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NEW PATIENT INTAKE FORM 

PERSONAL INFORMATION 

Child’s Legal Name: ______________________________________ Date of Birth: ________________________ 
 

Age: _________________ Male: _____ Female: _____       Primary Care/Pediatrician: ______________________ 
 

Legal Guardian: ________________________________  ​ Legal Guardian: ____________________________ 
 

DOB: ______________________​ DOB: ______________________ 

Please check if it is okay to leave a message     Yes    No​ ​ ​ ​             Yes    No 

Home Ph:______________________________​ Home Ph: ___________________________​​   

Cell Ph: _______________________________​ Cell Ph: _____________________________ 

Work Ph: ______________________________​ Work Ph: ____________________________ 

Best number to reach you at: ________________________ 
 

Email: __________________________________________​ Email: _____________________________________ 

Physical Address: _________________________________ ​Physical Address: ____________________________ 

City, State, Zip:     _________________________________ City, State, Zip:     ____________________________ 
 

Mailing Address: __________________________________​ Mailing Address: _____________________________ 

City, State, Zip:   __________________________________ City, State, Zip:   _____________________________ 
 

Occupation: ______________________________________​Occupation: _________________________________ 

Employer: _______________________________________​ Employer: __________________________________ 
 

Who referred you to our office? __________________________________________________________________ 

Who does the child reside with? __________________________________________________________________ 

Who has custody of the child? ___________________________________________________________________ 
 

If primary person bringing child to therapy is not listed above, please list name and contact phone number of that 

person: _____________________________________________________________________________________ 

INSURANCE INFORMATION (please fill out ALL areas) 

Primary Insurance: _______________________________​ Secondary Insurance: _________________________ 

Policy Number: __________________________________​ Policy Number: ______________________________ 

Group Number: __________________________________​ Group Number: ______________________________ 

Insured’s Name: _________________________________​ Insured’s Name: _____________________________ 

Insured’s DOB: __________________________________​ Insured’s DOB: ______________________________ 

 
Please initial the following statement: 
 
________  I DO NOT HAVE ANY OTHER INSURANCE COVERAGE FROM ANY OTHER SOURCE OTHER THAT THE ABOVE MENTIONED.  
 

  

  ​ ​   1 of 18 



    
 
     6927 Old Seward Hwy, Ste. 100 
     Anchorage, AK 99518 
     Phone: 907-345-0050                                                               

 
 

AUTHORIZATION AND CONSENT FOR EVALUATION, TREATMENT, AND OPERATIONS: 
Please initial the following statements: 
 

 
______ I hereby give All For Kids Pediatric Therapy, LLC permission to evaluate and treat my child, and I       
             understand there will be written, oral, and electronic communication between care providers/physicians,  
             insurance companies, and All For Kids Pediatric Therapy, LLC staff.   
 
_____  I understand that state representatives for the purpose of insurance certification or licensing and quality  
             assurance may review my child’s records.  I understand that all practices of confidentiality will be followed  
             in use of the information gathered.  
 
_______________________________________​ _______________________ 
Parent/Legal Guardian Signature​ Date 
 
EMERGENCY MEDICAL RELEASE 
In the event medical attention is required for your child while on the premises of All For Kids, LLC, we need your 
authorization to implement treatment.  Please read and sign the statement below. 
 
As legal guardian of ___________________________, I give my permission for All For Kids, LLC to contact 
emergency personnel in the event of a medical emergency. 
 
_____________________________________            _____________________________​  
Parent/Legal Guardian Signature                              Date 
 
 

EMERGENCY CONTACT 
 

 

NAME: __________________________________________​PHONE: ___________________________________ 
 
 

RELATIONSHIP: _____________________________________________________________________________ 
 

 
MEDICATION/ALLERGIES/CONDITIONS 
Medications (Include prescription drugs, over the counter meds, vitamins, and homeopathic medications): 
 

___________________________________________________________________________________________ 

Allergies/Reactions: 
 

__________________________________________________________________________________________ 

Diagnoses (Any known medical diagnosis or medical condition, with dates of diagnosis if known): 
 

___________________________________________________________________________________________ 

 
PHOTO PERMISSION​ ​             
Please initial the following OPTIONAL statements: 
 

______ I give permission for photos/videos of my child to be used for the purposes of treatment, education, and     
             documentation. 
 
______ I give permission for photos/video of my child to be used for advertising, brochure, and/or webspace. 
     

 
 
 

  

  ​ ​   2 of 18 



    
 
     6927 Old Seward Hwy, Ste. 100 
     Anchorage, AK 99518 
     Phone: 907-345-0050                                                               

 
 

 
TECHNOLOGY PERMISSIONS 
Please initial the following statement(s): 
 
 

______ EMAIL ENCRYPTION ACKNOWLEDGMENT (REQUIRED): I understand that AFK may correspond with  
             my child's legal guardians and care team via email regarding treatment, home programming, and  
             documentation when requested. I understand that AFK email is encrypted internally; however, once an  
             email is sent externally, email correspondence may be intercepted by an outside party. 
 
