
 

 

 
 

Welcome, and thank you for choosing the Developmental Disability Agency at Children’s 

Therapy Place.  Our certified therapists are excited about the opportunity to serve you and your 

child.  We provide Behavior Intervention, Community Based Support, and Interdisciplinary 

Training depending on the age and individual needs of your child.  We serve children and 

adolescents through age 21 struggling with a variety of behavioral and developmental 

difficulties. 

 

The first step in the process is to fill out and return this intake packet and to meet with the 

Clinical Supervisor to ensure that staffing is chosen to best suit your family’s needs.  We pride 

ourselves in choosing a therapist for your family and child that will be a good fit and someone 

that you will feel 100% comfortable with.  Please let us know at any point if you would prefer to 

work with someone else, as not all personalities fit together. 

 

Please feel free to contact Olivia or Danielle if you would like to discuss your child’s needs, have 

concerns, need information, or need further resources. 

 

Thank You, 

 

Olivia Juza, Clinical Supervisor 

Direct Line: 208-229-8793 

 

 

Danielle Wimer, DDA Manager 

Direct Line: 208-229-8798 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

Children’s Therapy Place, Inc. 
6429 W. Interchange Lane 

Boise, ID 83709 
Phone: 208.323.8888  Fax: 208.323.8889 

                    Email: info@childrenstherapyplace.com 

 
 
 
 

Authorization to release or receive information. For professional use only. 

Relationship to participant: Therapy Provider 

 

Participant Name:                                                                                              Date of Birth: 

I authorize the following: 

Provider Name: Health and Welfare 

 

Provider Address: 1720 N. Westgate Dr., Boise, ID 83704 

 

Provider Phone/Fax: 

 

Information being requested for release: 

 - Eligibility Assessment__________________                                -  Plan of Service/ACTP  

-  History and Physical                                                                       - Addendum/Amendment 

 - Medical/Social  - Implementation Plan 

 - Individualized Education Plan (IEP)/Eligibility  - Status Review 

 - Speech/Occupational/Physical Therapy Evaluation  - Other: 

_______________________ 

 

Reason for Request: 

This consent will expire one year from the date below. By signing below, I hereby authorize 

Children’s Therapy Place, to release/receive information from the above agency and release 

Children’s Therapy Place, from any responsibility and liability concerning the release of 

information.  I understand that I have the right to revoke this consent at any time in writing. 

 

Participant/Guardian Signature:                     

 

Date: 

 

 

 

 

 

 

 

A copy of the completed and signed authorization form will be made available upon 

request. 

mailto:info@childrenstherapyplace.com


 

 

 

 

 

 

 

Children’s Therapy Place, Inc. 
6429 W. Interchange Lane 

Boise, ID 83709 
Phone: 208.323.8888  Fax: 208.323.8889 

Email: info@childrenstherapyplace.com 

 
 
 
 

Authorization to release or receive information. For professional use only. 

Relationship to participant: Therapy Provider 

 

Participant Name:                                                                                              Date of Birth: 

I authorize the following: 

PCP and/or Medical Provider office: 

 

Provider Address: 

 

Provider Phone/Fax: 

 

Information being requested for release: 

 - Eligibility Assessment__________________                                -  Plan of Service/ACTP  

- History and Physical                                                                        - Addendum/Amendment 

 - Medical/Social  - Implementation Plan 

 - Individualized Education Plan (IEP)/Eligibility  - Status Review 

 - Speech/Occupational/Physical Therapy Evaluation  - Other: 

_______________________ 

 

Reason for Request: 

This consent will expire one year from the date below. By signing below, I hereby authorize 

Children’s Therapy Place, to release/receive information from the above agency and release 

Children’s Therapy Place, from any responsibility and liability concerning the release of 

information.  I understand that I have the right to revoke this consent at any time in writing. 

 

Participant/Guardian Signature:                     

 

Date: 

 

 

 

 

 

 

A copy of the completed and signed authorization form will be made available upon 

request. 

mailto:info@childrenstherapyplace.com


 

 

 

 

 

 

 

Children’s Therapy Place, Inc. 
6429 W. Interchange Lane 

Boise, ID 83709 
Phone: 208.323.8888  Fax: 208.323.8889 

Email: info@childrenstherapyplace.com 

 
 

Authorization to release or receive information. For professional use only. 

Relationship to participant: Therapy Provider 

 

Participant Name:                                                                                              Date of Birth: 

I authorize the following: 

Provider Name: School 

 

Provider Address: 

 

Provider Phone/Fax: 

 

Information being requested for release: 

 - Eligibility Assessment__________________                                -  Plan of Service/ACTP  

- History and Physical                                                                        - Addendum/Amendment 

 - Medical/Social  - Implementation Plan 

 - Individualized Education Plan (IEP)/Eligibility  - Status Review 

 - Speech/Occupational/Physical Therapy Evaluation  - Other: 

_______________________ 

 

Reason for Request: 

This consent will expire one year from the date below. By signing below, I hereby authorize 

Children’s Therapy Place, to release/receive information from the above agency and release 

Children’s Therapy Place, from any responsibility and liability concerning the release of 

information.  I understand that I have the right to revoke this consent at any time in writing. 

