


 
Independent Contractors Pay Periods  

As an independent contractor to Head to Toe Therapy you will receive a check for your 
services each month by direct deposit. As an independent contractor you are liable for 
your own taxes, professional liability insurance, health insurance, and retirement savings.  
Because your relationship is one of an independent contractor, Head to Toe Therapy does 
not withhold funds for you for any purpose.  Paychex is the provider who will administer 
our routine payments and they do offer special withholding services to all of our 
independent contractors.   
 

Independent Contractor  
 

Name/Company on Account 
 

Address  
 

Social Security # or EIN 
  

If you are a new therapist with Head to Toe Therapy or if you want to change deposit 
accounts or deposit amounts fill out this form.  You may elect to establish a second, 
separate account into which you can deposit a portion of each direct deposit payment.  
Money placed into this second account will be deducted from each primary check and 
listed as a specific line item.  Include a voided check or a specific sheet from your bank 
for each bank account. 
 
Bank Account #1          

 

Bank Account #2 
 

 

 

 

 

 
Checking Savings Checking Savings 

Bank Name   Bank Name   

Routing #   Routing #   

Account #   Account #   

I wish to deposit (check one): 
 

I wish to deposit (check one): 

   % of Net 
  

   % of Net 
 

 Specific Dollar Amount $   
 
 Specific Dollar Amount $   

 
 
PLEASE SIGN BELOW AND RETURN WITH YOUR CONTRACT 
 
 
Signature ________________________________________________ 
 
Date _______________________________ 



 Professional Services Agreement 
 For  
 Therapy Services 
 
This Agreement is made effective as of the _____ day of ____________, 201__, by and between Head to Toe Therapy Inc. 
(“H2T”), and  _______________________

 

_ (“Consultant”).  H2T and Consultant may be referred to jointly as the “Parties,” 
and each separately may be referred to as a “Party.”   

RECITALS 
WHEREAS, H2T desires Consultant to provide certain personal services, including, but not limited to, Speech Therapy 
Services, Occupational Therapy Services, Physical Therapy Services
WHEREAS, Consultant is qualified, and hereby agrees to provide such professional services upon the terms and conditions 
contained herein. 

 to H2T’s clients; and    

NOW, THEREFORE, H2T and Consultant for and in consideration of the mutual promises, agreements, and covenants 
hereinafter contained, do hereby mutually covenant, agree, and promise as follows:  
 
1a. Services.  Consultant agrees to perform and/or provide in a timely and professional manner Speech Therapy Services in 
accordance with the guidelines of the American Speech-Language-Hearing Association (“ASHA”), attached hereto and 
incorporated in its entirety herein, and to perform such additional tasks as may be described, in advance and in writing, on a 
written Addendum signed and dated by the Parties.  _____
 

 Initial  (Continued at Section 1d) 

1b. Services.  Consultant agrees to perform and/or provide in a timely and professional manner Occupational Therapy 
Services in accordance with the guidelines of the National Board of Certified Occupational Therapy (“NBCOT”) attached 
hereto and incorporated in its entirety herein, and to perform such additional tasks as may be described, in advance and in 
writing, on a written Addendum signed and dated by the Parties.  _____
 

 Initial  (Continued at Section 1d)  

1c. Services.  Consultant agrees to perform and/or provide in a timely and professional manner Physical Therapy Services 
in accordance with the guidelines of the Arizona Board of Physical Therapy (“AZBPT”), attached hereto and incorporated in its 
entirety herein, and to perform such additional tasks as may be described, in advance and in writing, on a written Addendum 
signed and dated by the Parties.  _____
 

 Initial  (Continued at Section 1d)  

1d. The tasks, whether described informally, in a request for proposal, or in an Addendum hereto, are collectively described 
as the “Services.”  The Consultant shall control the day-to-day manner in which the work is to be performed, under the general 
guidance of H2T and its policies and/or procedures.  As long as H2T’s progress milestones are met in a timely and professional 
manner, Consultant shall also control the scheduling and performance of the Services.  Consultant is responsible for completion 
of the work accepted. 
 
2.  Term.

 

  The term of this Agreement shall be for twelve (12) months commencing on the Effective Date and shall 
automatically renew thereafter for one (1) year periods at its anniversary date, unless this Agreement is otherwise terminated as 
provided herein below. 