 

______  TEXT PERMISSION (OPTIONAL): I authorize All For Kids to send text messages to my cell phone related  
              to my child’s therapy. I understand that communication via text message is not secure and may potentially  
              be intercepted by a third party. I understand that standard data and text messaging rates will apply to any       
              messages received from AFK. I agree not to hold AFK liable for any electronic messaging charges or fees  
              generated by this service. I understand that AFK text messages to my cell phone are not secure and​
              potentially could be intercepted by an outside party. 
 

TELETHERAPY CONSENT​
If yes, please initial the following to give your consent. 

_____ I give consent for my child to receive speech, occupational, and/or physical therapy via synchronous  
           teletherapy when indicated.     
 
_____ I agree to have a telemedicine facilitator (e.g., parent, guardian, or caregiver) present for teletherapy  
           sessions. The telemedicine facilitator agrees to become competent with the telemedicine technology with  
           training from my child's therapist and will assist my child in understanding and using this technology at the  
           direction of my therapist. The facilitator will be on the premises and physically present if appropriate. 

Email for Teletherapy:  ___________________________________________________​  

Teletherapy Records (REQUIRED; please initial) 
 
By telehealth law we are required to ask if you would like for AFK to send a copy of EACH teletherapy session note 
to your child’s primary care physician. For in-person therapy, we do not send your child’s session notes unless 
requested. Would you like to opt out of sending each note or would you like us to fax each note after every session? 
 
_____ Yes, I'm opting out. 

_____ No, please send every note. 

_______________________________________​ _______________________ 
Parent/Legal Guardian Signature​ Date   ​                                                                              
 
ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES (HIPAA): 
I acknowledged that I have viewed, read, and understand the HIPAA Policy (attached at the end of this packet) and 
have been informed of my rights as a patient’s parent/guardian.   
 
 
_______________________________________​ _______________________ 
Parent/Legal Guardian Signature​ Date   ​  
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List the names of other providers on your child’s care team (e.g., specialist doctor(s), neuropsychologist, 
counselor, dietician, etc.)  
 
___________________________________________________________________________________________ 
 
___________________________________________________________________________________________ 
 
___________________________________________________________________________________________ 
 
___________________________________________________________________________________________ 
 
___________________________________________________________________________________________ 

 
 

**If your child has an Individualized Education Plan (IEP), neuropsychological evaluation, or any additional 
relevant reports, please bring a copy for your therapist to review.** 
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HISTORY FORM 
Please answer the questions to the best of your ability and in as much detail as possible. Please add any information 
that you feel is important but is not covered on this form. 

 
General History 
 
Child’s Name: __________________________ Nickname? ________________________ DOB: ______________ 
 
Current concerns: _____________________________________________________________________________ 
 
What are your primary goals for therapy?  
 
___________________________________________________________________________________________ 
 
Has your child previously received occupational, physical, or speech therapy? To address what concerns? Please 
include where, when, and for how long: 
 
 
___________________________________________________________________________________________ 
 
Is your child currently receiving any of these therapy services? Please list providers, locations, and days/times: 
  
 
___________________________________________________________________________________________ 
 
Pregnancy & Delivery 
 
Did the child’s mother have any illnesses or complications during pregnancy or delivery? Please describe:  
 
___________________________________________________________________________________________ 
 
Was your child premature? YES     NO 
 
Born at how many weeks gestation: _______   Birth Weight: ________ 
 
Did your child require any medical procedures before, during, or after birth? Please describe: 
 
___________________________________________________________________________________________ 
 
Developmental History 
 
Please indicate at what age each major milestone was reached: 

 
Sitting up by self: ________ Crawling: __________ Walking: _____________ 
 
First word: ___________ Two words together: _____________ 
 
What was their first word? _________________  What was their first phrase? ______________________ 

​  
When did you first become concerned about your child’s development?  
___________________________________________________________________________________________ 
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Feeding 
 
Did your child have any feeding problems as an infant? Please describe: 
 
___________________________________________________________________________________________ 
 
Was your child bottle fed or breast fed and for how long? ______________________________________________ 
 
Did your child have any colic or reflux issues? _______________________________________________________ 
 
Describe your child’s current eating habits and typical intake:  
 
___________________________________________________________________________________________ 
 
Medical History 
 
Please describe illnesses, hospitalizations, or surgeries that your child has had and when they occurred: 
 
___________________________________________________________________________________________ 
 
Is there a family history of speech-language or other developmental delays? 
 