 

Participant/Guardian Signature:                     

 

Date: 

 

 

 

 

 

 

 

A copy of the completed and signed authorization form will be made available upon 

request. 

 

mailto:info@childrenstherapyplace.com


 

 

 

 

 

Children’s Therapy Place, Inc. 
6429 W. Interchange Lane 

Boise, ID 83709 
Phone: 208.323.8888  Fax: 208.323.8889 

Email: info@childrenstherapyplace.com 

 
 
 
 

Authorization to release or receive information. For professional use only. 

Relationship to participant: Therapy Provider 

 

Participant Name:                                                                                              Date of Birth: 

I authorize the following: 

Provider Name: Liberty Health Care 

 

Provider Address: 8850 Emerald St, Boise, ID 83704 

 

Provider Phone/Fax: (P) 208.258.7980 (F) 208.258.7985 

 

Information being requested for release: 

 - Eligibility Assessment__________________                                -  Plan of Service/ACTP  

- History and Physical                                                                        - Addendum/Amendment 

 - Medical/Social  - Implementation Plan 

 - Individualized Education Plan (IEP)/Eligibility  - Status Review 

 - Speech/Occupational/Physical Therapy Evaluation  - Other: 

_______________________ 

 

Reason for Request: 

This consent will expire one year from the date below. By signing below, I hereby authorize 

Children’s Therapy Place, to release/receive information from the above agency and release 

Children’s Therapy Place, from any responsibility and liability concerning the release of 

information.  I understand that I have the right to revoke this consent at any time in writing. 

 

Participant/Guardian Signature:                     

 

Date: 

 

 

 

 

 

 

 

 

A copy of the completed and signed authorization form will be made available upon 

request. 

mailto:info@childrenstherapyplace.com


 

 

 

 

 

Children’s Therapy Place, Inc. 
6429 W. Interchange Lane 

Boise, ID 83709 
                 Phone: 208.323.8888  Fax: 208.323.8889 
                       Email: info@childrenstherapyplace.com 

 
 

Authorization to release or receive information. For professional use only. 

Relationship to participant: Therapy Provider 

 

Participant Name:                                                                                              Date of Birth: 

I authorize the following: 

Provider Name:  

 

Provider Address: 

 

Provider Phone/Fax: 

 

Information being requested for release: 

 - Eligibility Assessment__________________                                -  Plan of Service/ACTP  

- History and Physical                                                                        - Addendum/Amendment 

 - Medical/Social  - Implementation Plan 

 - Individualized Education Plan (IEP)/Eligibility  - Status Review 

 - Speech/Occupational/Physical Therapy Evaluation  - Other: 

_______________________ 

 

Reason for Request: 

This consent will expire one year from the date below. By signing below, I hereby authorize 

Children’s Therapy Place, to release/receive information from the above agency and release 

Children’s Therapy Place, from any responsibility and liability concerning the release of 

information.  I understand that I have the right to revoke this consent at any time in writing. 

 

Participant/Guardian Signature:                     

 

Date: 

 

 

 

 

 

 

 

 

A copy of the completed and signed authorization form will be made available upon 

request. 

 

 

mailto:info@childrenstherapyplace.com


 
Emergency Contacts 

 

Client Name:__________________________________________________________________ 

Home Address:________________________________________________________________ 

Parent(s) Name(s):______________________________________________________________ 

Home Ph:_______________________Cell Ph:_________________ 

Work Ph:________________________Other:__________________ 

  

Emergency Contact 1: _____________________Ph:_____________ 

Emergency Contact 2:_____________________Ph:______________ 

 

In my absence, you have my permission to leave ________________________with the  
       (Client) 
following people:  

 

_____________________________________      

 

_____________________________________ 

 

_____________________________________ 

 

Client will not be left in the care of anyone not listed without written consent.  

 

Emergency Procedure:  

In the case of an emergency, or the inability to locate parents when dropping off client, staff will 

attempt to contact emergency contacts listed. If an appropriate person is unavailable, staff will 

contact supervisor. No client under the age of 18 will be left unattended without express written 

permission of parent or guardian. 

 

Authorization to Transport 

By signing this form, I authorize a Children’s Therapy Place representative to transport my child 

in a company or personal vehicle, while providing therapy services.  

 

Consent to Treat in a Medical Emergency 

By signing this form, I consent for my child to be treated in a medical emergency at the nearest 

emergency room. If an emergency should occur, any and/or all contacts listed above will attempt 

to be contacted.  

