
Speech Pathology Services Of Robeson 
Jennifer I. Stephenson and Associates   

              
 
NOTICE OF PATIENT INFORMATION PRACTICES 

 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED OR DISCLOSED 

AND HOW YOU CAN GET ACCESS TO INFORMATION. PLEASE REVIEW IT CAREFULLY. 

 
Speech Pathology Services of Robeson, Inc. 

 
Speech Pathology Services of Robeson, Inc. is required by law to protect the privacy of your personal health information, provide this 

notice about our information practices and follow the information practices that are described herein. 

 

USES AND DISCLOSURES OF HEALTH INFORMATION 
 

Speech Pathology Services of Robeson, Inc. uses your personal health information primarily for treatment; obtaining payment for 

treatment; conducting internal administrative activities and evaluating the quality of care that we provide. For example, Speech 

Pathology Services of Robeson, Inc. may use your personal health information to contact you to provide appointment reminders, or 

information about treatment alternatives or other health related benefits that could be of interest to you. 

 
Speech Pathology Services of Robeson, Inc. may also use or disclose your personal health information without prior authorization for 

public health purposes, for auditing purposes, for research studies and for emergencies. We also provide information when required by 

law. 

 

In any other situation, Speech Pathology Services of Robeson’s police is to obtain your written authorization before disclosing your 

personal health information. If you provide us with a written authorization to release your information for any reason, you may later 

revoke that authorization to stop future disclosures at any time. 

 

Speech Pathology Services of Robeson, Inc. may change its police at any time. When changes are made, a Notice of Information 

Practices with be posted in the waiting room and patient’s therapy room and will be provided to you on your next visit. You may also 

request an updated copy of our Notice of Information Practices at any time. 

 

PATIENT’S INDIVIDUAL RIGHTS 
 

You have the right to review or obtain a copy of your personal health information at any time. You have the right to request that were 

correct any inaccurate or incomplete information in your records. You also have the right to request a list of instances where we have 

disclosed your personal health information for reasons other than treatment, payment or other related administrative purposes. 

 

You may also request in writing that we not use or disclose your personal health information for treatment, payment and administrative 

purposes except when specifically authorized by you, when required by law or in emergency circumstances. Speech Pathology Services 

of Robeson, Inc. will consider all such requests on a case by case basis, but the practice is not legally required to accept them. 

 

 CONCERNS AND COMPLAINTS 
 

If you are concerned that Speech Pathology Services of Robeson, Inc. may have violated your privacy rights or if you disagree with any 

decisions we have made regarding access or disclosure of your personal health information, please contact our practice manager at the 

address listed below. For further information on Speech Pathology Services of Robeson’s health information practices or if you have a 

complaint, please contact the following person:  

 
Speech Pathology Services of Robeson, Inc. 

Jennifer I Stephenson 

765 Oakridge Blvd. 

Lumberton, NC 28358 

Telephone: 910-738-6071  Fax: 910-738-3002 

 

 



 
_______________Speech Pathology Services of Robeson, Inc.____________ 

PATIENT INFORMATION ACKNOWLEDGEMENT FORM 

 
I have read and fully understand Speech Pathology Services of Robeson, Inc. of Information Practices, I understand the Speech Pathology 

Services of Robeson, Inc. may use or disclose my personal health information for the purposes of carrying out treatment, obtaining 

payment, evaluating the quality of services provided and any administrative operations related to treatment or payment. I understand that I 

have the right to restrict how my personal health information is used and disclosed for treatment, payment and administrative operations if I 

notify the practice.  

 

I hereby acknowledge to the use and disclosure of my personal health information for purposes as noted in Speech Pathology Services of 

Robeson’s Notice of Information practices. I understand that I retain the right to revoke this acknowledgement by notifying the practice at 

any time. 

 

 

 

 

_______________________________ 
Patient Name 

 

 

_____________________________________ 

Signature 

 

 

_______________________________ 
Date 
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Speech Pathology Services of Robeson 
Jennifer I. Stephenson and Associates 

 

 

 

 

 

 

INFORMED CONSENT FOR SPEECH THERAPY 

 

 
I, ________________________________, the parent/legal guardian of 

____________________________,hereby request and consent to Speech Pathology 

Services of Robeson, Inc. to evaluate, perform treatment, bill for services and care for my 

child as prescribed by a physician and/or recommended by a speech-language pathologist. 

 

I understand and am informed that, as in the practice of medicine, speech language and 

feeding therapy may have some risks. I understand that I have the right to ask about these 

risks and have any questions answered about my child’s condition, prior to treatment. 

 

I have carefully read and fully understand this Informed Consent Form and have had the 

opportunity to discuss it with the treating therapist. 

 

I consent and authorize Speech Pathology Services of Robeson, Inc. to administer treatment 

under the direction and supervision of a certified speech-language pathologist or a speech-

language pathology-assistant. 

