
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.

Uses and Disclosures
Treatment. Your health information may be used by staff members or disclosed to other health professionals 
for the purpose of evaluating your health, diagnosing medical conditions, and providing treatment. For 
example, results of your testing will be available in your medical record to all health professionals who may 
provide treatment or who may be consulted by staff members.
Payment. Your health information may be used to seek payment from your health insurance plan, or from 
other sources of coverage that you may use to pay for your services. For example, your health insurance plan 
may request and receive information on dates of service, the services provided, and the medical condition 
being treated.
Health care operations. Your health information may be used as necessary to support the day-to-day 
activities and management of Cross Therapy Services, LTD. For example, information on the services you 
received may be used to support budgeting and financial reporting, and activities to evaluate and promote 
quality.                                                                                                                                                         
Law enforcement. Your health information may be disclosed to law enforcement agencies to support 
government audits and inspections, to facilitate law-enforcement investigations, and to comply with 
government-mandated reporting.                                                                                                                      
Public health reporting. Your health information may be disclosed to public health agencies as required by 
law. For example, we are required to report certain communicable diseases to the state’s public health 
department.                                                                                                                                               
Other uses and disclosures require your authorization. Disclosure of your health information or its 
use for any purpose other than those listed above requires your specific written authorization. If you change 
your mind after authorizing a use of disclosure of your information you may submit a written revocation of the 
authorization. However, your decision to revoke the authorization will not affect or undo any use or disclosure 
of information that occurred before you notified us of your decision to revoke your authorization.
Additional uses of Information

Appointment reminders. Your health information will be used by our staff should we need to send you an 
appointment reminder.                                                                                                                          

Information about treatments. Your health information may be used to send you information that you 
may find interesting on the treatment and management of your medical condition. We may also send you 
information describing other health-related products and services that we believe may interest you.

Individual Rights

You have certain rights under the federal privacy standards. These include:                                                     

-the right to request restrictions on the use of your protected health information                                          

-the right to receive confidential communications concerning your medical condition and treatment        

-the right to inspect and copy your protected health information                                                                        

-the right to amend or submit corrections to your protected health information                                             

-the right to receive an accounting of how and to whom your protected health information has been disclosed                                                                                                                                                                            
-the right to receive a printed copy of this notice



ACKNOWLEDGEMENT OF RECEIPT OF NOTICE
OF PRIVACY PRACTICES

Cross Therapy Services, LTD reserves the right to modify the privacy practices 
outlined in the notice at any time.

I have received a copy of the Notice of Privacy Practices for Cross 
Therapy Services, LTD.

_____________________________________
Name of Patient (Print or Type)

_____________________________________
Signature of Patient Representative                                                 
     (Required if the patient is a minor or an adult who is unable to sign this form)

_______________________________________
Relationship of Patient Representative to Patient

________________________
Date



RESPONSIBILITY OF PAYMENT FOR SERVICES PROVIDED

Dear Sir or Madam:

It is the insured’s responsibility to pay all deductibles and co-pays at the time of 
service.  If the patient receives more than one discipline per visit on any one day to the 
clinic the co-pay will apply only once per day. 

It is the insured’s responsibility to pay for all services provided when not covered by 
their insurance. If your insurance company denies payment, you are responsible to pay 
only for the denied charges. There is no additional cost. The cost of non-covered treatment 
sessions are listed below:

Treatment Sessions: $21.75 per unit will be charged for a therapy session. One unit is equal to fifteen (15) minutes, which 
is eighty-seven dollars ($87.00) per hour. 

Therapy Evaluations: $50.00 per unit will be charged for a total of 4 units. One unit for the evaluation is equal to thirty (30) 
minutes, which is a total of $200.00.

It is the insured’s responsibility to check their own insurance coverage. (i.e., number of 
visits allowed, amount of deductible, amount of co-pay, etc.). Our staff will be happy to 
assist you in the gathering of this information. However, we cannot ensure the accuracy of 
the information provided by your insurance carrier.

