IMPORTANT INFORMATION PLEASE READ

Please initial

· ______Attendance Policy –Thank you for selecting Stable Possibilities, LLC.  We care about your progress in therapy.  Consistent attendance is needed for therapeutic results.  It is the policy of this facility to discontinue therapy if you cancel three appointments or fails to show up for three appointments.  Please make every effort to keep your therapy appointment.  If you need to cancel, please call 586-292-8472 and we will attempt to reschedule your appointment.  Punctuality is also very important.  Please arrive on time for your scheduled appointment.
· ______Insurance – PLEASE BE AWARE that your insurance carrier may not cover therapy that your physician has ordered.  It is recommended that you call your insurance company to verify your coverage for occupational therapy.  It is your responsibility to know your individual coverage regarding deductibles and/or co-payments.  By being responsible and knowing what your insurance benefits cover, should help avoid unexpected costs to you.  A statement of benefits is not a guarantee of payment.  
· ______Children – For safety and comfort of all of our patients and families, drinking and eating in the waiting and treatment area is not allowed.  Children should not be left unattended at any time and are to remain in the waiting area at all times.
· _______Emergency contact – If during the course of your treatment the therapist determines that emergency care is required, it is understood that 911 will be called and you will be transported to a nearby hospital by ambulance.  We will also contact a family member or friend of your choice.
· _______Release of information- I authorize the release of any medical information necessary to process a claim and request payment of medical benefits directly to Stable Possibilities, LLC.  I understand I am financially responsible to Stable Possibilities, LLC for any charges not covered by my insurance.  I understand I will be charged a $25.00 fee if my account needs to be sent to a collection agency.  I further understand that Stable Possibilities, LLC reserves the right not to participate with my insurance.  
I authorize the release of my medical records or information to myself of my primary care physician/referring physician related to my diagnosis treatment or therapy results.

____________________________________           __________________

Signature                                                                    Date

