
        PT & OT Therapy Caregiver Commitment Form 
 
Family Centered Care: Families and children have an active role in identifying outcomes 
and goals based on their individual needs. 
 
Timeliness and attendance: 

Arrival time:  If you are more than ten (10) minutes late to therapy, it is possible we 
might not be able to see your child.  If you are late and we see your child, we will stop 
therapy at the end of your regularly scheduled appointment in order to see our next 
patient on time.  
Cancellations:  If your child misses two (2) or more scheduled sessions in a four (4) 
week period, we have the right to stop therapy even if you contact our office or 
reschedule your appointment. 

      No shows:  If your child is a no-show for therapy three times (3) times, therapy will be 
                discontinued. 

Late therapist:  Appointments are often scheduled back to back and therapists may be    
a few minutes behind schedule.  We will see your child for the full therapy session. 

 
Onsite rule:  We require that you stay on site during your child’s therapy session: 

• Discuss your child’s care and goals for therapy 
• Train caregivers for home activities/exercises 
• Participate and practice during the therapy session  
• In case of an illness or emergency with your child 

 
Home program:  In order to help your child progress toward his/her goals, we ask that you 
perform the recommended activities/exercises at home.  Failure to do home activities or 
exercises may result in change of frequency and/or duration of therapy sessions.  Therapy 
may also be discontinued if there is a lack of participation. 
 
Episode of care:  Frequency:___________________  Duration:__________________ 
 
 
I understand that this commitment provides the opportunity for my child to improve his/her 
functional skills.  I realize that I am a vital part of the team to improve my child’s functional 
skills.  If I find that it is hard to keep this commitment, I understand that it would not be 
beneficial for my child to continue treatment at this office. 
 
__________________________________________             
Parent signature                                Date 
 
__________________________________________ 
Therapist signature                           Date 