___________________________________________________________________________________________ 
 
Has your child had a neuropsychological evaluation?    YES        NO 
​  

If yes, date of most recent evaluation: _____________ Name of neuropsychologist: __________________ 
 
Social History & Living Situation 
 
Please describe your child’s living situation (and any recent changes): 
​  
___________________________________________________________________________________________ 
​  
Siblings’ names and ages: ______________________________________________________________________ 
 
If your child was adopted, please answer the following questions: 

 
Age of adoption: ________ Is your child aware of adoption?​ YES     NO 

 
Previous home experiences prior to adoption: ___________________________________________________ 
 
Educational History 
 
Grade: ______​ Name of school: _______________________________​ Teacher: __________________________  
 
What kind of classroom (e.g., regular ed, special ed, life skills, pull-outs, etc.): _____________________________ 
Does your child have an IEP?​ YES     NO 

What services does your child receive at school through the IEP?  ________________________________ 
 
Names of any school therapists? __________________________________________________________ 
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Hearing & Vision 
 
Has your child had his/her hearing tested? When? What were the results? ________________________________ 
 
Has your child had any ear infections? Please list number if known: ______________________________________ 
 
Did your child ever have tubes placed in his/her ears? When? __________________________________________ 
 
Has your child had his/her vision tested? What were the results? ________________________________________ 
 
 
Does your child wear glasses or hearing aids? For what condition? ______________________________________ 
​ ​  
What is the primary language spoken in the home? __________________________________________________ 
 
Personal Information 
Please describe your child’s personality:​​ ​ ​  
 
 
How do you handle discipline issues at home? 
 
 
Does your child have tantrums?​ YES     NO  ​ How often? ________________________________________ 
 
How does your child handle changes and variation in routine? 
 
 
How much screen time does your child get (i.e., tablets, smart phones, computer, TV, etc.)? 
 
 
What games, activities, toys does your child enjoy? 
 
 
Describe how your child interacts with other children: 
  
 
Describe your child’s sleeping habits/patterns: 
 
 
Does your family have any religious/holiday observation preferences you would like to make your therapist aware of? 
 
 
 
Briefly describe a typical day for your family, especially this child (feel free to use the back of this paper, if needed): 
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PATIENT AGREEMENT 
 

All For Kids Pediatric Therapy, LLC offers Physical Therapy, Occupational Therapy, and Speech-Language 
Pathology services for patients referred to our practice. We are a licensed provider who develops individualized 
treatment plans to identify the services that will best suit your child’s therapy needs. We will also work with your 
primary care practitioner to coordinate your care. 
 
Following the initial assessment visit(s), we develop a specific plan of care (POC) for review and approval by your 
child’s referring provider. Once your child’s referring provider signs the (POC), we can begin working with your family 
to improve your child’s condition. We are pleased to serve your Physical Therapy, Occupational Therapy, and/or 
Speech-Language Pathology needs and encourage your feedback to alert us to anything we can do to provide your 
child the highest quality of care. 
 
We require certain information from each patient in order to begin providing care. The attached forms need to be 
completed in order for us to begin serving your child as our patient. Please do your best to complete all the 
information. If certain information does not apply to your child, please indicate that by noting “N/A” (“Not Applicable”) 
so that we know that you did not overlook anything. 
 
Each healthcare insurance payor has different guidelines for allowing coverage of Physical Therapy, Occupational 
Therapy, and/or Speech-Language Pathology services. It is helpful if you let us know your healthcare payor when 
starting service so that we may find out if prior authorizations are needed. If your child is a Medicaid beneficiary, 
please ask your primary care provider to send us a referral for your initial assessment to fulfill Medicaid 
requirements. If your healthcare insurance payor does not cover Physical Therapy, Occupational Therapy, and/or 
Speech-Language Pathology services, you are welcome to make self pay arrangements for the usual and customary 
pricing of our services.   
 
 

 
ALASKA MEDICAID RECIPIENTS: 

Alaska Medicaid requires that a physician, physician assistant, or advanced nurse practitioner refer you to our 
practice before we can perform an initial assessment on you. After we have completed your initial assessment, 
we develop an individualized POC to meet your specific therapy goals. 
 
Your primary care practitioner will need to review and approve your POC, and then return it to our practice 
before we can begin your treatment.   

​
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MEDICAID & PRIVATE INSURANCE  
CO-PAYMENTS, DEDUCTIBLES, AND NON-COVERED SERVICE 

Private insurance companies may have limits on the amount of Physical Therapy, Occupational Therapy, and/or 
Speech-Language Pathology services covered. Once you have exceeded the financial limit of your benefits and you 
do not have additional healthcare coverage, you are responsible for the payment of your child’s services.  
Additionally, private healthcare insurance payors have deductibles and co-payments for physical therapy, 
occupational therapy, and/or speech language pathology services that are the responsibility of the patient. 
 
While this practice will not discontinue your child’s services for financial hardships, it is expected that patients pay at 
the time of service and/or set up payment arrangements. 

