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Parent Consultation Policy 
 
We understand that there may be times you would like to schedule a parent meeting/conference 
with your child’s provider outside of the ten minute debrief that is included in the one hour 
treatment time. 
 
This request is often not a covered benefit with most insurance companies. However, you are 
more than welcome to call your insurance company to see if they will cover this service. The 
billing code is 99366. 
 
If your insurance company tells you that this is a covered billing code, please keep in mind that 
this is not a guarantee of payment. In the event that your insurance company denies the request 
for coverage once it is billed, you are expected to pay the amount billed on your EOB. 
We charge $75 for a one-hour parent consult. We can’t bill a parent conference as an office visit, 
as no treatment is being performed or conducted. 
 
The invoice that you may receive in the event of a denial could be larger than our private pay 
charge of $75. Please keep this in mind when making the decision to bill your insurance. 
 
We thank you for your flexibility and willingness to work with Extra Steps. 

 
I,  , have read and agree with the parent 
consultation policy for my child,   . If my 
insurance does not cover this service, I am responsible for the payment. 

 
Signed:  Date:  

 
 
 
 
 
 
 
 
 
 

 
 



 

 

CLIENT CONSENT FORM 

 

Our Notice of Privacy Practices provides information about how we may use and disclose protected 

health information about you.  You have the right to review our notice before signing this consent.  If 

the terms of our notice change at any time you may obtain a revised copy. 

 

You have the right to request that Extra Steps Pediatric Therapies, Inc. restrict how protected health 

information about you is used or disclosed for treatment, payment or health care operations.  We are 

not required to agree to this restriction, but if we do, we are bound by our agreement. 

 

By signing this form, you consent to our use and disclosure of protected health information about you 

and your child for treatment, payment and health care operations.  You have the right to revoke this 

consent, in writing, except where we have already made disclosures in reliance on your prior consent. 

 

 

Signature of Parent/Guardian:  __________________________________________   Date:  ___________ 
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WAIVER AND ASSUMPTION OF RISK 
 
 

I, __________________________________ , client’s parent or legal guardians, voluntarily sign this Waiver 
and Assumption of Risk in favor of the Agency, Minute Man Arc for Human Services, in consideration for 
the opportunity to use the owner’s facilities and/or the opportunity to receive instruction from the Agency 
or the Agency’s employees, and/or to engage in the activities sponsored by the Agency, as follows: 
 
I understand that there are certain risks and dangers associated with the activities and use of the facilities 
and that these risks have been fully explained to me.  I fully understand the danger involved. 
 
I fully assume the risks involved as acceptable to me and my child/legal charge and I, on behalf of my 
child/legal charge agree to use my best judgment in allowing the undertaking of these activities and the 
following of all safety instructions. 
 
I waive and release the Agency from any claim for personal injury, property damage, or death that may 
arise from my child’s use of the facilities or from my child’s participation in the activities or instructions. 
 
I am a competent adult, aged ____ , and assume these risks of my own free will on behalf of my minor 
child/legal charge. 
 
Dated:  ________________________ , 20___ 
 
_____________________________________ 
Signature of Parent/Guardian 
 
_____________________________________ 
Printed Name of Parent/Guardian 
 
_____________________________________ 
Address of Parent/Guardian 
 
____________________________________ 
City and State of Parent/Guardian 
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Questions for Your Insurance Company 
 
Prior to your first appointment with Extra Steps Pediatric Therapies, these are some questions 
to ask your insurance carrier: 
 

1.  Does my plan provide coverage for out-patient therapy services for out of network providers? 
 
 

2.  If yes, are my plan’s coverage of outpatient speech/occupational/physical therapy based upon 
medical necessity? If so, what diagnoses are covered under “medical necessity”? 
 
 

3. Do I have an out of network deductible? If yes, what is the amount? 

a. Is that a separate deductible from my in-network deductible or is it combined? 

4.  What is my co-pay or co-insurance percentage for out of network benefits?  

 

5.  What is the effective date of my coverage?  

 

6. Do I require a prescription, authorization, or a referral for out of network benefits?   
If so, how often? 
 

7. How many visits are covered per calendar year? 

 

8.   What are my out of network outpatient speech/occupational/physical therapy benefits?   
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RELEASE OF INFORMATION  

 
Authorization for communication between Extra Steps Therapy Services and an Outside Agency or 
Provider 
 
 
I, ________________________________________, authorize__________________________of 
 Parent or Guardian (print)                                                                         Staff Member Name 
 
 
Extra Steps Pediatric Therapies, Inc. to discuss my child and family’s Therapy Services with 
 
 
____________________________________________________________________________. 
                                                Name and/or Agency (please print) 
 
 
This permission is granted in order to allow the above mentioned persons to collaborate, coordinate, and 
enhance the delivery of services for my child and family.  This permission is granted for the use of 
telephone, email and in person communication.  I give it voluntarily and have been informed that I can 
revoke it at any time.  This permission will remain in effect for a year from the date of signature below. 
 
 
 
______________________________________ 
 Signature of Parent or Guardian 
 
 
_____________________________________________ 
 Date 
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AUDIO and VIDEO RELEASE FORM 
 
 
 

 
I,      , hereby give permission for the audio and video  
 
recording of my child,      ____________________, by  
 
 
Extra Steps Pediatric therapists for the purposes of evaluation and treatment. 
 
Any audio and video will be used only by the single therapist of the individual named above and 
only for therapeutic/evaluation purposes. 
 
 
 
 
 
          ___________________________ 
  Parent's Signature(s)       Date 
 
 
         
  Parent's Printed Name(s) 

 
 
 
 
 
 
 
 
 
 

 
 

(child’s name) 
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PHOTO RELEASE AUTHORIZATION  

 
 
 
I, ______________________ (grant/do not grant) permission to Extra Steps Pediatric Therapies 
(ESPT) to photograph my child during Therapy sessions for marketing and advertisement 
purposes. I understand that these photos will only be used by ESPT staff and maybe, but are not 
limited to, posted, or published on the ESPT Facebook page, Flyers, Posters, etc. This permission 
is granted for up to 1 year of signing, but I have the right to remove my permission at any time 
through email with ESPT. Permission will be adjusted starting on the date the request was made. 
 
______________________________________________________________________________ 
Parent Name           Child Name 
 
Please Select One: 
 
____ Yes, ESPT can take pictures of my child during Therapy Sessions 

____ No, ESPT cannot take pictures of my child during Therapy Sessions 

 
 
 
______________________________________ 
 Signature of Parent or Guardian 
 
 
_____________________________________________ 
 Date 
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