Dear parents,
In order to get started with your therapy services, we ask that you submit the following initial
paperwork to Ride the Wave Therapy Services
1. A copy of the front and back of the policy holder’s insurance card.
2. A copy of the front and back of the patient’s insurance card.
3. Signed copies of the following forms:
a. Permission to Screen form
b. Consent for release of Information form
c. HIPPA Authorization
d. Cancellation Policy
e. Case History Form
Please complete the Case History form to the best of your ability. This will help us better
understand the needs of your child.
We look forward to working with you to facilitate and improve your child’s needs.

RIDE THE WAVE THERAPY CENTER
NEW PATIENT INTAKE
Patient Name: ______________________________________ DOB:________________ M / F
Parent/Caregiver: ___________________________________ Relation: ___________________
Phone: _____________________________ Address: __________________________________
City: _______________________________ State: ___________ Zip: ______________________
Primary Care Provider: _____________________________________ Phone: _______________
Fax: ________________ Referring Provider if different from PCP _________________________
Primary Insurance: ____________________________________ Policy # ___________________
Group # __________________________ Insured’s Name: _______________________________
DOB: __________________ Relationship: ____________________________________________
Secondary Ins: _______________________________________ Policy # ___________________
Group #___________________________ Insured’s Name: ______________________________
DOB: __________________ Relationship: ____________________________________________
Does your child have a formal medical diagnosis? _____________________________________
Does he/she receive therapy at school? N Y

____OT ____ST ____ABA

What school does your child attend? _______________________________________________
Does he/she wear glasses? N Y

Do you have any feeding concerns? N Y

Parent Concerns:

Additional Phone contacts who may be bringing your child to therapy? ____________________

PERMISSION TO SCREEN AND/OR PROVIDE THERAPY

Patient Name _________________________________ DOB__________________________
Parent Name _________________________________
Primary Insurance Carrier _________________________ Policy # _____________________
Please complete the form below to grant permission and authorize a screening, evaluation,
and/or treatment if needed for your child. Evaluations consist of standardized testing, informal
and formal observations, and clinical judgement.
I, ________________________________, authorize Ride the Wave Therapy Services to screen,
(parent/guardian)
evaluate, and/or provide therapy services to ________________________________________.
(patient name)
Treatment is based on the findings of the evaluation and the recommendations of the
responsible therapist(s).

_________________________________________
Parent/Guardian Printed Name

________________________
Date

_________________________________________
Parent/Guardian Signature

You will be contacted regarding the results of the screening. If further evaluation and/or
treatment is recommended you will be consulted and included in the process moving forward.
At Ride the Wave Therapy Services we strive for a client-centered approach to treatment and
we value and respect your input as a parent. Thank you, we look forward to working with you
and your child!

CONSENT FOR RELEASE OF INFORMATION
Child’s name _____________________________________ DOB
_______________________
I, ____________________________________(parent/guardian) hereby grant Ride the
Wave Therapy Services to communicate with the following person or agency:
_______________________________________ ___________________
__________________
Name of Physician
Phone
Fax
_______________________________________
Address
_______________________________________ ____________________
_________________
Insurance Company/Medicaid
Phone
Fax
_______________________________________
Address
If you would like us to communicate with any other professional/person regarding your
child’s progress i.e., physical therapist, school therapist, etc. please list below.
_______________________________________ ____________________
_________________
Name
Phone
Fax
_______________________________________
______________________________________
Address
Purpose

__________________________________________
______________________________
Parent/Guardian Name
Date
__________________________________________
Parent/Guardian Signature