 
COLLECTION OF PAST DUE ACCOUNTS 

We communicate with our patients’ parents/guardians to resolve past due accounts in all cases.  If we cannot reach 
a patient’s parent/guardian following the return of undeliverable mail, or if a patient payment agreement cannot be 
made or paid as agreed, we are forced to use the services of a professional collection agency.  Once an account is 
placed with a collection agency, we cannot take the account back.  Please let us know when or if your patient contact 
information changes so that we can always reach you, if needed, to discuss past due accounts. 
 

FINANCIAL AGREEMENT 
New patients approved for Physical Therapy, Occupational Therapy, and/or Speech-Language Pathology services 
are responsible for any and all charges not paid for by healthcare insurance payors (Medicaid, private health 
insurance carriers, etc.). By signing this patient agreement, you are acknowledging that you understand this 
condition of service and commit to promptly paying All For Kids Pediatric Therapy for the services we provide to you, 
our valued customer. Following the receipt of your monthly patient statement, please contact our practice to make 
payment arrangements. We accept cash, personal checks, money orders, and credit cards (VISA, MasterCard, and 
Discover Card); we also make credit card pre-payment arrangements for anticipated monthly patient balances. We 
also are willing to make reasonable payment arrangements to keep your account current.  Please contact our Billing 
Office at (907) 345-0050. 
 

QUALITY ASSURANCE & COMPLAINT RESOLUTION 
Should you or your child’s caregiver experience a situation that requires the attention and resolution of a Supervisor 
and/or Manager, please contact our practice either in writing or by phone at (907) 345-0050. A member of our 
management team will interact with you to reach a resolution of any identified situation where our quality of service 
has been compromised. We use such situations to alert us to improvements we can make to better serve all our 
patients.  
 

PATIENT STATEMENT OF AGREEMENT 
My signature below signifies that I have read and understand this patient agreement for All For Kids Pediatric 
Therapy, LLC to provide me Physical Therapy, Occupational Therapy, and/or Speech-Language Pathology services. 
I agree to the terms in this patient agreement and intend to comply with them to the best of my ability.  I understand 
that if I fail to follow the terms of this agreement, I could be discharged from service.  
 
 
 
 
______________________________________​ ______________________________ 
Parent/Legal Guardian Signature​ ​ ​ Date 
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FINANCIAL POLICY  

Payment, co-payment, deductibles, and co-insurance for services are due each visit for charges incurred up through 
your last visit. We accept cash, checks, VISA, MasterCard, and Discover Card. Please understand that you are 
financially responsible for all charges, whether or not they are paid by insurance and that failure to abide by 
the financial policy will result in prompt removal from the schedule. 
 
Please read carefully and initial each statement: 
 
 
_____ Your insurance is a contract between you, your employer, and your insurance company. We are not a party  
           to that contract. As a courtesy to our clients, we will bill your insurance carrier; however, we cannot  
           guarantee payment in a timely manner. If for any reason any portion of a bill is not paid by your insurance  
           within 60 days from the date of service, you agree to make arrangements for prompt payment.  

 
_____ We require a credit card on file for each client. Up to $200 toward your statement balance will be automatically​
           charged each month to your card on file.​
 
_____ Any accumulating balance requires immediate payment in full or a payment plan agreement on  
           file. Payment plans require a monthly payment that includes a percentage of expected monthly accrued  
           charges and a portion of any existing balance. All remaining unpaid charges are due in full by the end of  
           the calendar year. Accounts that are not paid in full by the end of the year will be considered past due and 
          charged 10.5% interest on the remaining balance. 
 
_____ Any bill that is not paid within 90 days or put on a payment plan will be placed in a collections status and  
           turned over to a collection agency. A $50.00 service charge will be added to all balances sent to  
           collections. 

 
_____ Should your insurance coverage change, our office should be notified within 30 days of the effective date  
           and the card or stickers should be available for copying. If you fail to provide us this information, your  
           account will be charged an insurance reprocessing fee of $100. Any claims that are unable to be  
           reprocessed will be your financial responsibility in full.  

 
_____ Our fees are generally considered to fall within the acceptable range by most insurance carriers and  
           therefore are covered up to the maximum allowance determined by each carrier. This applies to the  
           companies who pay a percentage (such as 50% or 80%) of the usual, customary, and reasonable rate  
           (UCR). This statement does not apply to companies who reimburse based on an arbitrary schedule of  
           fees, which bears no relationship to the current standard and cost of care in this area. 

 
_____ Not all services are a covered benefit in all contracts. Some insurance companies arbitrarily select certain  
           services they will not cover. These particular services, if any, are your responsibility. Please note  
           insurance companies may indicate the services were not medically necessary and claim that,  
           because All For Kids is a preferred provider, you do not have to pay the balance. This is NOT the  
           case and you will be billed for the services. This office cannot accept responsibility for negotiating  
           settlements on disputed claims. 
 
_____ Any returned checks or denied credit card on a payment plan will be subject to a non-sufficient funds (NSF)  
           fee of $25.00. 
 
