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June 21, 2011

Contract for Services 
(Clinic copy)
Coester Cares Therapy Services, LLC (hereafter referred to as CCTS) requires all paperwork be completed and returned 24 hours prior to the start of services.
The following therapist(s) will be providing therapy sessions for 
.  

Physical: 

Occupation:
   
Speech: 

Music: 

Habilitation: 

Respite: 

CCTS will provide therapy sessions for __________________________________ at the time(s) and location agreed upon by both parties. Therapy sessions will occur regularly each week, including holidays and school vacation days, unless otherwise notified by the therapist or by CCTS.  

CCTS will make our best effort to notify the client’s parent/guardian at least 24 hours in advance should it become necessary to cancel or reschedule a session.  The client’s parent/guardian also agrees to provide 24 hour advance notification to CCTS by calling the office in the event they must cancel or reschedule a session.  (Please inform your therapist if your child has any medical conditions or special circumstances that may require the cancellation of sessions on a regular basis) EXCEPTIONS TO THIS 24 HOUR NOTICE POLICY WILL BE MADE FOR ILLNESS OR EMERGENCIES ONLY.  Without 24 hour notice all other missed sessions will be considered “NO SHOWS”.  Due to the high demand for therapy sessions, CCTS reserves the right to discontinue services if the client fails to provide cancellation notices for 3 sessions within a period of one year.  CCTS also reserves the right to discontinue services due to excessive cancellations (2-3 per month).

CCTS reserves the right to refuse services to any child who is visibly ill at the time of a session, or becomes ill during a session.  CCTS also reserves the right to end a session due to a child needing a change of clothing or diaper in which case CCTS will contact the parent/guardian immediately.  CCTS will not under any circumstances be held responsible for such changes of clothing/diaper.
CCTS will provide reports as required directly to the DDD support coordinator for DES funded clients and directly to the parent/guardian for privately funded clients.  Copies of reports will be provided for parent/guardian at any time upon request.

I understand that my child’s session may be observed by students and/or interns in order to promote university affiliated education.  I may notify my therapist if I choose not to allow observers of my child’s session.

If, after the signing of this document, the client either switches therapists within CCTS or begins additional services with CCTS this contract will remain in force and will automatically apply to any and all therapies provided by CCTS.
Clients first name: _______________________________ Last name: 



Please print Parent/Guardian Name: ________________________________________Date: 

Parent /Guardian Signature: 
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