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Cooper Academy
Learner Registration - Contact Information

Please list emergency contacts in order of priority

Primary Contact #1

Relationship to
Child:

Contacts Name:

Street Address:

City: State: Zip Code:

Home Phone: Cell Phone: Work Phone:

Student Name: Grade in Fall:

Address:

City: State: Zip Code:

Date of Birth: Phone Number-:

Email:



Primary Contact #2

Relationship to
Child:

Contacts Name:

Street Address:

City: State: Zip Code:

Home Phone: Cell Phone: Work Phone:

Please list those individuals that will be allowed to pick up your child

Name: Make/Model of Vehicle: Color of Vehicle:
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Learner Readiness & Interest Inventory

Welcome to Cooper Academy. In an effort to ensure a positive learning experience, we would like you
to answer the following questions to help us place your learner in the appropriate classroom.

Please select the response that best describes your learners ability in the following areas:

Current Reading Level: Is your child able to…

Read and write all 26 letters and their letter sounds
Read simple words and sentences (Mom has a cat.)
Read early learner books, but still struggles to sound out multisyllabic words
Fluent reader who is ready to move away from learning how to read to focusing on
comprehension

Current Math Level: Is your child able to …

Identify and count numbers up to 100, if lower please list ________
Add and subtract single and double digit numbers
Ready for multiplication, division, and fractions

Help us get to know your child by answer the following:

What are your child’s strengths?

What motivates your child?

Any other helpful information or concerns you would like to share.
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Voluntary Disclosure of Emergency Medical Information

If you would like to disclose any medical information that would help us respond to a medical
emergency, such as food allergies, please use the space below.

Allergies:

Medical Alerts:

Please check one of the following:

In case of emergency, I give permission to contact 911 and share any medical information
needed in order to treat my child. Yes ______ No _______

_____________________________ _____________________
Signature Date
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HIPAA POLICY
NOTICE OF PRIVACY PRACTICES

This notice describes how medical information about you may be used and disclosed
and how you can get access to this information. Please review it carefully.

The Health Insurance Portability & Accountability Act of 1996 (HIPAA) is a federal program that
requires that all medical records and other individually identifiable health information used or
disclosed by us in any form, whether electronically, on paper, or orally, are kept properly
confidential. This Act gives you, the patient, significant new rights to understand and control how your
health information is used. We are required by law to maintain the privacy of your protected health
information and to provide you with notice of our legal duties and privacy practices with respect to
protected health information.

HIPAA provides penalties for covered entities that misuse personal health information.

As required by HIPAA, we have prepared this explanation of how we are required to maintain the
privacy of your health information and how we may use and disclose your health information.

Treatment means providing, coordinating, or managing health care and related services, by one or
more health care providers. An example of this would include a physical examination.

Payment means such activities as obtaining reimbursement for services, confirming coverage,
billing or collections activities, and utilization review. An example of this would be sending a bill
for your visit to your insurance company for payment.

Health care operations include the business aspects of running our practice, such as
conducting quality assessment and improvement activities, auditing functions, cost-
management analysis, and customer service. An example would be an internal quality
assessment review.

We may create and distribute de-identified health information by removing all references to
individually identifiable information.

We may contact you to provide appointment reminders or information about treatment
alternatives or other health-related benefits and services that may be of interest to you.

Any other uses and disclosures will be made only with your written authorization. You may
revoke such authorization in writing and we are required to honor and abide by that written
request, except to the extent that we have already taken actions relying on your authorization.
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You have the following rights with respect to your protected health information, which you can
exercise by presenting a written request to the Privacy Officer:

• The right to request restrictions on certain uses and disclosures of protected health
information, including those related to disclosure to family members, other relatives, close
personal friends, or any other person identified by you. We are, however, not required to
agree to a requested restriction. If we do agree to a restriction, we must abide by it unless
you agree in writing to remove it.

• The right to reasonable requests to receive confidential communications of protected
health information from us by alternative means or at alternative locations.

• The right to inspect and copy your protected health information.

• The right to amend your protected health information.

• The right to obtain a paper copy of this notice from us upon request.

This notice is effective as of January 1, 2019, and we are required to abide by the terms of the
Notice of Privacy Practices currently in effect. We reserve the right to change the terms of our
notice of Privacy Practices and to make the new notice provisions effective for all protected health
information that we maintain. We will post and you may request a written copy of a revised Notice
of Privacy Practices from this office.

You have recourse if you feel that your privacy protections have been violated. You have the right
to file written complaints with our office, or with the Department of Health & Human Services,
Office of Civil Rights, about violations of the provisions of this notice or the policies and procedures
of our office. We will not retaliate against you for filing a complaint.

Please contact the following for more information:

The U.S. Department of Health & Human Services Office of Civil Rights
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HIPAA Privacy Notice Acknowledgement

Cooper Therapy Connections is required by law to keep your health information and
records safe.

This information may include:

• Notes from your doctor, teacher or other healthcare provider
• Medical history
• Test results
• Treatment notes
• Insurance information

We are required by law to give you a copy of our privacy notice. This notice tells you
how your health information may be used and shared.