 

_________________________________  ________________________ 

Client Signature       Date 

 

_________________________________  ________________________ 

Legal Guardian/Representative Signature  Date 

 

_________________________________  ________________________ 

Agency Representative Signature    Date 



 
Medical/History Information 

Child’s Name:  

 

DOB:  Diagnosis:  

Address:              
 

Medicaid #:   

Mother: 

 

Home phone: 

 

Cell:  Work phone: 

 
Email:  
 
Father:  Home phone: 

 
Cell:  
 

Work phone: 

Address/Email (if different from above):  
 
Siblings and/or others living in the home:  

School: 
 

Grade: 
 

Teacher: 

Physician: 

 

Ph:  

Psychologist/specialist(s): 

Speech, Occupational and/or Physical therapist(s):  

……………………………………………………………………………………………………… 

Relevant Medical or Mental Health History 

Please list any hospitalizations or operations in your child’s medical history and dates they 

occurred: 

______________________________________________________________________________

______________________________________________________________________________ 

 

Please list any serious accidents or injuries and dates they occurred: 

______________________________________________________________________________

______________________________________________________________________________ 

 

Does your child have frequent illnesses or infections? Describe: 

______________________________________________________________________________

______________________________________________________________________________ 

  

Vision problems: (squinting, crossed eyes, getting very close to TV, books, etc., rapid eye 

movements, wears glasses, other) __________________________________________________ 

         

Hearing problems: (chronic ear infections, pain in ear, discharge from ear, tubes in ears, hearing 

aid, other) _____________________________________________________________________ 

  

Has your child ever had a convulsion or seizure?  Yes    No   age: __________ 

 

Last visit to the physician: ____________________________ 



 

……………………………………………………………………………………………………… 

Family History 

 

Please list any relevant family Medical/Mental Health History or conditions: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Have there been any legal/custody concerns involving your child?     Yes    No 

Describe: _____________________________________________________________________ 

 

Have there been any major changes in the child’s life in the past year?      Yes    No 

Describe: _____________________________________________________________________ 

 

……………………………………………………………………………………………………… 

Special Health/Medical Needs 

 

Is Assistive Technology used?  Yes   No 

If yes, please list any special medical needs/devices: (AFO’s, back brace, wheel chair, other) 

______________________________________________________________________________

______________________________________________________________________________ 

 

Please list any allergies your child has (food/medication/etc):   

_____________________________________________________________________________ 

 _____________________________________________________________________________  

 

Please list any diet/food restrictions: 

______________________________________________________________________________

______________________________________________________________________________ 

 

Please list any Medications your child is currently taking: 

______________________________________________________________________________

______________________________________________________________________________ 

 

       

Please list any other information that would help us provide the best possible services for your 

child.  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Thank you for taking the time to fill out this information! 

 

 

 

 



 
 

Confidentiality Waiver 

For Social Gatherings 
 

Children’s Therapy Place Inc. encourages the social development of its clients as they participate 

in Intervention and Support sessions. Opportunities such as play dates, group outings, and 

gatherings are often arranged by the employees of Children’s Therapy Place Inc. to provide 

opportunities for children both with and without disabilities to spend time together and learn 

from one another.  

 

By signing below I acknowledge that I have read and understand my rights to confidentiality as a 

client of Children’s Therapy Place Inc. and choose to waive those rights for the purpose of 

allowing my child the opportunity to participate in social functions with other children. I 

understand that this waiver is revocable by me at any time when a verbal or written 

recommendation is made.  

 

I understand that I should contact the Clinical Supervisor or administrator regarding any 

questions that I might have concerning this waiver.  

 

 

 

_________________________________  ________________________ 

Client Signature       Date 

 

 

_________________________________  ________________________ 

Legal Guardian/Representative Signature  Date 

 

 

_________________________________  ________________________ 

Agency Representative Signature    Date  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 
 

Liability Waiver 

For Animal Interaction 
 

 

Child: ______________________________ 

 

Children’s Therapy Place Inc. encourages the development of its clients as they participate in 

Intervention and Support sessions. Opportunities such as interactions with animals are 

occasionally arranged by the employees of Children’s Therapy Place Inc. to provide 

opportunities for children with disabilities.  

 

By signing below, I acknowledge the risks involved regarding animals and allowing my child to 

interact directly and/or indirectly with animals. I understand and agree that Children’s Therapy 

Place and its employees are in no way liable for any accident or injury that my child may sustain 

through their interaction with animals during Intervention and Support sessions. I understand that 

this waiver is revocable by me at any time when a verbal or written recommendation is made.  

 

My child is not allowed to interact with the following animals:  

 

- _________________________________ 

 

- _________________________________ 

 

- _________________________________ 

 

 

I understand that I should contact the Clinical Supervisor(s) or Agency Administrator regarding 

any questions that I might have concerning this waiver.  

 

 

 

_________________________________  ________________________ 

Parent/ Legal Guardian     Date 

 

 

_________________________________  ________________________ 

Agency Representative Signature    Date  

 

 

 

 

 

 



 

 
 

 

 

We want to take your picture!  This form is optional.  It is a request, not a requirement. 