*Starting January 1, 2013 co-pays, deductibles, and payments are due at the time of 
treatment.

Sincerely, 

Greg S. Lunn

Owner, Cross Therapy Services, LTD

Signature of Insured:___________________________________

Printed Name:__________________________________________

Date signed:_________________



ATTENDANCE POLICY
PLEASE READ THOROUGHLY AS YOU WILL BE HELD ACCORDING TO 

THESE POLICIES

Cross  Therapy  Services  strives  to  help  all  children  we  serve  meet  their  highest 
potential.  We have seen that attendance to therapy is directly related to a child’s success. 
Therefore, due to the increase in children needing therapy services and an increase in the 
number  of  missed  therapy  sessions  of  children  we  currently  serve,  we  are  forced  to 
implement an attendance policy. 

You must contact our office if your child is unable to attend for any reason. Cancelled 
appointment notifications must be made 24 hours in advance or before 7:30am on the 
day  of  the  scheduled appointment.   (You may leave  a  message on the  answering 
machine if we are not available when you call.)

If your child misses 3 of his/her scheduled therapy sessions in a 6 month period, from 
no  shows  and  cancellations  combined,  he/she  will  be  removed  from  the  regular 
schedule and placed on the waiting/call  list.   A child from our waiting list will  be 
placed into his/her regular therapy time slot.

The following terms and procedures apply to all attendance policies.  

A. No Show: A no show is any missed appointment without a phone call to cancel the 
appointment(s) a minimum of 24 hours in advance or before 7:30am on the day of the 
scheduled appointment.  

Procedure: No shows are appointments considered missed appointments, even if they 
are rescheduled.

B. Cancellations: This is any appointment cancelled by phone or in person 24 hours in 
advance or before 7:30am on the day of the scheduled appointment.  A cancelled 
appointment that is able to be rescheduled does NOT count as a cancellation.

Procedure: If your child misses 3 sessions, your child will be taken off the regular 
schedule and put on a call schedule until a time where you are able to be more consistent.



C. Late arrivals/Pick Ups:  A late arrival is any time your child is dropped off later than 
7 mins from the designated time slot.  Medicaid says a 7 minute difference makes the 
session round to the next 15 minutes.  Therefore, your child will miss 15 mins of his/
her 60 min session. A late pick up is any time your child is picked up later than 7 mins 
from the designated time slot. Please know that when this happens it keeps the 
therapist from giving the next child his/her full attention during that session.  

Procedure: If your arrival time is 7 mins or more after your scheduled time, your 
therapist may have been reassigned to another child’s care and your appointment 
cancelled.  If you are unsure about whether or not you can arrive or be available within this 
time frame, call the clinic to inform them you are running late.  Your therapist will 
determine whether you should reschedule the appointment.  A consistent pattern of late 
arrivals and/or pick ups will result in a review of your services and possible removal from 
that regular scheduled time slot. 

If your child is removed from the schedule, you may be called weekly to schedule them into 
available time slots. You will be eligible to be placed back on the regular weekly schedule 
when a slot becomes available, after you have attended 8 consecutive scheduled sessions

Please note: Therapists are only paid when a child is present. If their client is late or 
isn’t present for therapy they do not get paid for that time.  We value our employee’s time 
as much as we do your child’s therapy time.  We hope you will as well. 

I agree I have read and understand the implications of the above written attendance policy. 

____________________________________             ___________________________________

Signature of Parent/Guardian & Date      Printed name of Parent/Guardian 



PATIENT PICK UP FORM
For the safety or your child, we are initiating a pick up policy. Please provide 
the names and driver’s license numbers of persons that are authorized to pick 
up your child from Cross Therapy. We will request the authorized person to 
show their driver’s license before releasing your child to them. If there are ever 
any questions or problems, we will call you before releasing your child to 
persons unfamiliar to us. 

