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CONSENT FORM 
Regarding the Following Patient: 
Name:______________________________        Phone: _____________________ 
Address: ____________________________        Date of Birth: ________________ 

City/State/Zip: _______________________ 

 
I hereby authorize, MaxAbility Therapy Services, P.C. to evaluate and treat: 
___________________________________________ (Patient Name) 
 
I hereby authorize, MaxAbility Therapy Services, P.C. to request information FROM and release  

TO: __________________________________________________________ 
(Individual or Organization Name) 

 
Records to be Released could include any of the following: 
 
Date(s) treatment was received: ___________________________ 

Consultation Report  Entire Report              History & Physical             Evaluation 

Plan of Care       Photographs, Videos, & Digital Images                 Other 

 
        Script for Speech Therapy Evaluation and Treatment 
        Script for Occupational Therapy Evaluation and Treatment 
        Script for Physical Therapy Evaluation and Treatment 
 
Purpose of Release could include any of the Following 

      Coordination of Care     Insurance       Litigation          Personal   Other 
      Training of Medical professionals/students 
 
Statement of Authorization 

- I understand that, except for research related treatment, MaxAbility Therapy Services, P.C. 
will not condition my treatment upon my signing this authorization 

- Except to the extent that action has already been taken, I understand that I may revoke this 

authorization at any time by giving written notification to MaxAbility Therapy Services, P.C. A 
photocopy of this authorization will be treated in the same manner as the original 

- I understand that once information is released as speciied in this authorization, the facility, 
their employees and MaxAbility Therapy Services, P.C., cannot prevent the re-disclosure of 
that information.  I hereby release each of them from any and all liability arising directly or 
indirectly from disclosure authorized by this consent and any re-disclosure of that information 

- I have received a copy of the Privacy Policy and Universal Precautions Policy 
 

__________________________________________          ______________ 
Signature of Patient/Legal Authorized Representative      Date 
 
__________________________________________    ________________________ 
Relationship to patient      Reason patient is unable to sign 

 
__________________________________________        ________________ 
Signature of Witness           Date 
*******************************For Office Use Only*********************************** 
Medical Records Released By: ____________________________  Date:______________ 
Medical Records Released By: ____________________________  Date:______________ 

Medical Records Released By: ____________________________  Date:______________ 
Medical Records Released By: ____________________________  Date:______________ 
 
Method:  Mailed           Picked Up    Faxed  Emailed 
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Attendance/Cancellation Policy 
 

 

 
Welcome to MaxAbility!  We strive to provide our patients with the best therapy outcomes 

as possible.  For the best opportunity to achieve this, 100% attendance of the frequency 

established in your child’s plan of care is optimal.  However, we do understand occasional 

changes are necessary due to illness, vacations, etc.  Please review and initial the following 

policy statements regarding attendance and cancellations. 

 

 

_____  Monthly attendance of 75% is required to maintain your weekly therapy time slot.  

If you fall below 75% and you are unable to correct the issue you will be removed from the 

schedule. 

 

_____  If you need to cancel your appointment for any reason, please call the office at least 

24 hours prior to the scheduled appointment in order for your session to be considered 

“excused”.  Same day cancellations will not be excused. 

 

_____  Arriving late to your appointment will result in a shortened session.  Two or more 

late arrivals may warrant a change in your scheduled therapy appointment time. 

 

_____  If an appointment is not cancelled and the patient does not show up, it will be 

considered a ‘no show’ visit.  Two consecutive ‘no shows’ will result in you being removed 

from the schedule. 

 

_____  Please make all cancellations or schedule changes through the front office.  

Schedule changes made only with the therapists may not make it onto the schedule, 

resulting in a ‘no show’ visit 

 

_____  We want you to be an active member of your child’s therapy team.  If you are 

bringing a child to their therapy appointment and choose not to stay with them, you are 

required to be back in the office 10 minutes prior to your child’s appointment ending so the 

therapist can give you an update, provide education, and other appointments are kept on 

time.  We also request that you stay on the premises during your child’s appointment.  

There is a waiting area in the main part of the building 

 

We are happy to work out attendance issues with you.  Lease let us know if you are 

experiencing a problem with your current situation. 

 

I hereby understand the above scheduling policy and agree to abide by it 

 

 

______________________________     ________________ 

Parent or legal guardian         Date 

 

 

 

 

 

 

 

 

 

 



 
 
 

Scheduling Policy 
 

Welcome to MaxAbility!  After your initial evaluation, your child’s therapist will work with 

you to set a frequency of appointments based on your child’s needs.  We will work hard to 

find you a time slot that works for your family.  For optimal patient care and best interest of 

your child and his/her outcomes, time slots are intended to be weekly unless otherwise 

recommended by your child’s therapist.  Please review and initial the following policy 

statements regarding scheduling. 

 

_____  Once a frequency is determined and ongoing treatment for your child has been 

scheduled, this will be your therapy time slot moving forward.  This time is reserved for 

your child for the duration of their plan of care as long as all other policies are being 

followed. 

 

_____  If you are unable to maintain the determined frequency, and cannot schedule at the 

same time each week, you will need to call the office week by week to schedule; however, 

we cannot schedule these out more than 1 week in advance. 

 

_____  If you need to put your therapy on hold for whatever reason, we can hold your 

therapy slot for up to 2 weeks at a time.  If you need more time than this, you will be 

removed from the schedule until you are ready to resume services.  However, we will not be 

able to guarantee your original time slot.  If you would like to hold your spot for longer than 

2 weeks, you can pay a private fee to hold your time slot.  (Please note that this fee is not 

reimbursable by insurance. 