▪ CTP has the unique ability to scan your child’s picture onto documents associated with 

his/her care.  This makes your child a smiling face rather than a name or account number. 

 

▪ Your picture may also be used to promote services through posters, flyers, brochures, etc.  

We feel the best way to do that is to present snapshots of real clients participating in the 

therapy process. 

 

 

 

 

 

CONSENT TO PHOTOGRAPH/VIDEOTAPE 

 

I, the parent/guardian of ___________________________________________ hereby give 

Children’s Therapy Place, Inc., its agents, and/or assignees permission to use the photographs, 

motion pictures or any reproductions of my child’s physical likeness taken of him/her in any 

manner it deems proper.  I further allow Children’s Therapy Place, Inc. to use my child’s first 

name in Facebook postings, blogs, etc. I relinquish all rights, title, and interest I may have in the 

finished pictures, negatives and copies.  I waive the right of prior approval and hereby release 

Children’s Therapy Place, Inc., its agents, and/or assignees from any and all claims from 

damages of any and all kinds based on use of said material.  I am of legal age and freely sign this 

release, which I have read and understand. 

 

 

______________________________________________________________________________ 

Signature         Date 

 

 

 

 

 

 

 

 

 

 

 

Say Cheese! 



 
Confidentiality Acknowledgement 

Medicaid/ Insurance Policy: I request that payment of authorized Medicaid/insurance 

benefits be made to Children’s Therapy Place on my behalf.  

 

Health Insurance Privacy Accountability Act (HIPAA): Children’s Therapy Place clients 

acknowledge that by signing this document, Children’s Therapy Place may use identifying 

information about clients for the purpose of treatment, payment, and operation. Clients have 

the right to review all privacy notices before signing, have the right to requests and 

restrictions on disclosure, and have the right to revoke consent. Further information regarding 

HIPAA can be located under The Code of Federal Regulations 45 CFR 164.50.  IDAPA 

16.05.01 provides detailed information regarding use and disclosure of confidential 

information. 

 

Confidentiality Policy: Children’s Therapy Place clients acknowledge that by signing this 

document, all client information written/verbal and client interactions will be confidential. 

Information will only be exchanged with other Children’s Therapy Place employees or 

individuals with signed releases of information who are actively involved in 

treatment/services. 

 

Exceptions to Confidentiality: There are exceptions to complete confidentiality with which 

Children’s Therapy Place must comply. Some of these exceptions include child abuse, 

suicidal clients, Tarasoff ‘duty to warn’, joint custody decrees, Guardian Ad Litems, Crime 

Victim Compensation Program, and subpoenas. Children’s Therapy Place is required to 

report to the appropriate authorities when any of these circumstances are disclosed or present 

themselves.  

 

Appointment Policy: All scheduled appointments must be kept or cancelled 24 hours in 

advance. If there are 3 missed appointments (no call prior to the scheduled appointment or no 

show) during the course of service, a client’s services will be subject to discontinuation. A 

30-day notice of possible discontinuation will be sent.  

 

Payment is expected at the time of service, when applicable.  

 

By my signature below, I affirm that I have read or have had explained to me the 

‘Confidentiality Acknowledgement’ of Children’s Therapy Place. My signature also 

confirms that I have had a chance to review and discuss the ‘Confidentiality 

Acknowledgement’ with an employee of Children’s Therapy Place and that I have received a 

copy of the ‘Confidentiality Acknowledgement’.  

 

_________________________________  ________________________ 

Client Signature       Date 

 

_________________________________  ________________________ 

Legal Guardian/Representative Signature  Date 

 

_________________________________  ________________________ 

Agency Representative Signature    Date  



 
 

Grievance Acknowledgement 
All Children’s Therapy Place clients and/or their representative will have the right to file 

grievances in regard to services rendered, environmental amenities and personnel and peer 

issues. All Children’s Therapy Place personnel will be advised that all grievances must 

follow the procedure as described. If a staff member of Children’s Therapy Place refuses to 

assist a client they will be immediately terminated. Should a client or their representative 

choose to use this procedure, it will in no way adversely affect their care of treatment at 

Children’s Therapy Place. 

 

When a client or their representative files a grievance, they will be encouraged to involve a 

spokesman at all stages of the process. Steps for the process will be as follows: 

1. The grievance will be reviewed directly with a Children’s Therapy Place employee 

within 5 business days of the action being grieved. 

2. The grievance will be reviewed and documented by the Children’s Therapy Place and 

brought to the attention of the supervisor for resolution.  

3. If the grievance cannot be settled the issue will be brought to the next higher level of 

supervision for resolution, and continue until it has reached the Owner/Administrator.  

4. At each level of supervision a resolution should be reached or taken to the next level 

within 48 hours. The time frame for a resolution should not exceed 10 business days or it 

should reach the Owner/Administrator.  

