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Patient Informed Consent &

Financial Acknowledgement & Agreement of Services
1. I authorize Trinity Speech Therapy, PLLC, to render the appropriate speech therapy services to _________________________. I understand that the appropriate services and care will be provided by an appropriately trained health care professional who upholds the code of ethics and practice guidelines outlined by their affiliate organization. I acknowledge that I have the right to refuse treatment, and/or terminate services at any time. In addition, Trinity Speech Therapy, PLLC may terminate services by notifying me of termination via verbal and written methods of communication. 
2. I, ______________________, authorize Trinity Speech Therapy, PLLC to bill any insurer identified by me and allow for the release of any information necessary to process claims for medical benefits. 

3. I, ___________________________, agree to pay any and all copays and/or any residual percentage that is not covered by insurance. 

4. In private pay cases, I _______________________, agree and consent to provide payment for initial evaluation charges of _________________, and continued treatment at the rate of __________________ upon receipt of my weekly invoice. If I cannot make payment, I am aware and acknowledge that services may be terminated upon discretion of the practice owner, Christina Buchanan, M.S., CCC-SLP. 
5. I consent and agree that Trinity Speech Therapy, PLLC, and its affiliate staff, may contact me, leave voice messages, send me text messages and/or send me emails to the phone number(s) and email address(es) I have provided them. I am fully aware that these messages can include protected health information (PHI), such as patient name, appointment information, billing information, information that identifies the practice as a speech therapy practice, and my pertinent clinical information. I understand that text messages and emails are not secure forms of communication and the by consenting to these communication types, I am waiving my rights to secure electronic communication.  

6. By marking\ here ____ I declare that I do NOT want to receive messages, text messages or emails that contain PHI. 
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Patient Informed Consent &

Financial Acknowledgement & Agreement of Services

(Cont.)

7. I hereby authorize and request that copies of my prior medical records related to my medical history from my primary care physician and/or appropriate specialists, test results, former/present results from MBSS and/or FEES, and/or relevant medical documentation related to prior speech therapy services be rendered to Trinity Speech Therapy, PLLC to establish or continue my health care treatment plan. I acknowledge that the information obtained from the designated establishments and providers will be used to complete initial assessment, establish a plan of treatment, evaluate progress, provide thorough treatment notes, and develop any other appropriately related documents or information during the episode of care. 
Patient/Authorized Representative Signature
I have read and fully understand the content of this consent, authorization of release of private health information, and financial obligation.  I hereby agree to and authorize the foregoing provisions. As used in this document, the terms “I”, “me” and “my” refer to and include, in addition to the undersigned, the patient named above and other for whom the undersigned is responsible or for whom the undersigned has assumed responsibility engaging in Trinity Speech Therapy, PLLC to provide services to the patient. This consent and authorization are valid until revoked by me in writing. 
Patient/Representative Signature:

______________________________________ Date: _____________ 

Printed Name: _____________________________________________ 
Relationship to Patient: ______________________________________ 

Signature of Clinician:
_____________________________________ Date: _________________