PATIENT NOTIFICATION OF PRIVACY POLICIES (HIPAA AUTHORIZATION)
HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT
YOUR PRIVACY RIGHTS
This notice describes how medical information about you may be used and disclosed
and how you can get access to this information. Ride the Wave Therapy Services is dedicated
to ensuring the privacy of your child’s evaluation findings and course of therapy treatment. In
serving our patients, we create records regarding treatment and services that are provided in
order to have accurate information and ensure the appropriateness and efficiency of treatment
services. Federal law requires us to strictly protect any personally identifying information on
your child. This notices discloses our policies regarding the storage, use, and sharing of
confidential patient information.
PLEASE REVIEW THIS NOTICE CAREFULLY.
Ride the Wave Therapy Services LLC is required by law to keep your health information safe.
This information may include:
-Notes from your doctor, teacher, or other healthcare providers
-Your medical history
-Your test results
-Treatment notes
-Insurance Information
A government rule requires that you get a copy of this privacy notice. This rule is called the
Health Insurance Portability snd Accountability Act, or HIPAA for short. We will ask you to sign
a paper acknowledging that you have been this notice.
How your Health Information May Be Used or Stored
We may use your health information without your permission for the following reasons:
1. Treatment: We may share your information with doctors or other healthcare providers
who care for you. For example, if your doctor orders speech therapy, we will share the
results of our treatment with that doctor.
2. Payment: We may use and share information about the treatment you receive with
your insurance company or other payer for therapy services. This may include sharing
important medical information to:
a Get the insurance company’s permission to start treatment
b Get permission for more treatment
c Get paid for the treatment you receive

3. Health Care Operations: We may use and share your health information to run the
clinic and make sure all patients receive good care. For example, we may use your
health information to:
a See how well our services are working
b See how well our staff is doing
c See how we compare to other companies
d Make our services better
e Help others study health care services
f
Your health information may also be shared or used without your permission for:
-Abuse and neglect: We may share your health information with government agencies when
there is evidence abuse, neglect or domestic violence.
-Appointment Reminders: We will use your information to remind you of upcoming
appointments. Reminders may be sent through the mail, by email or by phone call or voicemail
message. If you do not wish to receive reminders, please tell the front desk.
-As Required By Law: We will share your information when we are told to by federal, state or
local law. We will also share information if we are sked to by local police or courts.
-Government Function: Your information may be shared for national security or military
purposes. If you are a veteran, your information may be shared with the office of Veteran’s
Affairs.
-Information about a person who has died: We may share information with the coroner,
medical examiner, or funeral director as needed.
-Health Related Benefits or Services: WE may use your information to let you know of other
services that may be available to you.
-Public Health Risks: We may report information to public health agencies as required by law.
-Regulatory Oversight: We may use or share your information to report to agencies overseeing
health care. This may include sharing information for audits, licensure and inspections.
-Threats to Health and Safety:  Your health information may be shared if it is believed that it
will prevent a threat to your health and safety or the health and safety of others.
-Workers Compensation: We will share your information with workers compensation if your
case is being considered as a work-related injury.
YOUR PRIVACY RIGHTS
You have the right to:

-Ask us not to share your information: You can ask us not to share your information for
treatment, payment, or health care operations. You can also ask us not to share information
with people involved in your care, like family members or friends. You must ask for limits in
writing. We must share information when required by law. We do not have to agree to what
you ask.
-Ask us to contact you privately: You can ask us to only contact you in a certain way or certain
place. For example, you may want us to call you but not email you. Or, you may ask us to call
you at work but not at home. You must ask in writing.
-Look at and copy your health information: You have a right to see your health information and
get a copy of that information at any time. You have the right to see treatment, medical and
billing information. You may not be able to see or copy information put together for a court
case, certain lab results, and copyright materials, such as test protocols.
-Ask for changes to your healthcare information: You can ask us to change information that you
think is wrong. You can also ask that we add information that is missing. You must ask us in
writing and give us a reason for making the change. We do not have to make the change.
-Get a report for how and when your information was shared: You can ask us to tell you when
your information was shared and who it was shared with. There are some rules about this:
-You need to ask us in writing
-You must tell us the dates you are asking about and if you want a paper or electronic
copy.
-You may get information going back six years, but it cannot be for earlier than April 14,
2003. This is the date when the government privacy rules took effect.
-Get a paper copy of this privacy notice: You can get a paper copy of this privacy notice at any
time.
-File complaints: You can file a complaint with us or with the government if you think that:
-Your information was used or shared in a way that is not allowed
-You were not allowed to look at or copy your information
-Any of your rights were denied
Who is Covered by This Notice
The people that must follow the rules of this notice are:
-All therapists at Ride the Wave Therapy Services LLC
-Anyone who is allowed to add health information to your file, including students and
other staff.
-Any volunteers who may help you are at this clinic/private practice.
Changes to the Information in This Notice

