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__________ I consent to the necessary treatment of (patient’s name                                                                   , date of birth _______________, by All About Kids, Inc.
__________If patient is entitled to benefits under the Medicaid Program, or any other insurance policy or third party payment plan for services provided to patient by All About Kids, Inc., I assign, transfer and convey the benefits payable for services rendered.  I authorize payment of benefits directly to All About Kids, Inc. to be applied to my bill.  I am responsible for and agree to pay for charges not paid under this assignment, including any coinsurance amounts and deductibles.
__________I authorize All About Kids, Inc. to release information to the patient’s referring physician and to the patient’s insurance company for purposes related to a claim for payment or approval for services.
__________I hereby authorize All About Kids, Inc. to obtain and exchange medical information from_______________________________________________________________ and any other physician or healthcare provider involved in the care of the patient.  Information may be obtained via telephone, written medical records, facsimile, or any other means of communication necessary.
​​​​​​​​​​​​​​​​__________ I have been provided with a copy of the Notice of Privacy Practices.
__________Your family cost participation with BCW is _______________ % or $ _________________ per visit.  You will be billed monthly after insurance and/or any other payer source has been billed.  If no payment is received within a 90-day span of treatment, services for your child will be suspended until payment is received.
__________Private pay rate is $100.00 per hour.  Any therapy visits (including those going to your deductible and/or not covered by Babies Can’t Wait) not covered by insurance will be billed at the private pay rate.

__________  If a therapy session is not cancelled in advance,  and the therapist arrives to your home and is not able to treat your child, you will be billed a $35.00  no-show/non-cancellation fee.

_________  Communication method :  phone #(s)/name(s)__________________________________________________ ____________________________________________ ok to text _________ not ok to text__________

Leave message? Yes_______  No __________ What phone number? ______________________________________

E-Mail ok? Yes__________  No_______________  E-mail address:____________________________________________

What family members and/or child care providers are allowed full communication regarding your child’s treatment? _________________________________________________________________________________________________  


By initialing and signing this document, I acknowledge that I have read and understand the contents and accept its terms.  

___________________________________


___________________________________

Witness






Guarantor/Parent/Guardian Signature

___________________________________


___________________________________

Date







Relationship to Patient

All About Kids, Inc.


Pediatric Therapy Services


  P.O. Box 2848


Acworth, GA 30102


Phone: 404-509-7986     Fax: 770-517-8107


E-mail: aakpt@comcast.net


www.allaboutkidsinc.net