☐ I acknowledge that I have received a copy of Cooper Therapy Connection’s HIPAA
Notice of Privacy Practices that fully explains the uses and disclosures they will make
with respect to my individually identifiable health information.

☐ I have had the opportunity to read the notice and to have any questions
regarding the notice answered to my satisfaction.

☐ I understand Cooper Therapy Connections cannot disclose my health
information other than as specified in the notice.

☐ I understand that Cooper Therapy Connections reserves the right to change
the notice and the practices detailed therein if it sends a copy of the revised
notice to the address I have provided.

________________________________ ____________________
Print Name of Client Date

________________________________ ____________________
Signature of Client or Legal Representative Relationship to Client
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Please Note: It is your right to refuse to sign this Acknowledgement.

HIPAA Privacy Notice Acknowledgement
________________________________________________________________

Office Use Only

I tried to obtain written Acknowledgement of our Privacy Notice from the patient/legal
representative noted above. It could not be obtained for the following reason(s)

- An emergency prevented us from obtaining acknowledgement.
- The individual was unwilling to sign.
- A communication barrier prevented us from obtaining acknowledgement.
- Other: ______________________________________________

_____________________________________ _______________________
Staff Member Signature Date
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Attendance / Cancellation Policy

Attendance and participation in Cooper Academy along with complete compliance with any
associated home programs are essential for therapeutic success.

To keep classes small, space is limited and a 30-day written request to cancel sessions will
need to be provided.

Please adhere to our following policy regarding providing our office with advance notification
of any cancellations resulting from a conflicting appointment, vacation, obligations for
work or family, or any other event.

☐ Fees are applied weekly. We understand that illnesses, emergencies, and appointments
occur, but consistent attendance is recommended.

☐ Fees won’t reflect absences, but missed work can be provided as requested.

☐ If you arrive late for a scheduled session, the session will still end at the
scheduled time.

☐ To keep class sizes small, space is limited. A 30-day written request to cancel sessions will
need to be provided.
.
☐ I,__________________________ , understand the attendance/cancellation policy and the
risks of not adhering to it.

__________________________________ _____________________
Print Name of Client Date

__________________________________ _____________________
Signature of Client or Legal Representative Relationship to Client
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Payment Policy & Fee Schedule

Thank you for choosing our private practice to serve you. We are committed to providing you with the
highest quality care. Please know that the timely payment of your bill is an integral part of our service
and as such, this payment policy is an agreement between you and Cooper Therapy Connections for
payment of services provided. By signing this policy, you are agreeing to pay for services provided to
you and your family member(s). As a client of Cooper Therapy Connections, you are required to
carefully review and sign our payment policy.

Fee Schedule

Please read the following carefully:
Currently, we accept the follow payment methods:

● Cash
● Check
● Credit Card

Please Read and check all boxes to acknowledge understanding and then sign below.

I understand that if fees are not paid weekly, you may be asked to withdraw your child from the
program.

I, ____________________, (client/guardian) understand the payment policy and the risks of not
adhering to it.

_________________________________ ________________________
Print Name of Client Date of Birth

________________________________________ ____________________________
Signature of Client, Guardian or Responsible Party Relationship to Client
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Authorization for Credit Card Use

By signing this form, you give Cooper Therapy Connections, PLLC permission to debit your account for
the amount indicated on or after the service date. This is permission for current and future services as
outlined in this agreement, and does not provide authorization for unrelated debits or credits to your
account.

Name on Card: ____________________________

Billing Address: ____________________________

____________________________

Credit Card Type:
☐ Visa☐ Discover
☐ Mastercard☐ American Express ☐ Other _______________

Credit Card Number: _______________________

Expiration Date: _____ Card Identification Number: ______ (3 digits on back of card)

☐ I, ________________ (client or parent/guardian name) authorize Cooper Therapy
Connections, PLLC to charge fees rendered for therapy services to the credit card
provided herein.

☐ I understand that the provided credit card will be charged for services rendered (after
each session) and that I will receive a printed invoice as a receipt of payment.
Cardholder, please sign and date:

Print Name: ___________________ Signature: __________________________
Date: ____________

Client Name: ___________________ Date of Birth: ____________

Credit Card Authorization
I authorize Cooper Therapy Connections, PLLC to charge the credit card indicated in this authorization form according to the terms outlined above. This
payment authorization is for therapy services, for the amount invoiced by the practice, and is valid for ongoing monthly and weekly services. I certify that
I am an authorized user of this credit card and that I will not dispute the payment with my credit card company; so long as the transaction corresponds
to the terms indicated in this form.
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General Acknowledgement of Forms

☐ I hereby acknowledge and agree that I have read all of the forms and documents
provided to me in connection with the evaluation and treatment provided by Cooper
Therapy Connections.

☐ I understand the meaning and intent of the provided forms and agree to all
content included.

☐ I have been given an opportunity to ask questions about the provided forms and
all questions I’ve asked have been answered to my satisfaction by Cooper Therapy
Connections.

__________________________________________ ______________________
Print Name of Client Date

__________________________________________ ______________________
Signature of Client or Legal Representative Relationship to Client
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