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The Speech Key, Inc. 
“Providing Resources for Effective Communication” 

 
 
 

OFFICE POLICIES AND PROCEDURES 
 

WELCOME to The Speech Key, Inc.!  We are pleased to provide your child with professional 
speech/language and occupational therapy services.  We are committed to maintaining the highest 
standards possible for your child’s optimum progress.  Comments regarding your experiences with our 
practice are always welcome.  This information helps us meet your individual needs and maintain quality 
services for our clients. 
 
We have found that clarity at the beginning of a clinical relationship fosters a good working partnership.  
In order to prevent confusion or misunderstanding regarding our policies and procedures, PLEASE READ 
AND RETAIN the following information for your reference.   
 
 

HOW TO CONTACT 
 
You may contact the office by calling 706.310.9241.  When no one is available to answer personally, you 
may leave a message.  Your call will be returned as soon as possible. 
 

TREATMENT SESSIONS 
 
Sessions are carefully pre-planned for your child.  It is a commitment of The Speech Key to keep to the 
schedule.  Treatment sessions do not run over their allotted time.  Speech/language sessions are 30 
minutes in length.  Feeding sessions are 45-60 minutes in length.  Occupational therapy sessions may be 
30, 45, or 60 minutes in length.  If a client is late, the session will end at its regularly scheduled time and 
be billed at the regular rate.  Please be considerate of the person following you.  If you require an 
extended conversation with your child’s therapist, make alternate arrangements for another time at the 
end of your child’s treatment session. Please be aware that if your child’s therapist is out sick or on 
vacation, your child may be seen by another therapist (if available) in order to maintain a continuum of 
care. We require that parents and/or guardians remain on site during therapy in case of an emergency. 
 
   I understand I am to remain at The Speech Key during therapy in case of emergency.  Please    
   initial. 
 

WAITING ROOM ETIQUETTE 
 

When visiting the office for treatment sessions, we would appreciate your consideration in the following 
matters: 

1. You are welcome to use toys and books available in the waiting room, however, please assist your 
child in cleaning up after use. 

2. Please supervise your child at all times to ensure he or she is behaving appropriately and not 
disturbing others who are waiting or who are in therapy. 

3. Due to various food allergies, food or drink of any kind is NOT PERMITTED in the waiting room 
area, with the exception of water. 

4. If your child needs assistance to use the restroom, please help them, as well as help us, to 
maintain a clean restroom for everyone. 

 
 
   I understand and agree to comply with the Waiting Room Etiquette.  Please initial. 
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ATTENDANCE POLICY 
 
When you schedule an appointment, that appointment becomes your child’s reserved time.  Once that 
appointment is made, you must commit to being here, the same way the professional is committed to 
being here.  It is a shared commitment, which will only work if both parties take it seriously.  Consistent 
attendance is essential to achieve your goals and/or your child’s goals.  Sessions are typically scheduled 
for 1-2 times per week depending on your child’s needs.  We do not offer every-other-week sessions. 
 
 
   I understand and agree to comply with the Attendance Policy.  Please initial. 

 
CANCELLATION POLICY 

 
A great deal of effort goes into arranging your treatment schedule.  It is important to realize that this 
therapy time is being held especially for you.  Clients who make the best and most rapid progress are 
those who diligently follow the recommended treatment schedule.  In order to cancel an appointment or to 
reschedule an appointment, you must call our office at 706.310.9241.  Please do NOT try to contact your 
individual therapist to cancel or reschedule appointments.  We encourage you to reschedule cancellations.  
If you miss the rescheduled makeup session, a fee of $65.00 will be assessed.  If you exceed a 
cancellation rate of 15% or greater you will receive a written notice that your time slot is in jeopardy, 
especially if you do not schedule/attend makeup sessions.  This includes emergency and non-emergency 
cancellations. 
 
NON-EMERGENCY: 24 HOURS NOTICE 
This includes vacations, pre-planned doctor’s appointments, family events, parties, sporting events, lack 
of baby sitter, or any other reason not specifically designated by “emergencies” (see below).  The session 
must be cancelled with 24 hours notice.  If cancellations become excessive for non-emergency purposes, 
then the client may lose his/her weekly slot in the therapy schedule.  If the session is not cancelled with 
24 hours notice it will be billed as a “no show” at the full therapy rate of $65.00 and will not be made up.   
 
EMERGENCY:  CANCEL BY 10:00 AM 
Emergency cancellations are due to illness, death in the family, or illness of a family member.  These 
sessions must be cancelled by 10 am on the day of the therapy appointment.  If your child does not go to 
school, you should call first thing in the morning to report the illness.  It is understood that on some 
occasions, children are sent home late in the day.  If this happens on occasion beyond the family’s control, 
you will not be billed.   
Please do not bring your child to therapy with a fever, strep, unidentified rash, diarrhea, vomiting or any 
other contagious illness.  Your child should be fever free for at least 24-48 hours before bringing him/her 
to therapy.  In general, if they are too sick to attend school, they are too sick for therapy.  If your child 
has lice, do not bring them to therapy.  We are happy to provide information on lice and the life cycle of 
lice to help you with treating your child, or please see a doctor to ensure the infestation is gone.  Please 
call before 10 am to avoid a fee. 
 
INCLEMENT WEATHER:  CANCEL BY 10:00 AM 
When bad weather is expected or the roads are dangerous, the office typically closes.  It is understood 
that some clients may live far away, and while the office may not be closed, you may choose to stay home 
with your child.  In this case, you must follow the procedure for EMERGENCY cancellations and call by 10 
am that day if you think you would prefer not to travel, or you will be billed.  Please note, if the local 
schools are closed due to bad weather, the office will likely be closed, as well.   
 