Please initial the following statements: 
 
______ I have checked with my insurance company prior to this therapy visit and assert that I have obtained the  
             necessary information regarding limits of coverage, co-pays, and co-insurance. 
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______ I give All For Kids Pediatric Therapy, LLC permission to submit bills directly to the insurance carrier. 
 
 
I hereby understand the above financial policy and agree to abide by it.  
 
 
__________________________________________                ______________________ 
Parent/Legal Guardian Signature                                               Date           
 
 
 
Credit Card Authorization 
My signature below indicates I agree to the terms above and authorize All For Kids to charge my credit/debit card as 
agreed upon above. I understand that my information will be saved in a secure online system for future transactions 
on my account and that this authorization will remain in effect until I cancel it in writing. I certify that I am the 
authorized user of the provided card and will not dispute these scheduled transactions; so long as the transactions 
correspond to the terms indicated in this authorized form.  
 
 
 
__________________________________________________​ ​ ________________ 
Cardholder Signature​ ​ ​ ​ ​ ​ ​ Date 
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CANCELLATION POLICY 

 

As a courtesy, please call our office within 24 hours of a scheduled appointment if you need to cancel or reschedule 
that appointment. For Monday morning appointments, our office appreciates being notified no later than Friday 
noontime. If therapy needs to be canceled for an extended length of time (for example, due to vacation, insurance 
problem, etc.), management will discuss and approve holds on a case-by-case basis. ​  

Please read carefully and initial each statement: 
 
_____ I understand it is my responsibility to communicate any schedule changes or appointment cancellations to  
           the front desk. Scheduling changes/cancellations should not be done with therapists and fees will still  
           apply if the front desk is not alerted. 

 
_____ If a therapy session is not canceled 90 mins prior to an appointment time or is missed without any notice,  
           this missed appointment is counted as a no-show which will result in a charge of a $50.00 no-show fee.  
           No-shows to an initial evaluation will result in a charge of a $100.00 no-show fee. **Note: Insurance  
           companies DO NOT reimburse for late fees; this is the responsibility of the parent(s)/guardian.**  

 
_____ If a session is delayed 8 or more minutes due to late arrival of the client, the parent(s)/guardian will be  
           charged a $10.00 late fee. **Note: Insurance companies DO NOT reimburse for late fees; this is the  
           responsibility of the parent(s)/guardian.** 
 
_____ If a parent/guardian is more than 5 minutes late to pick their child up, the parent(s)/guardian will be  
           charged $1 for every minute they are late (e.g., You will be charged $6 on the 6th minute of being late, etc.).  
           **Note: Insurance companies DO NOT reimburse for late fees; this is the responsibility of the 
           parent(s)/guardian.** 
 
_____ Two consecutive no-shows may require your child to be placed on a hold status until the issue of missed 
           appointments is resolved. If a resolution is not made within two days, your child will lose his/her therapy  
           spot and be placed on our information list. Excessive no-shows may also result in removal from the  
           schedule. 
 
_____ We require an 80% attendance rate and may need to remove the client from the therapist's schedule if  
           efforts are not made to maintain this rate. Families are encouraged to schedule make-up​
           appointments for cancellations. Note: We calculate attendance quarterly and, as a courtesy, will  
           notify you if your percentage drops below the required 80%. 
 

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

 

__________________________________________                ______________________ 

Parent/Legal Guardian Signature                                               Date 
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CLINIC ETIQUETTE 

Once again, we welcome you to All for Kids Pediatric Therapy. We are honored that you have chosen our clinic to 
meet the needs of your child and your family. We continually try to create a space and an atmosphere that is true to 
our name – fun and inviting for kids and their families. We hope that you are comfortable here and always feel 
welcome. Please know that you can approach us with any comments or concerns regarding our space and how it is 
used. In order to make All for Kids a comfortable and safe place for all of our families and our staff, we ask that 
families follow our clinic etiquette plan. Please read and become familiar with the following expectations.  
 
Please adhere to the following steps when coming to therapy: 

●​ If you are a new patient, please come in and check in with the front desk and wait inside for your therapist. 

●​ If you are an existing patient, please wait in your car and call the front desk at 907-345-0050 to check in. 
After you call to check in, walk your child into the building no earlier than 5 minutes before their appointment 
and wait in our transition zone. Help your child remove their shoes and coat to have them ready for therapy. 
Once your child transitions to the therapist, return to your car to wait if you are not joining the session.  

●​ Come back into the building to pick up your child no earlier than 5 minutes before the end of the appointment 
time. Parents/caregivers must be timely to pick up in order to avoid late pickups, provide adequate time for 
session debriefing, and to help our therapists be on time to their next client.  

 
Please note the following clinic etiquette expectations: 

●​ Please make arrangements to attend your child’s therapy session when requested by the therapist. We also 
welcome parent requests to join treatment sessions. Active parent participation in the therapy process is 
critical for progress and carryover of new skills. Let your child’s therapist know if you would like to participate 
in a session. If siblings will be observing and/or participating, it should be with permission from the therapist.  