5. An impartial arbitrator will be called upon to resolve the grievance if a resolution is not 

met between the client and the Owner/Administrator. A meeting will be scheduled with 

the client and/or their representative, the Owner/Administrator, and the program director 

within 5 business days.  

Once concluded, the grievance forms will be filed with the program director and in the 

administrative files.  

 

By my signature below, I affirm that I have read or have had explained to me the ‘Grievance 

Acknowledgement’ of Children’s Therapy Place. My signature also confirms that I have had 

a chance to review and discuss the ‘Grievance Acknowledgement’ with an employee of 

Children’s Therapy Place and that I have received a copy of the ‘Grievance 

Acknowledgement’.  

 

 

_________________________________  ________________________ 

Client Signature       Date 

 

 

_________________________________  ________________________ 

Legal Guardian/Representative Signature  Date 

 

 

_________________________________  ________________________ 

Agency Representative Signature    Date  

 



 
Children’s Therapy Place, Inc. 

Participant’s Rights 
 
Children’s Therapy Place, Inc, in accordance with IDAPA 16.03.21.905 (01-02) (7-1-11) and Idaho Code 

Section 66-412 and 66-413, ensure the following rights to each client receiving therapy service: 

 

01. Participants Rights Provided Under Idaho Code, Section 66-412, provide the following rights 

for participants: 

 a. Humane care and treatment; (7-1-11) 

 b. Not to be put in isolation; (7-1-11) 

 c. Be free of mechanical restraints, unless necessary for the safety of that person or for the  

  safety of others; (7-1-11) 

 d. Be free of mental and physical abuse; (7-1-11) 

 e. Voice grievances and recommend changes in policies or services being offered; (7-1-11) 

 f. Practice their own religion; (7-1-11) 

 g. Wear their own clothing and retain and use personal possessions; (7-1-11) 

 h. Be informed of his medical and habilitative condition, of services available at the agency, 

  and the charges for the services; (7-1-11) 

 i. Reasonable access to all records concerning himself; (7-1-11) 

 j. Refuse services; and (7-1-11) 

 k. Exercise all civil rights, unless limited by prior court order.  (7-1-11) 

 

02. Additional Participant Rights.  Children’s Therapy Place also ensures the following rights for 

each participant: 

 a. Privacy and confidentiality; (7-1-11) 

 b. Receive courteous treatment; (7-1-11) 

 c. Receive a response from the agency to any request made within a reasonable time frame;  

  (7-1-11) 

 d. Receive services that enhance the participant’s social image and personal competencies  

  and, whenever possible, promote inclusion in the community; (7-1-11) 

 e. Refuse to perform services for the agency.  If the participant is hired to perform services  

  for the agency the wage paid must be consistent with state and federal law; (7-1-11) 

 f. Review the results of the most recent survey conducted by the Department and the  

  accompanying plan of correction; (7-1-11) 

 g. All other rights established by law; and (7-1-11) 

 h. Be protected from harm.  (7-1-11) 

 i.  Be free from coercion. (7-5-17) 

 

 The purpose of this section is to inform you of rights as a participant receiving services 

from Children’s Therapy Place, Inc., 

 

I. Right to Voluntary Services 
If you are a legal adult (eighteen (18) years of age in Idaho), you have the right to request voluntary 

services.  You have a right to: 

•  A personal, individualized assessment of your needs, 

•  An individualized service plan, which will be reviewed regularly, developed with your input, 

and implemented with your consent, 

•  Services beginning within a reasonable time and ending when they are no longer needed or 

effective, 



•  Another opinion regarding services provided, (However, seeing someone outside of this setting 

is done at your expense.) 

•  Referrals to other competent professionals and sources of help as indicated by your service 

plan. 

 

II. Right to Refuse Services 
You have a right to: 

•  refuse any form of service or treatment unless it has been ordered by the court or in an 

emergency situation when necessary to prevent harm to yourself and others, (If you must receive 

services not by your own choice, you have the right to a lawyer, a court hearing, and an appeal 

of the decision to a higher court.  If you cannot afford a lawyer, the court will appoint one for 

you.) 

•  refuse service with your primary clinician and request another practitioner in this setting or a 

referral to another setting, 

•  be informed that without services, your situation may get worse, 

•  refuse to be filmed or audio-taped without your written permission, 

•  refuse to take part in research studies without your written permission. 

 

III. Right to Confidentiality/Privacy 
All information is confidential to protect you privacy.  You have a right to: 

•  privacy and confidentiality, 

•  determine the amount of information to be released, whether to or from anyone outside this 

agency, by signing a permission form, 

•  sign a Release of Information form that is specific to each situation when information is to be 

released, (You will not be asked to sign a “blanket” permission for release of information.) 

•  determine the length of time that information may be released and cancel your permission at any 

time. 