WE may change this notice at any time. Changes may apply to information we already have in
your file and any new information. Copies of the new notice will be available from our staff.
The notice will have a date on the front page to tell you when it went into effect.
Complaints
You may file a complaint if you think we did something wrong with your information. You can
complaint to your regional office of the United States Office of Civil Rights.. All complaints must
be in writing. You will not get in trouble for filing a complaint.
I HAVE READ AND UNDERSTAND THE PRIVACY POLICIES DISCLOSED IN THIS NOTICE.
_________________________________________
Parent/Guardian Signature

______________________________
Date

CANCELLATION AND NO-SHOW POLICY
We request that you notify us 24 hours prior to your appointment if you need to cancel or
reschedule. Failure to call or to be present for an appointment is considered a missed
appointment. Ride the Wave Therapy Services will charge the parent or guardian the rate of a
normal visit for all missed appointments. Please note that insurance providers DO NOT
reimburse for missed appointment charges. If your child misses 3 or more therapy sessions
within a six week period, Ride the Wave Therapy Services reserves the right to place your child’s
services on hold until scheduling conflicts are resolved. A consistent schedule is pertinent to
your child’s progress in therapy. Please help us serve you better by keeping scheduled
appointments or calling in advance to reschedule.
ILLNESS POLICY:
If your child had a fever or cough, please call and cancel your appointment. Your therapist
needs to see many children over the course of the week, and for the protection of everyone we
insist that you cancel should your child come down with any symptoms of a transmissible virus.
We appreciate your understanding and will be happy to reschedule your appointment. You will
not be penalized for cancelling because of an illness.
Inclement Weather Policy:
For clients that are seen within the home, Ride the Wave Therapy Services reserves the right to
cancel or reschedule appointments in the event of inclement weather. Our goal is to keep our
therapists and patients safe. We will follow the same protocols for closing and cancellations as
St. John County Schools.

I have read and accepted all policies pertaining to missed appointments, illness, and inclement
weather.

_________________________________________
Parent/Guardian Signature

_________________________________________
Parent/Guardian Printed Name

____________________
Date

Credit Card Authorization Form
The undersigned hereby authorizes Ride the Wave Therapy Services, LLC to charge the
below-referenced credit card for services rendered and/or any unpaid balance not covered by
insurance. In addition, I understand that my credit card will be charged in the event that:
-

Proper cancellation procedures are not followed as noted in the Cancellation and No
Show Policy.
A check is returned for insufficient funds.
At discharge, if an account balance remains, your credit card will be charged for unpaid
services to discharge date.

I, the undersigned, further understand it is my responsibility to inform Ride the Wave Therapy
Services, LLC of any changes to my credit card information including address, zip code, update
expiration dates, account numbers and security codes.

Please print clearly: Circle one credit card below:
VISA

MASTER CARD

DISCOVER

AMERICAN EXPRESS

Account Number _______________-______________-_____________-_____________
Expiration Date: ____________________
Name as it appears on Credit Card:___________________________________________
Billing Address:___________________________________________________________
________________________________________________________________________

BY SIGNING BELOW, I UNDERSTAND THE ABOVE MENTIONED CHARGES WILL MAY BE APPLIED
TO MY CREDIT CARD AS NEEDED.
Signature ________________________________________ Date _____________________

Photo Release Form

Date: _________________________________
I give permission for the photographs and/or video of the people below to be published on Ride
the Waves Therapy Services website, facebook, blog or any advertising materials. I understand
that these images can be viewed by anyone in the world, but no identifying information will be
displayed.

I am over 18 years of age, and I give permission for my image to be published.
Print Name: _____________________________________________________
Signature: ______________________________________________________

I am the parent or legal guardian of the following child(ren) under the age of 18, and I give
permission for their images to be published.
Child’s Name: ____________________________________________________
Child’s Name: ____________________________________________________
Child’s Name: ____________________________________________________
Adult’s Name: ____________________________________________________
Adult’s Signature: _________________________________________________