●​ If parents are in attendance at sessions, please remove your shoes per our clinic policy. There is space near 
the front desk window to leave shoes as well as coats/jackets.  

●​ Do not enter the treatment space without a clinic escort.  

●​ Accompany all younger children and those needing assistance or supervision to the restroom; this includes 
using the restroom for hand washing.  

●​ If you have children in diapers or pull-ups, please bring a diaper bag for your therapist and/or be prepared to 
change your child if necessary.  

●​ We discourage bringing toys from home to treatment sessions unless your therapist requests them or gives 
permission to bring them. Your therapist will choose toys from our clinic with a specific therapeutic purpose.  

●​ If you are observing your child’s treatment session, remain in the same room as your child and their 
therapist. In order to protect the confidentiality of all children in our clinic, please do not leave the treatment 
room unless accompanied by your therapist or exiting the building.  

●​ Please keep cell phone and tablet use to a minimum in treatment areas and place phones on vibrate or 
silent. Photos and videos are prohibited in shared treatment spaces. 

●​ Please be mindful of the content discussed in your conversations (phone or in-person) or viewed on your 
electronic devices while in the clinic. Please only discuss topics or select websites, videos, music, etc. which 
are appropriate to discuss/view in the presence of children. 
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●​ Please do not ask therapists about other clients or families at the clinic. In order to comply with HIPAA, we 
cannot answer these questions.  

●​ Be respectful of the ‘end of session’ time. Your therapist typically has less than 5 minutes to talk to you about 
the session. In most cases, there is another family waiting to begin therapy. If you need additional time to 
discuss a concern, ask questions, or problem-solve treatment activities, please join your child’s session or 
arrange for an alternative time to discuss those topics with your child’s therapist.  

●​ Do not send your child to therapy if they have a fever or other contagious illness not managed by medication 
and/or cleared by a doctor (e.g., pink eye, lice, active vomiting, hand foot and mouth disease). Keep your 
child home until they are fever-free for 24 hours without medication and symptoms are improving. If you 
need to cancel due to illness, rescheduling your appointment whenever possible is encouraged to maintain 
your child’s progress and attendance. For any other questions about AFK’s illness policy, please contact the 
front desk. 

 
As your team of therapists, you can expect us to:  

●​ Begin and end your appointments in a timely manner.  

●​ Inform you of the goals targeted and the progress made during each session.  

●​ Provide strategies and ways for you to address goals at home to increase carryover.  

●​ Assist you in any way we can, such as brainstorming ideas to help make your family’s life easier at home or 
talking with school therapists, etc.  

●​ Keep anything you share with us confidential.  

●​ Provide the best therapy we possibly can.  

●​ Receive courteous and friendly help when scheduling appointments or dealing with billing questions.  
 
 

If you have any questions about the above information, please do not hesitate to ask us. 
We are here to help you! 

 
 
I have read and understand the above Clinic Etiquette and agree to abide by it.  
 
 
 
__________________________________________ ​ ______________________  
Parent/Legal Guardian Signature ​ ​ ​ Date 
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ALL FOR KIDS PEDIATRIC THERAPY 

SCOPE OF PRACTICE 
 
Persons Served: 
Children age from birth to adolescence. New clients 14-18 years of age are seen on a case by case basis.  
 
Medical Acuity & Medical Stability: 
Children must be healthy and cleared for treatment by their physician. Children may not attend therapy if they have 
potentially contagious illnesses, including but not limited to:  

●​ Fever of 100.4 or greater 
●​ Pink eye 
●​ Vomiting and/or diarrhea 
●​ Hand-foot-mouth disease 
●​ Lice 

 
Our Setting: 
Therapy services are provided between the hours of 7 AM and 6 PM, Monday through Friday, at our clinic located at 
6927 Old Seward Highway, Suite 100. Therapy is provided in an outpatient setting at the YMCA Dimond Pool for 
aquatic therapy. 
 
Our clinic prioritizes movement and play alongside learning, which means sessions will often be active and 
play-based, and may involve activities with inherent risks (e.g., climbing, jumping, or other physical movement). 
Therapists monitor all session activities to ensure client safety and provide appropriate guidance and support 
throughout the session. 
 
Admission Criteria: 
Your child’s evaluation with your therapist will determine the need for therapeutic intervention, typically on a weekly, 
ongoing basis until criteria for discharge is achieved. Your child may be referred to another agency or for a different 
service depending on the recommendations of the evaluation and our clinic’s ability to adequately meet their needs.  
 
Your Therapist:  
A therapeutic match with your therapist is important. If a personality conflict arises that interferes with the therapeutic 
match between your child/family, please speak with your therapist directly or a member of the management team to 
inquire about switching therapists. 
 