 

IV. Right to Information 
You have a right to verbal and written information about: 

•  your rights, role, and responsibilities as a client in this agency, 

•  your primary clinician’s rights, role, and responsibilities in this agency, 

•  what you can expect during your service process-appointments, costs, handling of emergencies, 

and other practices and procedures of this agency, as they affect you, 

•  any rights that are taken away and right to review of this action by requesting a Grievance 

Procedure, 

•  your primary clinician’s credentials and professional code of ethics, 

•  means to contact your primary clinician in both emergency and non-emergency situations, 

•  the name of and means to contact your primary clinician’s supervisor, 

•  procedures for reviewing your clinical records, 

•  reasonable access to all records concerning yourself. 

 

 

 

 

 

 

 

 

 



Verification of Receipt of Participant’s Rights Agreement  

And  

Protection and Advocacy Resources 

(16.03.21.905) 
 

 

 

By signing this form I verify that I have read, understood, received a verbal 

explanation, and received a copy of my Participant Rights and Protection and 

Advocacy contacts as a participant receiving services from Children’s Therapy 

Place, Inc.  My signature also confirms that I have had a chance to review and 

discuss each right listed with an employee of Children’s Therapy Place.  This 

was done pursuant to relevant language in IDAPA Code and the Medicaid 

Provider Agreement. 

 

 

Participant Name (Print): ______________________________________ 

 

 

Participant/Guardian Signature: _________________________________ 

 

 

Authorized Children’s Therapy Place, Inc. Representative: 

 

 

__________________________________________ 

Signature 

 

_________________________ 

Date 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

RELEASE OF LIABILITY FOR MINOR CHILD AND  

PARENTAL CONSENT AGREEMENT 
This agreement waives important legal rights.  Read it carefully before signing.  Your 

signature indicates that you understand and agree to its terms. 

 

 Children’s Therapy Place, Inc. (“CTP”) provides a broad range of therapy services for children 

with special needs. 

  

Some of the therapy services offered by CTP include Intervention and Support.  Intervention and 

Support services may involve the therapist and the child traveling into the community to engage in 

various activities that will stimulate the child and assist the therapist in teaching the child new skills, ideas 

and approaches to problem solving.  Intervention and Support services allow for a therapist to transport 

the child in the therapist’s vehicle to and from events and activities in the community. 

  

CTP believes that Intervention and Support are important aspects of the services it offers, but is 

also aware of the potential risks involved, including, but not limited to, injury to the child arising from a 

vehicle accident or from the activities that the therapist and child engage in while in the community. 

 

 CTP wishes to offer Intervention and Support services, but will do so only in exchange for an 

agreement by the child and his or her parents or legal guardian to waive and release CTP and its therapists 

from any claim for injury by the child arising from transporting or engaging in Intervention and Support 

activities with the child. 

 

Waiver, Release, Hold Harmless and Indemnity Agreement 

1. I, the parent or legal guardian of ___________________________________ (“minor 

child”), understand and acknowledge that there are certain risks of injury to my minor child associated 

with his or her participation in Intervention and Support services.   I understand and acknowledge that 

these risks of injury include, but are not limited to, injuries that may arise during the transportation of my 

minor child to and from activities in the community and my minor child’s participation in activities in the 

community.  Recognizing these risks, I voluntarily choose to allow my minor child to participate in 

Intervention and Support services provided by CTP. 

2. In consideration for CTP allowing my minor child to participate in its Intervention and 

Support services, I, and my minor child, voluntarily agree to waive any and all claims against CTP for 

injury to my minor child that may arise as a result of my minor child participating in Intervention and 

Support services.  Neither I nor my minor child, nor any party acting on behalf of me or my minor child, 

will bring a lawsuit or otherwise assert any claim against CTP for any injury to my minor child arising 

from his or her participation in Intervention and Support services, and forever release CTP from any and 

all such claims. I also voluntarily agree to hold CTP harmless and indemnify and defend CTP from any 

claim for injury that may arise from my minor child participating in Intervention and Support services – 

in other words, I voluntarily agree to assume all of the costs, including attorney fees, necessary to defend 

CTP against any claim arising from my minor child’s participation in Intervention and Support services.  

This agreement to waive, release, hold harmless, defend and indemnify CTP includes any claims arising 



from the negligent acts or omissions of CTP, and all other claims, including, but not limited to, personal 

injury, wrongful death, property damage, products liability, breach of contract or breach of warranty, or 

otherwise.  

Parent/Guardian Initials ____________      ______________ 

 

 3. I understand that Intervention and Support services includes, but is not limited to, the 

transportation of the minor child by CTP or its therapists to and from activities in the community, and the 

minor child’s participation in the activity. 

 

 4. I understand and acknowledge that the activities in the community that CTP therapists 

and my minor child may engage in are varied and may include physical activities and the risks associated 

with participating in physical activities.  

 

 5. I understand and acknowledge that my, and my minor child’s, agreement to release and 

hold harmless, defend and indemnify CTP extends to, but is not limited to, CTP’s therapists, employees, 

agents, representatives, shareholders, principals, directors, volunteers, owners, contractors and successors. 