 

__________________________________   ________________________ 

Signature of Parent/ Legal Guardian      Date 
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SPEECH PATHOLOGY SERVICES’ 

 

OUTPATIENT GUIDELINES 

 
1. All insurance and Medicare claims are filed monthly by Southeastern Regional Medical Center.  Speech Pathology  

Services sends all documentation to the third party payer within two weeks after the evaluation. Estimated time that the 

insurance company approves, denies, or questions the claim, is 6-8 weeks. If the third party payer denies the claim the 

parent or caregiver is responsible for the bill. It is the patient’s responsibility to notify SPS if source of payment changes.  

Speech Pathology Services will bill Medicaid claims for therapy in our office. We must have a current Medicaid card on 

file in order to provide services. Please remember to bring your new card every month. 

 

2. Each patient will be scheduled for therapy at an agreed upon time between the patient and therapist. The  

      patient will attend speech therapy at that scheduled time each week, unless other arrangements are    

     discussed. Therapy sessions are 30 minutes. Depending upon recommendations of the therapist and based  

     upon the patient’s needs we may schedule a patient for more than one time a week. 

 

3. If patient is more than 15 minutes late for therapy, he or she will be seen at the next scheduled  

appointment or for the remainder of his/her scheduled appointment that day.  If clinician is late, the patient will be 

seen for the entire  scheduled time.   

 

4. If the patient is unable to attend therapy, it is his / her responsibility to notify Speech Pathology Services at 738-607    

Failure to show or notify Speech Pathology Services for two consecutive sessions, two consecutive cancellations or a 

combination of the two can result in an automatic dismissal. If you have special circumstances requiring you to miss 

consecutive sessions, please discuss this with the front office. An answering machine is on after hours. We have this 

attendance policy because it is very important for a patient to be consistent in keeping therapy appointments to make the 

most amount of progress.       

 

5. If the patient is unable to show for scheduled sessions or wishes to reschedule therapy, Speech Pathology Services will 

attempt to accommodate the patient if schedule allows. 

 

6. We are eager to provide the best quality care and appreciate your help in making this possible. Speech Pathology  

       Services is fortunate to have Speech-Language Pathologists from across the USA during their Clinical Fellowship    

       Year. To best meet patient’s needs and to provide clinicians opportunities to experience all aspects of practice,  

      clinicians rotate through services.  Unfortunately, the majority of our staff does not make Robeson County their home.  

       So please help us with changes in staff and know that all clinicians will provide the best care possible. 

 

7. Parents, spouse, and caregivers are very important in helping the individual meet his or her goals in therapy.  This office 

encourages family participation.  Please know that we also encourage observation during the therapy sessions.  

 

8.  Your child will receive quality care provided by a certified Speech-Language Pathologist or a Speech-    Language  

     Pathology-Assistant under the supervision of a certified Speech-Language Pathologist.    

 

9.   If you have any questions or concerns about our services, please call our office 738-6071. 

 

 

Parent Signature_______________________________________  Date____________________ 

 

Witness______________________________________________  Date____________________ 

 

 

 

 

Revised 4/13 

 

 



SPEECH PATHOLOGY SERVICES OF ROBESON, INC. 

765 Oakridge Blvd. 

Lumberton, NC 28358 

(910) 738-6071 - Fax (910) 738-3002 

 

AUTHORIZATION FOR RELEASE OF INFORMATION 

 

 

PATIENT:______________________________________DOB:__________________________ 

 

I hereby authorize the following persons, agencies, and/or school system, to engage in verbal or written communication for my family member. 

All pertinent records and information can be released between agencies as necessary. I am aware that this information will be strictly 

confidential and will be used in the patient=s best interest in order to provide the best medical and educational management. I am aware that I 

may deny consent for disclosure to any of the agencies designated below.  

 

The agencies authorized to exchange information include: 

 

_____    Southeastern Regional   ____   Ear, Nose, and Throat Physician   

Mental Health Clinic   ____   Lumberton Children=s Clinic 

_____ Health Department   ____   Family Physician 

_____ CDSA     ____   Referring Physician 

_____ Hospital    ____   Head Start 

_____ Children=s Special   ____   Home Health Agency 

Health Services    ____   Family Alternatives         

_____ Department of Social   ____   Social Security Administration 

Services Child/Family    

Services     ____   Other: ____________________ 

_____    TEACCH                           _____________________                

_____ Public Schools of Robeson County 
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The following records may be exchanged: 

 

____    Psychological Testing   ____   Vision/Hearing Records 

____    Social/Development History  ____    Staffing, Reports, IEP=s 

____    Medical Reports                HAB Plans, IFSP=s 

____    Speech/Language    ____    Progress Notes 

____    OT/PT Reports    ____    Developmental Assessment 

____    Birth/Delivery Records   ____    Other: _______________ 

                    _______________ 

 

Information will NOT be disclosed to any other party or agency without prior consent of the parent or legal guardian.  

 

I hereby acknowledge that this consent is truly voluntary and will expire automatically within one (1) year from this date unless otherwise 

specified. 

 

Parent/Guardian’s Name  

 

 

__________________________________________   _________________________________________  

LAST NAME      FIRST NAME   

 

__________________________________________  _____________________________ 

SIGNATURE OF PARENT/GUARDIAN   DATE 

 

___________________________________  ________________________  
WITNESS      DATE
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