When your therapist is out of the office, your child may have coverage with a substitute therapist. Substitute 
therapists make every effort to make sessions as fun and productive as when your child sees their regular therapist. 
These visits bring a positive opportunity for your child to practice their skills with a new person and bring a different 
perspective to your child’s treatment. 
 
Discharge Criteria: 
AFK may discharge a client for the following reasons:  

●​ Client has completed the plan of care and no further concerns are identified 
●​ Client is 18 years of age 
●​ Client no longer demonstrates a need for intervention 
●​ Client has plateaued and is not benefitting from continued services 
●​ Client is not meeting financial responsibilities to AFK 
●​ Client is not meeting the required attendance 
●​ At the request of the caregiver 
●​ At the discretion of AFK management for any other reasons (e.g., safety within the clinic) 

   All For Kids Pediatric Therapy, LLC   
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NOTICE OF PRIVACY PRACTICES 
EFFECTIVE SEPTEMBER 23, 2013 

 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW 

YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY. 
 
This Notice describes the medical information practices of All For Kids Pediatric Therapy, LLC is considered a covered 
entity, and therefore we are required by law to maintain the privacy of personal health information and to provide you with 
notice of our legal duties and privacy practices with respect to personal health information.  All All For Kids Pediatric 
Therapy, LLC departments or programs are covered by this Notice and your personal health information may be shared 
among these divisions.   
 

Our Pledge Regarding Medical Information 
We understand that medical information about your health is personal.  We will not disclose your personal health 

information to others unless you tell us to do so, or unless the law authorizes or requires us to do so.  This Notice applies to 
all of the medical records we maintain. It describes the ways in which we may use and disclose medical information, and 

describes our obligations with regard to such information.  . 
 
We are required by law to: 
• Keep your protected health information private; 
• Provide notice of our legal duties and privacy practices with respect to protected health information; 
• Notify affected individuals following a breach of unsecured protected health information; 
• Give you this Notice of Privacy Practices;  and 
• Follow the terms of the Notice of Privacy Practices currently in effect. 
 
We have the right to change our practices regarding the personal health information we maintain.  If we make changes, we 
will update this Notice.  You may receive the most recent copy of the Notice by calling the Privacy Officer at (907) 345-0050 
or stopping by the Privacy Officer’s office at 6927 Old Seward Hwy. Suite 100, Anchorage, Alaska 99515. 
 

How We May Use/Disclose Your Medical Information  
The following are some of the different ways that we may use and disclose your personal health information: 

 
For Treatment.  We may use or disclose medical information about you to facilitate treatment, rehabilitation or treatment 
through services provided by All For Kids Pediatric Therapy, LLC. For example, we may disclose medical information to 
other healthcare providers who are involved in taking care of you.  
 
For Payment.  We may use and disclose medical information about you to get reimbursed for the services we provide to 
you, including such things as submitting bills to insurance companies (either directly or through a third party billing 
company), medical necessity determinations and reviews, and collection of outstanding accounts. 
 
For Health Care Operations.  We may use and disclose medical information about you for other All For Kids Pediatric 
Therapy, LLC  health care operations necessary to run All For Kids Pediatric Therapy, LLC  For example, we may use 
medical information in connection with: conducting quality assessment and improvement activities; licensing; personnel 
training programs; fraud and abuse detection programs; and general All For Kids Pediatric Therapy, LLC administrative 
activities. 
 
To Business Associates.  There are some services provided to All For Kids Pediatric Therapy, LLC  through contracts with 
business associates.  Examples include accounting, legal, training, and consulting services.  Information shall be made 
available to business associates consistent with their need to know for purposes of providing services.  
 
Health Oversight Activities.  We may disclose medical information to a health oversight agency for activities authorized by 
law.  These oversight activities include, for example, audits, investigations, inspections, and licensure.   
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As Required by Law.  We will disclose medical information about you when required to do so by federal, state or local law.  
For example, we may disclose medical information when required by a court order. 
 
To Avert a Serious Threat to Health or Safety.  We may use and disclose medical information about you when necessary 
to prevent a serious threat to your health and safety or the health and safety of another person.  Any disclosure, however, 
would only be to someone able to help prevent the threat.   
 
Other Uses and Disclosures 
We may also use and disclose your health information in the following circumstances, when permitted by law, and with only 
the minimum necessary information being disclosed: 
•​ Appointment reminders 
•​ Language interpreters 
• Information about available treatments or products 
•​ Funeral Directors/Coroners/State Medical Examiners 
•​ Workers’ Compensation 
•​ Correctional Institutions (if you are in jail or prison) 
•​ Law Enforcement 
•​ Tissue and organ donation 
•​ Disaster relief 
•​ Military and Veterans (if you are an armed forces member) 
•​ Responses to legally compliant court orders 
•​ National security 
 
Other uses and disclosures of medical information not covered by this Notice or the laws that apply to us will be made only 
with your written authorization.  This includes the use or disclosure of psychotherapy notes, the use or disclosure of PHI for 
marketing, or the sale of PHI, which will require your express written authorization.   
 

