
​1601 Greenhouse Rd.​​￮​​Bentonville, AR 72713​
​Phone: (479)795-1260​​￮​​Fax: (479)795-1261​​www.imaginepediatrics.com​

​Release of Information​

​Patient Name: ___________________________________________ Date of Birth: _____________________​

​Please initial each of the following:​

​______ I hereby authorize Imagine Pediatric Therapies to obtain, orally and/or in writing, all​
​pertinent medical psychological and educational data for the following sources (ex: physician,​
​school):​

​_____________________________________________________________________________________________​

​_____________________________________________________________________________________________​

​______ I hereby authorize Imagine Pediatric Therapies to disclose, orally and in writing, all​
​pertinent medical psychological and educational data to the following sources:​

​_____________________________________________________________________________________________​

​_____________________________________________________________________________________________​

​Photo Release:​

​______ I hereby give permission for images of my child captured during therapy, with video​
​and/or photo, to be used by Imagine Pediatric Therapies. Images may be published in any​
​manner including advertising, periodicals, and websites used without any compensation of my​
​child or myself. I understand that I will be given notification prior to the use of any of my child’s​
​photos.​

​______ I hereby give Imagine Pediatric Therapies permission to capture my child photo to place​
​on his/her patient file.​

​Parent Name (Print): _____________________________________________ Date: _____________________​

​Parent Signature: _____________________________________________​



​1601 Greenhouse Rd.​​￮​​Bentonville, AR 72713​
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​Patient Name: ___________________________________________​

​Please initial each of the following:​

​______ I authorize Imagine Pediatric Therapies to bill the third-party payer (insurance comp) -​
​for all therapy services provided to my child. I understand that this is not a guarantee of​
​payment from my funding source, and I understand that I am responsible for any co-pay,​
​deductible or co-insurance not covered by my funding source. If for some reason my insurance​
​does not pay as expected, I will be responsible for the payment of my bill. If I am unable to pay​
​the balance in full, I can make payment arrangements with Imagine Pediatric Therapies.​

​______ I authorize  Imagine Pediatric Therapies to evaluate and/or treat my child for​
​Occupational, Physical, and/or Speech Therapy as indicated by their evaluation.​

​Is your child receiving therapy services outside of Imagine? ______ If yes, please indicate where​
​they are receiving services: __________________________________________________________________​

​Most third-party payers do not allow services to be billed more than once per day. If your child​
​is receiving the same services at another location and they are billing your insurance for their​
​services, please discuss scheduling options with our scheduler.​

​______ Under the Individuals with Disabilities Education Act (IDEA), Imagine Pediatric Therapies​
​is required by Federal Law to refer any child they provide service for therapy to the following​
​federal program: ages birth to 3 years will be referred to First connections and 3 years to 5​
​years will be referred to Education Services Cooperation, at your request. I understand that this​
​law requires Imagine Pediatric Therapies, as a healthcare professional, to refer any childbirth​
​to 5 years with 25% or greater developmental delay to these programs, and/or I can choose​
​Imagine Pediatric Therapies to evaluate and treat my child. I understand this requirement and​
​have been given information to further help me understand this law if needed.​

​Parent Name (Print): _____________________________________________ Date: _____________________​

​Parent Signature: _____________________________________________​
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​Attendance & Tardiness Policy​

​Patient Name: ___________________________________________ Date of Birth: _____________________​

​I have read and understand the attendance policy.​

​__________________________________________________________​
​Signature​



​1601 Greenhouse Rd.​​￮​​Bentonville, AR 72713​
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​Acknowledgement of Receipt of Notice of Privacy Practices​

​Patient Name: ___________________________________________ Date of Birth: _____________________​

​I acknowledge that I have received a copy of Provider’s Notice of Practices with the effective​
​date of April 1, 2004.​

​__________________________________________________________                         _____________________​
​Signature of Patient/Patient Representative                                                     Date​

​__________________________________________________________​
​Relationship to Patient​


