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Entry into Services
Referrals for service are accepted from schools, physicians, health-related or other community agencies, family members, individuals. Permission of a custodial parent or legal guardian is required. Specific requirements for services may be dictated and/or negotiated by the contracting agency. 
Referral for evaluation, treatment or educational services is documented on the Request for Service Form (see Appendix A). Specific questions about the nature of services offered are referred to professional staff members. Initial information gathered pertaining to a request for treatment may suggest a diagnostic evaluation be scheduled if none has been done or a significant period of time has lapsed since one has been completed. A diagnostic evaluation must be secured before treatment services begin. Diagnostic-treatment may be recommended for a 30-day placement. 
	All patient services are conducted by appointment only. Such appointments are scheduled by office staff. Scheduling of all services is based upon completed paperwork, as well as time and personnel availability, warranting placement on a waiting list, if necessary, for non-emergency services. Appointment day, time, room and supervisor/practicum student assignment for each patient is determined. When schedule/room changes occur, the supervisor and practicum student are notified via the Notice of Schedule/Room Change Form (see Appendix B).Children must be accompanied to the appointment by the custodial parent or legal guardian. If unable to attend, the parent or legal guardian must sign a Release (see Appendix C) expressing permission for the services to be rendered.
Patient Attendance and Billing
Patients entering the Clinic will announce their arrival to the receptionist. The receptionist will inform personnel of the patient’s presence and note attendance in the Patient Attendance Log (see Appendix D). At the end of the Clinic session, practicum students will complete the Patient Contact/Billing Log, (see Appendix E) in the patient’s working file. The log will document the date the service was rendered, the contact time, category of service. A copy of these forms is to be turned in to the Clinic receptionist at the end of the month for billing purposes. The receptionist will cross check the Patient Attendance Log with the Patient Contact/Billing Log prior to billing. The Clinic Assistant inserts patient information on a database used in processing monthly forms submitted to Financial Services. Patients receive a Summary of Fees from the Clinic to be used for possible filing of medical insurance. Financial Services will also send monthly statements regarding balance due on account and procedures for forwarding payment. All patient contact records must contain complete, accurate information.
	Patients attending the Clinic for services must notify the receptionist of their arrival, followed by the receptionist notifying designated personnel.
	Supervisors will keep accurate attendance records and complete monthly billing sheets on each child’s service. Supplemental information required for billing purposes will also be completed and submitted to the bookkeeper according to specific billing guidelines. 
Patient Records
	Permanent patient files are housed in the Clinic office and are released on a written check-out basis for use within the confines of the Clinic by designated Clinic personnel. No section of a permanent file should be removed from the file upon its return for housing. The office staff is responsible for tracking files removed from the main filing system. At the end of each month, clinical supervisors will be responsible for assuring completeness of each patient file. Should a file not be found for an assigned patient, the Clinic director should be immediately notified. Requests for release of confidential information (reports, test results, etc.) to another site should be managed by the Clinic office based on completion of designated Clinic form, Authorization for Release of Information (see Appendix F). Notification of such action should be in writing, submitted to the Clinic office, and be documented in the patient file. 
	Patient files are maintained in a standard format, initially set up by the office staff at the time of the patient’s first visit. It is the ultimate responsibility of the assigned supervisor for each patient to maintain patient file folders, including designated sections with current and complete paperwork. Each patient file should contain identifying information including patient name and identifying information including the designated disorder. Information should be organized in sections from front-to-back in chronological order such that the most recent paperwork is directly underneath the folder color. A different color folder will be used for each specialty area as follows:
	Practice Area
	Color Coding

	Pediatric General Medicine
	Green

	Cardiology
	Blue

	Orthopedics
	Yellow

	Pediatric Emergency Medicine
	Red

	Neonatology
	Orange


	The file also should have a Patient Data Sheet (see Appendix G) (inside front file cover), Patient Contact Log (see Appendix H) (inside back file cover) and Correspondence Record (see Appendix I) (inside back file cover). It should be noted that contents of file folders are not limited to this list nor is this list designed to be comprehensive.
	Each child receiving early intervention services for children will have a permanent file. Supervisors are the primary responsible party for maintaining the educational section of each child on their caseload.
	Confidentiality of patient information must be maintained at all times. Written and verbal information pertaining to patients, active and inactive, is to be treated in a confidential manner. Professional discretion should always be employed in relation to patient information. Confidentiality of patient information is discussed in the Code of Ethics and in the Handbook. Office staff, professional staff and practicum students are expected to adhere to these standards. 

