SMART TALK SPEECH THERAPY

Tasha Chemplavil, LL.C
tashac.slp@gmail.com ¢ 702-339-5475

SERVICE CONTRACT

Tasha Chemplavil, M.S., CCC-SLP is a Speech-Language Pathologist, registered in good standing with the
American Speech and Hearing Association (ASHA).

FEES

Services are billed through Fee-For-Service Medicaid, and billable services include, but are not limited to:
assessment, treatment, caregiver training, team meetings, phone/email consultations.

Parents/guardians agree to provide necessaty information for use in billing Medicaid for services.

APPOINTMENTS

Appointments will be 30-60 minutes in length, including 5 minutes reserved for session note taking,
preparation of home practice materials, and receipt of service fees.

Parents and/or caregivers ate requited to be present for all therapy sessions and be active participants in the
therapy process. They will be encouraged to integrate home practice into their daily routines and maintain
open lines of communication with the service provider to support the client’s communication development
and goals.

CANCELLATIONS

24 hours notice is requested for all cancellations. Rescheduling of missed appointments will always be an
option. If more than 3 appointments are missed in a row, a discussion regarding the termination of services
will be initiated by the clinician.

COMMUNICABLE DISEASE POLICY

It shall be the policy of Tasha Chemplavil, LL.C dba Smart Talk Speech Therapy to abide by the following:

All patients, or parents or guardians of patients, shall telephone to cancel and reschedule appointments when
the patient may have one or more symptoms of a contagious disease. This will aid in the protection of the
health of the staff, other patients, and family members.

Symptoms: Fever >100 degrees F Chicken Pox Conjunctivitis/Pink Eye
Vomiting/Nausea Measles Strep Throat
Open/Draining Lesion Productive Cough Diarrhea
Lice Impetigo Other contagious diseases
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SMART TALK SPEECH THERAPY

Tasha Chemplavil, LL.C
tashac.slp@gmail.com ¢ 702-339-5475

NOTICE OF PRIVACY PRACTICES

This notice describes how medical information about you may be used and disclosed and how you can get
access to this information.

Protection of Health Information: Your health information is kept private according to the federal privacy
regulations under the Health Insurance Portability and Accountability Act of 1966 (HIPAA) and you are
provided with notices of the legal duties and privacy practices within this practice. Your protected health
information is information that relates to your past, present, or future health care. This includes your
medication history, diagnostic evaluations, and therapeutic services.

Uses and Disclosures of your protected Health Information: Disclosure of your health information may
occur for health care operations. Examples of operations in which protected health information disclosures
may occur include insurance and billing, management, financial or quality assurance audits, law enforcement
purposes, education, referring to other services, and receiving information from other professionals that may
have treated you in the past. Your protected health information may be used for treatment purposes inducing
provisions, coordination or management of services. Some other examples of disclosures include the
following:

* Messages may be left on your answering machine regarding your appointment or to request that you

contact this office

* Medical records may need to be transferred to another location

¢ Disclosures may also be made to student observers or therapists who participate in health care
operations and commit to respect the privacy of your health information

Your Rights Regarding Your Health Information: You have the right to review your health information,
which might include intake information, evaluation, session notes, goals, and progress notes. For all other
purposes beyond those listed above, your written authorization will be required to use, disclose, or restrict
your protected health information. Your authorization can be revoked at any time except to the extent that
we have relied on the authorization. Revocations must be in writing. You may also initiate the process for
your information to be sent to someone else through the use of an authorization form or written request. To
request further restriction or disclosure, you must submit a written request that explains what information
you want restricted, how you want the information restricted, and from whom you wan the restriction to

apply.

Notice of Privacy Practices: By law, this practice abides by the terms of this Notice of Privacy practices
until we choose to change it. We reserve the right to change this notice at any time. The revised notice will be
available on request from our office.

Complaints: If you believe that your privacy rights have been violated, you may submit a complaint to the
practice or to the U.S. Department of health and Human Services. To file a complaint with the practice,
submit the complaint in writing. You will not be penalized or retaliated against for filing a complaint and your
identity will be kept confidential.