Your Rights Regarding Personal Health Information 
You have the following rights regarding medical information we maintain about you: 

 
Right to Inspect and Copy.  You may come to our offices and inspect and copy most of the medical information about you 
that we maintain.  We will normally provide you with access to, or copies of, this information within 30 days of your request.  
We may also charge you a reasonable fee for you to copy any medical information that you have the right to access.  If 
your records are held in electronic format, you may also obtain an electronic copy if it is reasonably available.  In limited 
circumstances, we may deny you access to your medical information, and you may appeal certain types of denials.   
 
Right to Amend.  If you feel that medical information we have about you is incorrect or incomplete, you may ask us to 
amend the information.  To request an amendment, your request must provide a supporting reason, be made in writing, and 
be submitted to the Privacy Officer.  If we agree to amend the information, we will generally amend your information within 
60 days of your request and will notify you when we have amended the information We may deny your request for an 
amendment if it does not meet the requirements listed above.  In addition, we may deny your request if you ask us to amend 
information that: is not kept by or for All For Kids Pediatric Therapy, LLC; was not created by us, unless the person or entity 
that created the information is no longer available to make the amendment; is not part of the information which you would be 
permitted to inspect and copy; or is accurate and complete. 

 
Right to an Accounting of Disclosures.  You have the right to request a list of disclosures, where such disclosure was 
made for any purpose other than treatment, payment or health care operations.  We are not required to give you an 
accounting of information we have shared with our business associates or for which you have given us a written 
authorization. To request an accounting of disclosures, you must submit your request in writing to the Privacy Officer.  Your 
request must state a time period, which may not be longer than six years or before April 14, 2003.  Your request should 
indicate in what form you want the list (i.e. paper or electronic).  The first list you request within a 12-month period will be 
free, and you may be charged for the cost of any additional lists.  We will notify you of the cost and you may choose to 
withdraw or modify your request before any costs are incurred. 
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Right to Request Restrictions.  You have the right to request a restriction or limitation on the medical information we use or 
disclose about you for treatment, payment or health care operations.  You also have the right to request a limit on the 
medical information we disclose about you to someone who is involved in your care or the payment for your care, like a 
family member or friend.  For example, you could ask that we not use or disclose information about a transport or treatment 
we provided.  We are not required to agree to your request unless the disclosure is to a health plan for purposes of carrying 
out payment or health care operations (not treatment purposes) and the information pertains solely to an item or service paid 
for fully out of pocket. 
 
To request restrictions, you must make your request in writing to the Privacy Officer.  In your request, you must describe: (1) 
what information you want to limit; (2) whether you want to limit use, disclosure or both; and (3) to whom the limits shall 
apply, for example, your spouse. 

 
Right to Request Confidential Communications.  You can request that we communicate confidentially with you about 
medical matters.  For example, you can ask that we only contact you at work or by mail. To request confidential 
communications, you must make your request in writing to the Privacy Officer.  We will accommodate reasonable requests.  
Your request must specify how you wish to be contacted. 

 
Right to a Paper Copy of This Notice. You may request a paper copy at any time.  Even if you have agreed to receive this 
Notice electronically, you are still entitled to a paper copy. 

 
Right to Revoke Authorization/Permissions 

If you provide us permission to use or disclose medical information about you, you may revoke that permission, in writing, at 
any time.  If you revoke your permission, we will no longer use or disclose medical information about you for the reasons 
covered by your written authorization.  You understand that we are unable to take back any disclosures we have already 
made with your permission, and that we are required to retain our records of the care that we provided to you.  Your 
substance abuse records received by a person or entity pursuant to your written authorization may not be re-disclosed without 
your written consent. 

 
Questions/Exercising Rights 

If you have any questions about this Notice or would like to exercise any of the rights contained herein, please contact:  All 
For Kids Pediatric Therapy, LLC Privacy Officer, 6927 Old Seward Hwy. Suite 100, Anchorage, Alaska 99515. Phone 
345-0050. 

Complaints 
If you believe your privacy rights have been violated, you may file a complaint with All For Kids Pediatric Therapy, LLC or 
with the Secretary of the Department of Health and Human Services.  To file a complaint with All For Kids Pediatric Therapy, 
LLC, contact the Privacy Officer.  All complaints must be submitted in writing.  You will not be retaliated against or penalized 
for filing a complaint. The Secretary of DHHS can be reached at: 
 
Office for Civil Rights 
U.S. Department of Health and Human Services 
200 Independence Avenue. S.W. 
Room 509F, HHH Building 
Washington, D.C. 20201 
 
 

© Copyright 2013 by C. Heyman-Layne of Sedor, Wendlandt, Evans & Filippi LLC 
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