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Registration Contract: Academic Year 2011-2012 
Hamaguchi & Associates Pediatric Speech-Language Pathologists, Inc. 

 
Child's Legal First Name: ____________________________________________________ 
Parent Filling Out this Form: _________________________________________________ 
 
Please leave messages on the following phone in case you need to reach our family regarding 
scheduling, therapist sickness, or emergencies: ____________________________________ 
 
***Please initial to the left of each numbered item so we are assured that you have read and 
understood each item. 
 
I am registering my child for therapy at Hamaguchi & Associates.  I understand that: 
______1) Attendance/Cancellation Policy: My child is expected to attend therapy on the day/time 
scheduled. If I am late, I will still be billed the usual fee and the session will conclude at the scheduled 
time. If I do not call ahead and cancel or give less than 3 hours’ notice, I will be charged the full fee for 
the session. (Fully-paid sessions are not counted towards absences.) 

 
_____2) Holiday closures: The following dates are holidays and times the office is closed. If I celebrate a 
religious holiday that is not listed here, I will let the office know at the time of registration and my child 
will also be exempted those days as well (up to two dates, maximum, please). Please note that only the 
actual religious holidays are exempted if they fall on your child’s therapy appointment day, not vacation 
times that surround those holidays. 

July 4th   Independence Day 
September 5th  Labor Day 
November 24th-25th  Thanksgiving & day after 
December 26h    No sessions scheduled                 
February 20th  Presidents Day 
April  6th     Good Friday 
May 28th                Memorial Day 

 
_____3) Absences and holding your child’s slot: My child is allowed to miss up to 4 sessions per 
academic year if he/she comes once a week, 8 sessions if he/she comes twice a week, 12 sessions if he/she 
comes 3 times a week, etc. Group sessions are prorated in a similar manner, separately. The holidays listed 
above are not counted. After that, I will be charged ½ the regular session fee of any session I cancel, for 
any reason to hold my child’s slot. I understand that insurance companies do not reimburse for cancellation 
fees. Due to scheduling constraints, no make-ups are allowed. 

 
_____4) Cancelling the Program: The first 4 weeks with a new speech pathologist at this practice is 
considered a trial basis. If I am not happy during this trial period, for any reason, (e.g. the match between 
my child and the speech pathologist staff or if my child is not settling down during the sessions) I will give 
at least a 48-hour notice to cancel this contract. After 4 weeks, if I choose to withdraw my child for any 
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reason, I will fill out a “Notice to Cancel/Change Therapy Schedule” form giving 14 days’ notice. (This is 
counted from the day it is received, not mailed.) All sessions scheduled during the 14-day period must be 
paid for, regardless as to whether or not your child attends them.  

 
_____5) Change of schedule: Any change in schedule, including reducing the number of sessions per 
week, or changing the day or time, requires a 14-day notice via a“Notice to Change Therapy Schedule” 
form, which is counted from the day Hamaguchi & Associates receives written notice. Any sessions 
scheduled during the 14-day period must be paid for, regardless as to whether or not my child attends them. 
 
_____6) Insurance: Insurance companies require certain reports and regular assessments. If I plan to seek 
reimbursement, I must let Hamaguchi & Associates know at the start of therapy and assume any added 
cost, as well as providing the front office with the appropriate documentation. (Insurance card and 
physician’s prescription). If my insurance company requires that a written report, I will give Hamaguchi & 
Associates at least 3 weeks’ notice and fill out the “Additional Services Request” form and pay the 
associated fee for this service. 
 
_____7) Receipt of Forms: I have received and understand the following flyers: “Office Policies 2011-
2012”, “Working with the Schools”, HIPPA regulations, “If you Intend to Seek Insurance”, and 
“Agreement to Videotape”. 
 
_____8) Parental Authority to Commit to Services: By signing this contract, I am signifying that I have 
the legal authority to make decisions about this child’s care. If I have a custodial agreement due to a 
divorce, I will have my child’s other parent sign as well, even if he/she is not financially responsible for 
paying for the sessions. 
 
_________________________________________________________________________  
 (Please print the name of the parent who is financially committing to pay for this program here) 
 
____________________________________________________________________________ 
* Signature of parent who is financially committing to pay for this program               Date 
 
 
 
 
*If divorced and sharing joint custody under court order, both parents must sign below to give us 
permission to provide services. regardless of who is paying for the services. 
______________________________________________________________________________ 
Please print the name of the second parent      Date 
 
_____________________________________________________________________________________ 
Signature of second parent who grants permission for services    Date 

 
 

 
 
 
 
 
 
 
 

 
 



 3 

 
 

Hamaguchi & Associates 
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Sign Me Up for ACH! (Attach a Voided Check) 
(If you currently participate in this plan, you do not need to fill this out again) 

 
 

Automatic Payment Withdrawals Directly from Your Bank 
 

____ (initial) I authorize Hamaguchi & Associates to withdraw all fees due to maintain my child’s speech 
therapy program and account in good standing including registration fees, therapy/cancellation fees, report-
writing fees, etc., per the office policies. Fees are withdrawn the date incurred or shortly thereafter. A 
statement/receipt will be sent or hand-delivered the next month with the prior month’s fees detailed. I (we) 
acknowledge that the origination of ACH transactions to my (our) account must comply with the provisions 
of U.S. Law. 
 
Bank Name (Depository)_______________________________________________________________ 
City where bank is located: _________________________ State______________ 
Zip code where bank is located:______________________ 
Pick one: ___checking    ___ savings   ____money market fund   
 
Routing number ______________________________________________________ 
Account number ______________________________________________________ 
 
Billing Address ___same as home     No, it’s different:____________________________ 
Name on Account: ______________________________________________________ 
Signature:______________________________________________________________ 
Child’s Name:___________________________________________________________ 
Today’s Date:___________________________________________________________ 
 
You may revoke this authorization at any time by notifying Hamaguchi & Associates in writing that you 
are revoking this authorization, providing adequate notice to complete in-progress transactions. 
 

Don’t forget to include a voided check. 
 
  
 
 
 
 
 
 
 

 

 
 
 

 
 

Please attach check here. 