Initial Here



SMART TALK SPEECH THERAPY

Tasha Chemplavil, LL.C
tashac.slp@gmail.com ¢ 702-339-5475

CLIENT EMAIL/TEXTING INFORMED CONSENT FORM

1. Risk of using email/texting
The transmission of client information by email and/or texting has a number of risks that clients should
consider ptior to the use of email and/or texting. These include, but are not limited to, the following risks:

a. Email/texts can be circulated, forwarded, stored electronically on paper, and broadcast to unintended
recipients.

b. Email/text senders can easily misaddress an email or text and send the information to an undesited
recipient.

c. Backup copies of emails/texts may exist even after the sender and/or the recipient has deleted his ot her
copy.

e. Emails/texts can be intercepted, alteted, forwarded or used without authotization or detection.

f. Email/texts can be used as evidence in court.

g. Emails/texts may not be secure and therefore it is possible that the confidentiality of such communications
may be breached by a third party.

2. Conditions for the use of email and texts

Therapist cannot guarantee but will use reasonable means to maintain security and confidentiality of email
and text information sent and received. Therapist is not liable for improper disclosure of confidential
information that is not caused by Therapist’s intentional misconduct. Clients/Parent’s/Legal Guardians must
acknowledge and consent to the following conditions:

a. Email/texting is not approptiate for urgent or emergency situations. Provider cannot guarantee that any
patticular email and/or text will be read and responded to within any particulat period of time.

b. Email/texts should be concise. The client/patrent/legal guardian should call and/or schedule an
appointment to discuss complex and/or sensitive situations.

c. All email will usually be printed and filed into the client’s medical record. Texts may be printed and filed as
well.

d. Provider will not forward client’s/parent’s/legal guardian’s identifiable emails and/or texts without the
client’s/parent’s/legal guardian’s written consent, except as authotized by law.

e. Clients/parents/legal guardians should not use email ot texts for communication of sensitive medical
information.

f. Provider is not liable for breaches of confidentiality caused by the client or any third party.

g. It is the client’s/parent’s/legal guardian’s responsibility to follow up and/ot schedule an appointment if
warranted.

3. Client Acknowledgement and Agreement

I acknowledge that I have read and fully understand this consent form. I understand the risks associated with
the communication of email and/ot texts between my therapist and me, and consent to the conditions and
instructions outlined, as well as any other instructions that my Therapist may impose to communicate with
me by email or text.

Signature Date
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SMART TALK SPEECH THERAPY

Tasha Chemplavil, LL.C
tashac.slp@gmail.com ¢ 702-339-5475

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES AND
PRACTICE POLICIES

I acknowledge that I received a copy of the Notice of Privacy Practices and Practice Policies from Tasha
Chemplavil, LLC.

Signature Date

ACKNOWLEDGEMENT OF CLIENT EMAIL/TEXTING INFORMED CONSENT FORM

I acknowledge that I received the Client Email/Texting Informed Consent Form. I acknowledge that I have
read and fully understand the Client Email/Texting Informed Consent Form. I understand the risks
associated with the communication of email and/or texts between my therapist and me, and consent to the
conditions and instructions outlined, as well as any other instructions that my Therapist may impose to
communicate with me by email or text.

Signature Date

My signature below indicates my acceptance of the terms outlined above in the Service Contract. 1
understand that services may not proceed without my consent.

Signature Date

Tasha Chemplavil, M.S., CCC-SLP Date
Certified Speech-Language Pathologist
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SMART TALK SPEECH THERAPY

Tasha Chemplavil, LL.C
tashac.slp@gmail.com ¢ 702-339-5475

CONSENT FOR AUDIO/VIDEOTAPING

At times, audio and videotaping may be deemed to be of clinical benefit during the assessment and treatment
process. The materials will remain protected and the property of Tasha Chemplavil, LLC and only shared
with express consent from the client or caregiver. Tasha Chemplavil, LLC also has a web site that is used for
promotion and education. Below is the option to permit or decline for Tasha Chemplavil, LLC to use these
photos/videos for educational purposes and legal promotion of the clinic.

4% Check ONLY ONE Box Below and Fill out ONLY ONE Section Below. *s*

Permission to Use Images

I grant to Tasha Chemplavil, LLC, its representatives and employees the right to take photographs/video of
my child. I agree that Tasha Chemplavil, LLC may use such photographs of my child with or without my
name and for any lawful purpose, including for example such purposes as education, publicity, illustration,

advertising, and Web content.

|:| I have read and understand the above and give permission for the above use:

Signature of Legal Guardian Child's Name

Printed name Date

|:| Check here if you DO NOT want your child's picture or video taken and used for publicity, but grant

permission to use photos or videos for treatment or assessment purposes.

Signature of Legal Guardian Child's Name

Printed name Date

|:| Check here if you DO NOT want your child's picture or video used for any putpose.

Signature of Legal Guardian Child's Name

Printed name Date
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