 

 6. I understand and acknowledge that this Agreement shall be governed by Idaho law 

without. regard to any conflict of law principles.  Any legal action involving this Agreement shall be 

brought in the Fourth District Court in and for Ada County, Idaho.  

  

 7. I understand and acknowledge that this is the entire agreement between me and my minor 

child and CTP.  I understand and acknowledge that this Agreement cannot be amended or modified, either 

orally or by the actions or course of conduct of CTP, except in a subsequent written agreement signed by 

all parties. 

 

8.  By signing this Agreement, I represent that I have read this Agreement and that understand the 

terms, words and language used in this Agreement and that I and my minor child intend to be legally 

bound by this Agreement.  By signing this Agreement, I acknowledge that I and my minor child have 

given up substantial legal rights, that I am aware of the legal consequences of signing this Agreement and 

I do so voluntarily and without any inducement,assurance or guarantee.  By signing this Agreement, I 

represent that I am the legal parent or legal guardian of my minor child.  I also acknowledge that I sign 

this Agreement on behalf of my minor child and that my minor child shall be bound by the terms of this 

Agreement. 

Parent/Guardian Initials ____________      ______________ 

 

 

 

 

 

 

 



 

 I have had sufficient time to carefully read this Agreement.  I 

understand the contents of this Agreement and voluntarily sign it with full 

knowledge of its legal significance.  I am aware that I am waiving and 

releasing certain legal rights that I, or my minor child, may otherwise have. 

 

  

           

Printed name of Legal Parent/Guardian #1      

 

              

Signature of Legal Parent/Guardian #1     Date 

 

 

 

         

Printed name of Legal Parent/Guardian #2     

 

            

Signature of Legal Parent/Guardian #2     Date 

 

  

         

Printed name of Agency Representative     

 

            

Signature of Agency Representative       Date 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
Parent Handbook 

 
 

At Children's Therapy Place we want to maximize the time your child spends during 

therapy and provide the highest quality services possible. 

 

The following are guidelines to be aware of as you and your child navigate through the 

therapy process. 

 

We look forward to a successful and collaborative therapy relationship! 

 

 

 

 

 

 

 



 

Therapy Curriculum 

Children’s Therapy Place Intervention and Support services are play-based therapies. It should 

appear that your child is learning through play. Due to the nature of developmental disabilities it 

may take an extended amount of time for changes to occur. Repetition and consistency is ideal 

for skill acquisition. If you have concerns about your child’s therapy please call the office to 

discuss ways learning can be improved for your child.  

 

Therapy Schedule  

Consistent therapy is important for best results. When developing your child’s therapy schedule 

with your Clinical Supervisor, please make sure to discuss your child’s other commitments and 

responsibilities, such as other therapy appointments, regularly scheduled doctor’s appointments, 

etc. We appreciate the effort it takes to make sure your child is attending therapy consistently.  

 

Just as we expect our employees to be on time for your therapy session, please make sure to have 

your child ready to participate in therapy as well when your therapist arrives.  

 

Preparing for Therapy 

Please feed your child a healthy meal prior to starting therapy. If this is not possible, talk to your 

therapist about including meal time in therapy.  

 

If your child is not potty trained or is currently potty training, please remember to pack a bag of 

spare clothes, diapers, wipes, etc for your therapist if they leave the home.  

 

Please be aware of the expected weather for the day. If it is supposed to be cold remember to 

send your child with a jacket! If it is supposed to be warm remember to send your child with 

sunscreen and a water bottle. 

 

Children’s Therapy Place trusts their employees and those individuals that we are sending to 

your home. But just as you would with any stranger coming into your home, please remember to 

put away your valuables and do not leave money lying around the home. Children’s Therapy 

Place does complete a full criminal history background check as well as a comprehensive driving 

record verification. 

 

Therapy Space 

If your child participates in home-based therapy, please make sure that a clean quiet area is 

available. Please turn off the TV and minimize other distractions, such as family members and 

siblings coming and going. Siblings and other children must have other adult supervision during 

therapy.  

 

If your child participates in center-based therapy, we provide adequate space for your child to 

engage in various activities, as well as for privacy if needed, i.e. quiet room.  

 

Therapy Locations 

CTP Intervention and Support services are home, community, and/or center based. The decision 

of where therapy should occur is based on your child’s specific strengths and needs. Various 

locations are often utilized each week to expand the child’s learning across several settings and 

to generalize skills.  

 

 

 

 



Cancelling Therapy/ Illness 

If therapy needs to be cancelled, please give your therapist at least 24 hours notice. If your child 

is sick please call the therapist or office to cancel therapy. If it is after business hours and you do 

not have your therapist’s phone number please leave a message on the office voicemail. If your 

child is too sick to go to school then they are too sick to participate in therapy. A sick child 

cannot learn effectively and is unable to participate in therapy in a meaningful way. Keeping a 

sick child home prevents the spread of illness and allows the child an opportunity to rest and 

recover.  

