16. Has your child ever been in Special Education Classes (ESE)?  ( Yes  ( No

      If yes, what services were they receiving? ___________________________________

17. Has your child ever had psychological testing?    ( Yes  ( No

      If yes, what were the results? _____________________________________________

18. Are there any other problems/concerns we need to be aware of prior to evaluating           

      your child?   ( Yes   ( No

      If yes, explain _________________________________________________________


STS 2005/Therapy Guidelines
Therapist’s Notes:	
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