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RELEASE AND ACKNOWLEDGMENT OF RISK
I understand and acknowledge that Blossom Therapeutics, LLC, an Oregon limited liability
company (“Blossom”) provides use of its leased facilities to independent contractors, including
_______________________ (“Provider”) for Provider’s therapy or other health care services
(the “Activity”). The Activity presents known and unknown risks that could result in injury,
death, illness, or other damage to my child or other legal ward (“Participant”), myself, or to my
property.
I acknowledge that (enter Participant’s name) _______________________ is physically capable
of participating in the Activity.
I understand that my sole recourse is against Provider for any and all liabilities, claims, demands,
or actions for injury or death to Participant, myself, to others, or injury to my property, or which
are in any way connected with Participant’s participation in the Activity.
I hereby voluntarily release, forever discharge, and agree to hold harmless and indemnify
Blossom and Provider, and all other persons or entities involved with the Activity, including the
members, managers, agents or employees of Blossom and Provider, from any and all liabilities,
claims, demands, or actions for injury or death to Participant, to myself, to others, or injury to my
property, or which are in any way connected with Participant’s participation in the Activity,
other than for gross negligence or willful misconduct by such persons or entities.
THIS IS A RELEASE
My signature below indicates that I have read this release and acknowledgement of risk and
understand it completely. I UNDERSTAND THAT BY SIGNING THIS DOCUMENT I LIMIT MY RIGHT
TO MAKE A CLAIM OR FILE A LAWSUIT FOR INJURY TO ME, MY CHILD (OR OTHER LEGAL WARD)
TO OTHERS, OR TO MY PROPERTY. NEVERTHELESS, I ENTER INTO THIS AGREEMENT FULLY AND
VOLUNTARILY AND AGREE THAT IT WILL BE BINDING UPON ME, MY HEIRS, ASSIGNS AND
LEGAL REPRESENTATIVES. I FURTHER AGREE THAT IF ANY PART OF THIS AGREEMENT IS
UNENFORCEABLE, THE REMAINDER SHALL CONTINUE TO BE EFFECTIVE TO THE MAXIMUM
EXTENT PERMITTED BY LAW.

Signature of Participant’s Parent (or Guardian): __________________________________
Name of Participant’s Parent (or Guardian): __________________________________
Date: __________________________, 20__
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AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH
INFORMATION
If you choose to sign this Authorization, you are granting Provider permission to share certain
protected health information about Participant. Provider may not condition treatment, payment,
enrollment or eligibility for benefits on your signature of this Authorization.
I authorize Provider to disclose (in accordance with the Health Insurance Portability and
Accountability Act of 1996 and the regulations thereunder (“HIPAA”)), to the parties listed
below, protected health information that relates directly or indirectly to Participant’s therapy or
other health care. The foregoing protected health information may be disclosed to (specify):
Blossom Therapeutics, LLC and
______________________________________________________________________________
______________________________________________________________________________
_____________________________________________________________________________.
This authorization is intended to provide Provider with the authorization necessary to allow them
to disclose protected health information regarding Participant to the persons described in the
paragraph above for the purpose of allowing each of them to provide therapy or other health care
to Participant.
Information disclosed by Provider pursuant to this authorization is subject to redisclosure and
may no longer be protected by the HIPAA privacy rules of 45 CFR Part 164.
This authorization may be revoked by a writing signed by me.
This authorization will expire three years after the date below, unless validly revoked prior to
that date.

Signature of Participant’s Parent (or Guardian): __________________________________
Name of Participant’s Parent (or Guardian): __________________________________
Date: __________________________, 20__
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Insurance Form
Blossom Therapeutic, LLC provides therapies that are covered by most insurances. We do
everything possible to insure you receive the maximum benefits from your provider. Insurance is
considered a method of reimbursing the client for fees paid to the provider and is not a substitute
for payment. Some insurance companies pay fixed allowances for certain procedures and others
pay a percentage of the charge. It is your responsibility to pay the deductible amount, coinsurance or any other balance not paid by your insurance.
On the following page is a guide to help you better understand your insurance and
navigating your policy.

Insurance Information: Please provide a copy of your insurance card, front and back.
Primary Insurance Company:___________________________ Phone:___________________
ID Number:________________________________ Group Number:_____________________
Secondary Insurance Company:________________________ Phone:___________________
ID Number:________________________________ Group Number:_____________________
Financially Responsible Guarantor:________________________________________________
Relation to patient:______________________

Address:__________________________

Phone:_______________________________

Email:____________________________

Please initial each line below and sign the bottom indicating your understanding of our best
practice regarding your insurance.
____I authorize the release of all medical information necessary to process and insurance claim.
____I assign all medical benefits to include major medical benefits to which I am entitled, including private
insurance and other health plans to Blossom Therapeutics, LLC
____I authorize my insurance carrier to make payments directly to Blossom Therapeutics, LLC
____I understand the financial policy established by Blossom Therapeutics, LLC.
____I understand that balances left unpaid over 90 days from the date of service may be assessed late fees.