If your child is not feeling well and you are not sure whether or not to cancel therapy, below are 

some helpful guidelines to aid you in deciding. If your child is/has:  
 -Coughing  

 -Sneezing 

 -Throwing up 

 -Fever 

 -Runny nose with green or yellow discharge 

 -Undiagnosed skin rash 

 -Pink eye 

Children may resume therapy once they have been fever-free (or symptom free) for 24 hours 

without the use of medicines.  

*Please refer to our cancellation policy for further information.  

 

Therapist’s Paperwork 

Your therapist has a time-sheet (called a “CSR”) that will be completed daily. For Habilitative 

Support, the therapist should review their CSR with you at the end of therapy session to show 

you both their time and the progress your child made on their goals.  

 

Policy Changes 

Our policies will not change without written notice to all families and clients of Children's 

Therapy Place.   

 

Supervisor Observations 

At least once each month, your therapist’s supervisor will come to your home or meet your child 

and the therapist out in the community to observe the therapy being provided. This is a Health 

and Welfare required practice.  

 

Transportation & Therapy 

If you allow, your child’s therapist may transport your child during therapy. Your child must ride 

in the backseat of the therapist’s car. If required by law for your child’s height and weight, you 

must provide a car seat or booster seat for your child to use in the therapist’s car.  

   

Medications & Special Medical Needs  

Employees of Children’s Therapy Place are strictly forbidden from handling, transporting, 

dispensing, opening, discarding, distributing, etc your child’s medications.  

 

We rely on you to inform and train your child’s therapist to the best of your abilities about any 

special medical needs your child may have. For your child’s safety, tasks such as positioning, 

lifting, etc should be demonstrated and modeled by you for the therapist before the therapist is 

expected to perform the task.  

 

 

 

 

 



Discipline  

Our goal is for your child to respond to the therapist’s instructions and participate fully in 

therapy. Having the expectation that your child will follow the therapist’s instructions conveys to 

the child that they CAN do this.  Please allow the therapist to direct the therapy and work with 

your child. Try not to give directions to your child or try to “help” the therapist. The therapist 

will ask for your help when they need it. If your child seeks you out during therapy, empower the 

therapist by having your child return to the therapy session immediately. This teaches your child 

that the therapist is in charge during the therapy session and they need to follow their directions.   

 

If your child becomes resistant or upset during therapy, please allow the therapist to work 

through your child’s behavior without interruptions so they can continue therapy. This helps your 

child learn coping skills and to express their emotions in a positive way. This also teaches them 

to trust the therapist.  Resistance frequently escalates before it gets better.  

 

It is important to take a look at what your child’s behaviors are during therapy and how they are 

being reinforced. We need to follow through with every request asked of the child. If, for 

example, we ask a child to “Come here” and we don’t follow through, we have taught two 

unfortunate lessons: the child doesn’t have to listen to us and the child might not learn what 

“come here” means. Following through is of utmost importance. 

 

Employees of Children’s Therapy Place will not take any part in time out discipline methods. If 

you would like to utilize time out during therapy then the therapist will wait quietly until you 

have completed your time out process then resume therapy. All employees of Children’s Therapy 

Place are mandatory reporters of abuse and neglect.  

 

Tutoring & Academics 

Intervention and Support services focus specifically on teaching your child functional life skills 

and learning ways to become more independent. We are not permitted to perform tutoring type 

tasks or assist with academic skills. The state of Idaho believes that academic tasks and tutoring 

assistance is the responsibility of the school district.  

 

Other Therapy Services  

Children’s Therapy Place offers not only Intervention and Support services, but Occupational 

Therapy, Physical Therapy, Speech/Language Therapy, and Mental Health Counseling services 

as well! If you would like to find out more about these additional services please call the office.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



By working together as a team, we can help your child make positive steps towards 

independence. We enjoy the partnership we have created with your child and your family 

and will make every effort to assist your child in meeting their maximum potential.  

 

If you have any questions regarding your child’s therapy services, please don’t hesitate to 

contact the office.  

 

 

 

 

 

 

 

Children’s Therapy Place (DDA services) 

 

6429 W Interchange Ln 

Boise, ID 83709 

 

5644 E. Franklin Road 

Nampa, ID 83687 

 

1399 Fillmore St., #502  

Twin Falls 83301 

 

Phone: (208) 323-8888 

Fax: (208) 323-8889 

www.childrenstherapyplace.com 

 

Hours of Operation:  

8:00am to 5:00pm Monday through Friday 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.childrenstherapyplace.com/


 

 

 

 

 

 

Receipt of Parent Handbook  

 

 

 

By signing below I acknowledge that I have read and understand the Parent Handbook and agree 

to comply with the contents therein. I understand that I should contact the Clinical Supervisor, 

and/or Administrator regarding any questions that I might have concerning this document.  

 

 

 

 

Signature __________________________________________________  

 

Date ________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