 

 

Thank you for choosing MaxAbility for your therapy needs.  We are happy to work out 

scheduling issues with you.  Please let us know if you are experiencing a problem with your 

current situation. 

 

 

I hereby understand the above scheduling policy and agree to abide by it. 

 

 

______________________________     ________________ 

Parent or legal guardian         Date 
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Financial Policy              Patient Name: 

        Date of Birth: 
 
Welcome to our office! We are committed to providing you with the best possible care.  If you have 

medical insurance, we are anxious to help you receive your maximum allowable benefits.  In order to 
achieve these goals, we need your assistance and your understanding of our financial policy. 
 
Please read carefully and Initial: 
 
1: ____Your insurance is a contract between you, your employer and your insurance company.  We 
are not a party to that contract.  Benefits are verified.  Costs are estimated based upon your out of 

pocket obligation to your insurance company and recommended Plan of Care. 
 
2: ____As a courtesy, MaxAbility Therapy Services establishes payment plans with all clients, due at 
the time of services.  This procedure allows clients to understand and manage their financial 
obligation. 
 
3: ____ Our fees are generally considered to fall within the usual, customary, and reasonable (UCR) 

range by most insurance carriers.  Occasionally an insurance company reimburses based on an 
arbitrary schedule of fees, which bears no relationship to the current standard and cost of care in this 
area.  MaxAbility does not accept arbitrary fee determinations for services a carrier considers not 
medically necessary.  This office cannot accept responsibility for negotiating settlements on disputed 
claims.  Not all services are covered benefits in all contracts. 
 

4: ____ In the event insurance benefits are exhausted or client is private pay, client agrees to make 
full payment at the time of services. 
 
5: ____ Your credit card information will be collected during your first visit.  It will be kept on file until 
all charges/claims are paid.  If you fail to pay any balance after 60 days of receipt, the charges will be 
applied to your credit card. 
 

6: ____ Any returned check will be subject to a NSF fee of $25.00, due at the next visit. 
 
7: ____ MaxAbility Therapy Services accepts cash, checks, and most major credit cards. 
 
Plan of Care/Payment Plan 

- Recommended frequency and duration of therapy__________________________________ 
- Insurance Deductible _____________________   Co-Insurance_______________________ 

- Co-Pay ________________ Estimated out of pocket responsibility _____________________ 
- Amount payable at each Visit_____________________________ 

 
 
Again, our relationship is with you, not your insurance company.  We realize that temporary financial 
problems may affect timely payment of your account.  If such problems do arise, we encourage you to 

contact billing department promptly for assistance in management of your account.  If you have any 
questions about the above information or any uncertainty regarding insurance coverage, please do not 
hesitate to ask us.  We are here to help you!   
 
I hereby understand the above financial policy and agree to abide by it. 
 
________________________________________    __________________ 

Patient or Responsible Party        Date  
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MaxAbility Credit Card Form 
 

     VISA                  MASTERCARD       DISCOVER                 AMERICAN EXP 
 

CARD NUMBER 

 

 

SECURITY CODE 

BILLING ZIP CODE 

 

EXPIRATION DATE 

 

 

ACCOUNT # 

 

CHILD’S NAME 

 

 

NAME OF BANK 

 

BANK PHONE # 

 

 

 
 

I, ________________________________ give permission for MaxAbility Therapy Services, P.C. to 
charge my card should I not pay a balance within 60 days of receiving a statement 
 
 
Signature _________________________________    Date_______________  
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Waiver and Release From Liability 
 
 

By this Waiver, I assume any risk, and take full responsibility and waive any claims of personal injury 

death or damage to personal property associated with MaxAbility Therapy Services, P.C.  Pediatric 
Services activities, and events organized by MaxAbility Therapy Services, P.C. 
 

I understand and confirm that by signing this WAIVER AND RELEASE I have given up considerable 
future legal rights.  I have signed this Agreement freely, voluntarily, under no duress.  My signature is 
proof of my intention to execute a complete and unconditional WAIVER AND RELEASE of all liability to 
the full extent of the law.  I am 18 years of age or older and mentally compentent to enter into this 
waiver. 
 
 

Participants Printed Name: __________________________________________________ 
 
 

Signature: _____________________________________ Date: _____________________ 
 
 
If Participant is under 18 years of age: 

 
Participants Printed Name: __________________________________________________ 
 
Parent/Guardian Printed Name: ______________________________________________ 
 
Signature: _____________________________________ Date: _____________________ 
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CONSENT WAIVER AND RELEASE 
Promotional Material 

 
 

I, the undersigned, hereby give consent to MaxAbility Therapy Services, P.C. to use for demonstration 
and/or promotional purposes any material compiled before, during, or after my examination and 
therapy.  This includes photographs, tapes, or audiovisual illustrations which may help to inform the 

public and/or promote the cause of specified therapies or devices.  This also includes commentary by 
the patient or family which may be quoted to promote the company, its therapies or devices.  I 
understand the subject material may appear in written publications (such as brochures), on radio or 
television, or on the company’s website. 
 
I further understand that MaxAbility Therapy Services, P.C. is a private corporation established to 
develop and market assistive living devices for persons with disability.  In addition to the material 

covered above, I volunteer to be contacted by interested parties to share the success of my 
treatment. 
 

I hereby waive my rights to privacy in connection with the consent given above, and I hereby release, 
discharge, and agree to hold harmless from any liability now or in the future to MaxAbility Therapy 
Services, P.C. 
 

 
Client Name:_____________________________ Signature:_________________ Date: __________ 
 
 
Parent/Guardian: _________________________ Signature:_________________ Date: __________ 
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