CHILD’S NAME:_______________________________

NAME DRIVER’S LICENSE #

1.________________________________________________________________

2.________________________________________________________________

3.________________________________________________________________

4.________________________________________________________________

5.________________________________________________________________

PARENT OR GUARDIAN’S SIGNATURE:___________________________________

DATE:____________________



OUT-PATIENT LIABILITY RELEASE AND ASSUMPTION OF 
RISK

I would like                                                                                 
(Client’s name) to participate in the out-patient therapy program 
administered by Cross Therapy Services, LTD. I acknowledge the 
risks and potential for risks of out-patient therapy. However, I feel 
that the possible benefits to myself/my son/my daughter/my ward 
are greater than the risks assumed. I hereby, intending to be legally 
bound, for myself, my heirs, and assigns, executors or 
administrators, waive and release forever all claims for damages 
against Cross Therapy Services, LTD, its Board of Directors, 
management, owners, employees, aides, and volunteers for any and 
all injuries and/or losses I/my son/my daughter/my ward may 
sustain while participating in the out-patient therapy program 
administered by Cross Therapy Services, LTD. 

_________________________________________
Parent or Legal Guardian’s Signature
 

__________________________
Date



PHOTO/VIDEO RELEASE

I, ___________________________________, give permission to

         Print Parent/Guardian Name

Cross Therapy Services to take photos/videotapes of my child,

_______________________________.  

Print Patient/Client Name

These materials may be used for the following reasons:

Please initial all that you approve.

_____ For my child’s therapist or my child’s chart, in order to better establish 

a treatment plan

_____ For use in communicating with physicians, or other health care providers

_____ For research within Cross Therapy Services

_____ For research with other companies in which Cross Therapy Services 

has entered into agreements.

_____ For display purposes within Cross Therapy Services Facilities

_____ For promotional purposes for Cross Therapy Services (e.g., informational  brochures, 
websites, etc.)

________________________ _________________________________
Signature of Parent/Guardian Signature of Cross Therapy Services Employee

_______________________________

Date



Patient Name:  _________________________________    Date:  ______________

IN CASE OF AN EMERGENCY WITH A PATIENT
Any employee of Cross Therapy Services, LTD has my permission to follow the following regulations 

regarding my child/ward in case of an emergency while in his/her care.

A.  Should the patient have an incident where he/she is injured seriously...but not in danger of death.

1. The parent should be immediately notified and that parent/guardian’s wishes should be followed.

2. If the parent can not be contacted, the emergency contact should be notified.

3. If the parent/guardian and emergency contact can not be reached, the employee should call 911 unless otherwise specified on the 
patient’s emergency signature sheet.

4. The employee should then contact his/her supervisor to alert him/her of the situation.

B. Should the patient have an incident where he/she stops breathing or his/her heart stops beating.

5. The employee should call a CODE BLUE.

6. CPR should begin immediately.

7. Let another employee call 911 if possible, or call after designated time of CPR, per child’s age.

8. The parent/guardian should be contacted ASAP after reaching 911.

9. If the parent/guardian can not be reached, that patient’s emergency contact should be notified.

10. The employee should notify his/her supervisor ASAP of the situation.

I, ______________________________, as a parent/guardian of ____________________________________ 
give my permission for any employee of Cross Therapy Services, LTD to speak on my behalf, 
should neither I nor my emergency contact not be able to be reached, and my child needs 
immediate medical attention, “life saving” procedures. Those needs include but are not limited to 
CPR, artificial resuscitation, life support, transport, hospitalization, medication, surgery, x-rays, etc 
deemed necessary by a medical professional. If the medical needs of my child do not imminently 
endanger him/her and the physician, after careful examination, decides that my child can wait until 
I am notified without causing any further injury, then the physicians orders should be followed. 
However, if waiting will in any way further injure my child then any employee of Cross Therapy 
Services, LTD has my permission to make decisions for the best interest of my child.

__________________________________
Parent/Guardian Signature

Home #:_______________________________  Work #:______________________________
Mom’s cell:____________________________  Dad’s cell:___________________________

Emergency Contact: (outside of the home):
Name & Relationship to child:_______________________________________________
Home #:_______________________________  Cell #:_______________________________