 
   I understand and agree to comply with the Cancellation Policy.  Please initial. 
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NO SHOW POLICY 
 
Failure to call our office with 24 hours notice (706.310.9241) to cancel your scheduled therapy session is 
referred to as a “no show.”  According to our policy, you will be charged a “no show” fee of $65.00 if you 
fail to keep your scheduled appointment and you do not contact our office to cancel with 24 hours notice.  
This charge is the responsibility of the client or parent/guardian and will not be reimbursed by your 
insurance company or other third party payor.  If you have three “no shows” your therapy time slot may 
be given to someone else.  Please be aware that the payment for a “no show” will be due prior to the 
start of the next scheduled session. 
 
 
   I understand and agree to comply with the No Show Policy.  Please initial. 

 
BILLING AND COLLECTION POLICIES 

 
PRIVATE PAY CLIENTS:  Payment is expected at the time services are rendered.  For your convenience we 
accept Visa, MasterCard, and Discover.  A $25.00 fee will be charged for returned checks. 
 
INSURANCE:  As a courtesy, we will submit claims to your insurance company for the therapy received.  
Whether or not your insurance company pays in full, a portion, begins to pay then stops, or denies 
coverage altogether, is a matter between you and your insurance carrier.  You are ultimately responsible 
for knowing your eligibility and benefits coverage and for the bill for services rendered. Sometimes we are 
informed that insurance will pay, but they reserve the right to deny claims.  Further, you are responsible 
for all charges incurred prior to meeting your annual deductible.  You may be responsible for more than 
your co-payment if your insurance carrier does not pay.  
All clients using insurance benefits are required to contact their carrier directly regarding their 
benefits.  Our staff is not responsible for attempting to interpret your benefits.  We are responsible for 
collecting your deductible amounts, co-payments, co-insurance payments or the cost of denied claims.  
The Speech Key, Inc. is not responsible for the determination of payment or denial by your insurance 
carrier.  You must contact your carrier directly with questions regarding their determination.  We cannot 
be actively involved in patient disputes with insurance carriers.  
We will only initiate contact your insurance carrier regarding payments/claim dispute two times.  After 
our second attempt, you will be responsible for payment in full and will be required to contact your 
insurance carrier to resolve any payment/reimbursement issues. 
It is your responsibility to inform our office immediately if there are any changes to your insurance status.  
Failure to do so may result in non-payment from insurance and the balance of your account will be your 
responsibility.  You are responsible for reading and understanding your Explanation of Benefits from your 
insurance carrier. 
I authorize payment of all insurance benefits directly to The Speech Key, Inc.  I understand that insurance 
verification is not a guarantee of payment and that I am responsible for any charges that are denied/not 
covered, in addition to any deductible and co-payment, as stipulated by my insurance policy.   
 
COPAYS:  The Speech Key is not obligated to request your copay.  It is your responsibility to offer and 
present your copay at the time service is rendered.  Copays are due at each therapy session.  
 
STATEMENTS:  You will receive a monthly statement for charges incurred including deductible (as 
appropriate), or outstanding balances.  You are asked to pay your bill within 21 days of the 
statement date.  If a balance remains unpaid after 21 days, a late fee of $25.00 will be charged monthly 
for 3 months.  Outstanding balances over 90 days past due will be turned over to collections.  You will be 
responsible for up to 25% of collection cost, including reasonable attorney fees.   
I understand that in the event that my account is deemed delinquent, I will be responsible for the 
statement balance, all interest, penalties, and collection costs, including attorney’s fees and court costs, 
incurred in the collection of this debt. 
 
 
   I understand and agree to comply with the Billing and Collection Policies.  Please initial. 
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DISCONTINUATION OF SERVICES 

 
If you choose to discontinue services for any reason, you must provide the office with 3 weeks notice 
or you will be billed $65.00 for each of the missed sessions.  If requested, a discharge report will be 
prepared if all payments are current.  Please allow 2 weeks to receive the discharge report. 
 
 
   I understand and agree to comply with the Discontinuation of Services Policy.  Please initial. 
 

CONFIDENTIALITY AND AUTHORIZATION FOR RELEASE OF INFORMATION 
 

     It may be appropriate and necessary during the treatment of your child to obtain medical information 
from or release medical information to other healthcare professionals or agencies. Please indicate your 
permission for The Speech Key, Inc. to contact, request, release and obtain necessary information 
regarding your child: 
 
I authorize The Speech Key, Inc. (TSK, Inc.) to request, obtain and/or release any pertinent medical or 
educational information necessary in the evaluation and treatment of my child. I further authorize those 
persons or entities to furnish the requested information to TSK, Inc.  
 
We also request that an additional “Release of Information” form be signed that can be faxed to the 
appropriate persons or agency.  This form will be provided for you, as necessary. 
 
I understand that I may reserve the right to place certain restrictions upon the manner with which 
protected medical information may be used or disclosed.  I may rescind my consent at any time, in 
writing, under the proviso that my financial obligation to The Speech Key, Inc. has been settled in full. 
 
 
   I understand and agree to the Confidentiality and Release of Information Policy.  Please initial. 
 

CONSENT FOR TREATMENT 
 

As parent/legal guardian, I consent to such treatment procedures and client care which, in the judgment 
of the therapist and/or physician, may be considered necessary or advisable while a client of The Speech 
Key, Inc. 
 

ACKNOWLEDGEMENT OF POLCIES AND PROCEDURES 
 

My signature on this form acknowledges that I have read, understand and agree to comply with the Office 
Policies and Procedures of The Speech Key, Inc.  The Privacy Policy of The Speech Key, Inc., is available 
upon request.   

 
               
Patient Name        Date of Birth 
 
               
Signature of Responsible Party/Guarantor    Date Signed 
 
        
Printed Name of Responsible Party 
 
               
Office Representative       Date Signed 
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