_____________________________________
Child/Client Printed Name

____________________________________
Parent/Guardian Printed Name

_____________________________________
Date

____________________________________
Parent/Guardian Signature

211 NE Revere Ave #7 Bend OR 97702 • 541.617.8769 • info@blossomtherapeutics.com
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Helpful Hints for Navigating Your Insurance Policy
1. Call the customer service number on the back of your insurance card.
2. Ask the following bolded questions to obtain your benefits for Occupational Therapy
(sometimes these services are called Outpatient Rehabilitation)
What is the individual deductible for my child? If the deductible has not been completely met,
the remaining amount will be billed to you, the client, before the co-pay or co-insurance
applies.
Total: ___________________ Met: ___________________
Does the deductible apply for Occupational therapy services?
Yes No
What is the out of pocket maximum (OOP)?
Total: ____________________ Met: ___________________
Once the deductible is met, do I have a co-pay, or co-insurance?
This is the amount that is billed to you for each visit.
Co-pay amount: ________________ OR Co-insurance percentage: _________________

Is there a visit limit?
Yes, _____________ visits per year and ________ visits are remaining

No

Does my plan require prior authorization?
Yes No
If the answer is yes, Blossom Therapeutics will submit the authorization on your behalf. Please
be aware that authorizations may impact the scheduling process.

hesitate to ask your insurance provider any questions for better clarification regarding
your coverage. They are the best equipped to answer questions specific to your plan.

211 NE Revere Ave #7 Bend OR 97702

541.617.8769
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Blossom Cancellation/No-Show Policy
We are grateful you have chosen the Blossom Therapeutics’ team as your child’s occupational
therapy provider. Our number one priority is the support and growth of your child toward their
goals. This can only be accomplished with consistent frequency and duration of therapeutic
intervention. Our cancellation and no-show policy is a means to insuring your child is able to
meet their goals and for us to meet your expectations as your child’s care providers.
We require 24-hours notice in the event of a cancellation. Please contact your primary therapist
directly to insure they receive your message in a timely manner. Please be prepared to be given
an alternative time to come in, which may be with a different therapist. All of our therapists are
experienced professionals and they will consult with your child’s primary therapist to insure
excellent continuum of care.
We understand that children get sick at the last minute. And, of course, we want to protect your
child’s health as well as every child and family member in our clinic. So please contact us if your
child has a fever, diarrhea, significant coughing or a runny nose. Our number one priority is
keeping our community healthy and thriving. However, in the event that a short notice
cancellation occurs, a $60 fee will be billed to you. We are not interested in charging you this
fee, which is not reimbursable by your insurance carrier. Our primary goal is to nurture your
child’s development and this can only be done with consistency. The reason for this fee is multifaceted. When we don’t have enough advance notice, multiple people are impacted: your child,
because they do not receive the prescribed treatment by their physician; the therapist who could
have filled that space with another family anticipating therapy; and a family who has been
waiting to be offered an appointment by our practice from our waitlist.
We do our best to provide you and your child with a predictable schedule of the same time and
day each week. We believe that this promotes consistency for everyone involved. After 2
cancellations/no shows in a month, it is at our discretion that you will be removed from your
regular weekly spot and be placed on our Flex Schedule, until consistency is re-established. Our
Flex Schedule offers flexibility for families to call into the clinic to make a “week-of”
appointment, either to fill cancellations or other openings, as they arise.
Thank you so much for your understanding and support.
--The Blossom Therapeutics Team
Signed:_____________________________(Caregiver)

Date:_______________________

Witnessed:__________________________(Therapist)

Date:_______________________
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Consent to Release Pictures or Video
Welcome to the Blossom Therapeutics Family. It is our mission to provide your child and your
family with the most wholistic, comprehensive, evidence based therapeutic intervention
available. This means we are continually evolving our therapeutic approach. Video is a powerful
tool for us to learn, support your child and educate you as a parent if the need arises. Video also
allows Blossom therapists to self-reflect and thus refine our intervention to meet the very
individual needs of your child. Video will only ever be used within the boundaries of Blossom’s
clinic and our therapists’ educational endeavors.
We also like to share successes through photos that may be used on social media. As always,
your verbal consent will be requested before this is ever done.
By signing below, you are authorizing that Blossom may occasionally photograph and/or video
your child and our therapists for the above stated reasons but only after verbal confirmation
with you prior to using video or photo.
Consent for video/photo for educational purposes
Consent for video/photo for social media
You will be provided a signed copy of this consent form for your records. Thank you for your
generous support.
Sincerely,
The Blossom family
_________________________
Child’s Name
_________________________
Parent Signature

_________________________
Print Name

_______
Date

_________________________
Therapist Signature/Title

_________________________
Print Name

_______
Date

211 NE Revere Ave #7 Bend OR 97702 • 541.617.8769 • info@blossomtherapeutics.com
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