Advanced Child Therapies LLC
I, ______________________________ will be providing __________________ to your child 

_____ times weekly/monthly for ______minute/hourly sessions.

Please call me at _______________________, if you need to cancel a session.
- - - - - - - - - - - - - - -- - - - - - - - - - - - - - - - - - - - - - - - - - - - -- - - - - - - - - - - - - - -- - - - - - - - - - - - - - -
ACT’S POLICIES AND PROCEDURES

Welcome to ACT Services!  We are glad you chose our agency for your child’s services.  In order for your child to have a positive experience, there are several policies and procedures that we have established to ensure your child’s success, health and safety and confidentiality.  Please review the attached policies and procedures that your therapist has given you.  We ask that you review the services listed on this page and sign and date acknowledgement of the services and receipt of the policies and procedures.  We have asked that you include your e-mail address so we can keep you abreast of any important information that ACT Therapy would like to share with you.  Your e-mail address will not be shared with any outside parties and will only be used for the intended purpose stated above.
We look forward to sharing your child’s future success.

If this is not correct, please call us  at (516) 776-0386.

ACT DIRECTOR
________________________________    ___________________

Parent Signature





Date

___________________________________________

Email Address

POLICIES AND PROCEDURES

Please keep for your records

Attendance/General Policies
· If you are unable to keep your child’s scheduled appointment, notify your child’s service provider as soon as possible.
· If your child is sick, you must notify your child’s service provider to cancel.  Children who are sick and would not participate in daily activities, do not benefit from therapeutic intervention.  

· You or a designated caregiver*, at least 18 years old, (*must complete Designated Alternate Signature Form) must sign the therapist’s log notes after each session.  Do not sign blank therapy log notes.
Record Access

All information in your child's file is confidential.  You as the parent or legal guardian have the right to access the file at any time.  If you need any records from your child's file, you may call the Preschool Evaluation Coordinator at 516-776-0386 to request a copy of your child’s records.  At that time a written request must be submitted. 

Therapy Specifics
· Speech, occupational and physical therapy services cannot begin until a doctor’s prescription is obtained.  A new prescription is required every 6 months to coincide with your child’s IFSP.  
· No services can begin until we receive a copy of your child’s IFSP.
· Discussion of your child’s progress is considered part of the therapy process.  Therefore, all therapy sessions will allow for direct intervention and parent/guardian consultation within the allotted therapy time.  Formal reviews of progress reports will take place during your child’s regularly scheduled session time if necessary.

· All parents must complete and sign a Medicaid Eligibility Form.  This form must be returned prior to beginning services.

· If not present, parent/guardians are encouraged to send a notebook/folder to therapy with their child in order to keep a record of their work, progress reports, home programs/activities, etc.
Child Emergency Information Form
· Please fill out the attached form and return it to your child’s service provider.
· It is your responsibility to notify each therapist of your child’s allergies and/or medical conditions.  If your child has any known allergies or medical alerts, please complete the attached Allergy Plan with the service provider.
· If there is a change in medical status of your child, we must be provided with written clearance from the child’s physician before the child can return to therapy.  We also need an updated prescription for the child to resume OT, PT and ST. 
CHILD EMERGENCY INFORMATION
Please be sure to maintain a record of the following information for each child you provide services to, through ACT Services. This information should be kept with you while you are providing services, in case of emergency and a copy returned to the ACT Intervention Team.
Child’s Name: __________________________________________________________

Child’s Home Address: ___________________________________________________

Child’s Home Phone: ____________________________________________________

Mother’s Name: ___________________    Father’s Name: ______________________

Mother’s Cell: _____________________   Father’s Cell: _________________________

Mother’s Work #: __________________     Father’s Work #:______________________

Mother’s Email: ___________________     Father’s email: _______________________

Guardian Name/Relationship: ______________________________________________

Guardian Cell: ____________________ Guardian Work: ________________________

Medical Alerts Please list any medical conditions (asthma, diabetes, seizures, etc) your child has:
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________________________________________________________________________________
________________________________________________________________________________
Allergies -Please list any allergies (foods, latex, etc.) your child has – please be specific: 
________________________________________________________________________________
________________________________________________________________________________

It is your responsibility to notify each therapist of your child’s allergies and/or medical conditions/alerts.  If there is a change in medical status of your child, please notify the office immediately.  If any allergies are indicated, attach documentation including identification of the allergy, prevention of exposure and plan to treat an allergic reaction.
Emergency Contact (other than parent or guardian) Name: _________________________________

Phone:  ______________________________
Email:  ____________________________________

Pediatrician Name/Phone:  ________________________________________________

ALLERGY PLAN FORM
To be filled out by Parent and Provider:

Child’s Name: ______________________________________ DOB: ______________

Known Allergy(ies): ____________________________________________________

______________________________________________________________________

Child’s typical reaction to exposure to allergen:  ____________________________

Indications that child is having an allergic reaction:  _________________________

______________________________________________________________________

In case of emergency, provider will:

1.  ___________________________________________________________________

2.  ___________________________________________________________________

3.  ___________________________________________________________________

4.  ___________________________________________________________________

Name of Person(s) to be contacted:  ______________________________________

Phone #: ______________________________________________________________

________________________________             _______________________________


 Signature of Parent
                   
              Signature of provider
Date: ________________________         
Date: ___________________________


SICK CHILD POLICY
In order to avoid spreading germs and re-infecting children and providers, the following guidelines are in effect  -- 

· Child must be fever-free for 24 hours.

· Vomiting / diarrhea - child must be symptom-free for 24 hours.

· Infectious diseases including, but NOT limited to, strep, pink eye, lice, and ringworm - child must have a doctor’s note before he/she can return for therapy.

· Broken bones / severe sprains / stitches - child must have a doctor’s note before he/she can resume therapy.

· If your child is sick, call the provider 24 hours ahead of time, or as soon as possible. Make ups will be provided according to therapist’s availability.

Remember, you are the Parent and if your child is sick they need rest and recuperate.  Children do not benefit from services when they are not feeling well.
We appreciate your cooperation in this matter.

ACT LLC