3. Fees.  This is a fixed fee professional services Agreement.  Consultant shall perform the Services for an hourly fee of 
_____

The Parties hereby acknowledge that situations may arise in which additional services other than those described herein 
are desired by H2T.  Any additional services shall be specifically set forth in a separate written agreement and shall be at the 
hourly rate set out therein. 

 which includes all reimbursable expenses.  Consultant shall prepare and present an invoice on the 2nd of each month by 
10PM for Services performed over the previous month.  A progress and status report is required every 3 months from the first 
date of service. Consultant will be paid by direct deposit provided Consultant has provided complete invoices.  Consultant shall 
provide its own teaching tools, materials and supplies in accordance with applicable professional guidelines.   



 
4. Staffing.
 

  The Services contemplated hereunder are personal in nature and shall be performed only by Consultant.   

5. Status: Independent Contractor.

 

   Consultant shall not be an employee of H2T for any purpose.  While H2T 
acknowledges its responsibility to pay Consultant an hourly fee for professional services rendered, under no circumstances shall 
H2T be responsible to Consultant for the payment of city, state or federal taxes, income tax withholding, worker’s compensation 
insurance, unemployment insurance, or any other form of remuneration, which Consultant agrees are its sole and separate 
responsibility. 

6. Hold Harmless.

In turn, H2T agrees to indemnify and hold harmless Consultant against any claim, liability, attorneys’ fees or other 
defense costs incurred due to injury or loss caused by H2T’ proved negligent acts.   

  Consultant agrees to defend, indemnify, and hold H2T harmless to the fullest extent permitted by law 
from and against any and all actual or alleged losses, costs, damages, expenses and liabilities (including attorneys’ fees and costs 
of defense and/or settlement), for bodily injury (including death), property damage or destruction and economic loss (hereinafter 
“loss”) caused by the negligent acts, errors or omissions, or willful misconduct of Consultant, its officers, employees, agents, 
sub consultants or subcontractors.  Further, Consultant agrees to acquire and maintain in full force and effect, for the duration of 
this agreement, a professional liability policy with limits of $1,000,000.00/$3,000,000.00 (One Million Dollars/Three Million 
Dollars).  H2T shall be names as a third party insured on any such policy, and a copy of such policy and of any renewal of same 
shall be provided to H2T upon the signature of this agreement, or at any time such proof is demanded by H2T.   

 
7. Warranty and Liability.

 

  Consultant warrants that its services are performed to the standards and within the limits 
prescribed by H2T, ASHA, NBCOT, AZBPT and H2T’s clients, and in a manner consistent with that level of care and skill 
ordinarily exercised by members of the same profession.  Consultant further warrants that he or she shall maintain all licenses, 
permits, fingerprint cards, and certifications required by law to provide the services set forth herein, and to notify H2T 
immediately of any incident or action taken by any authority that may negatively impact such credentials, whether or not such 
action actually results in a negative impact to Consultant.     

8. Amendment, Modification or Waiver.

 

  No amendment, modification or waiver of any condition, provision or term of 
this Agreement shall be valid or of any effect unless made in writing, signed by the party or parties to be bound and specifying 
the nature and extent of such amendment, modification or waiver.  Nothing herein shall limit the remedies or rights of the 
Parties hereto pursuant to this Agreement.  

9. Termination/Cancellation/Suspension.

In the event of an overpayment by H2T to Consultant for services rendered hereunder, Consultant agrees to 
reimburse H2T entirely therefore within five (5) business days of receipt of written notification of same, or to an offset 
against Consultant’s fees due and owing in the next  pay period, as the parties may agree in writing.  

  H2T reserves the right to terminate and/or suspend the whole or any part of 
this contract due to failure by Consultant to carry out any obligation, term or condition of the contract.  H2T reserves the 
right to cancel the Agreement for any reason or for no reason whatsoever upon providing thirty (30) days written notice to 
Consultant.  Consultant acknowledges that this agreement is not a guarantee of regular work or availability of regular work. 
Consultant may terminate or suspend its services on thirty (30) days written notice.  Final pay will be held until all reports 
are received. H2T may terminate this Agreement immediately if, in its sole discretion, H2T determines that Consultant has 
materially breached this Agreement, and Consultant fails to cure such material breach within ten (10) days after delivery of 
written notice thereof.  In the event of termination by either party hereto, Consultant agrees to return any and all 
confidential information and supplies received pursuant to this Agreement and as defined in Section 10 hereunder to H2T 
within five (5) business days of such termination, if not before. Final pay can be held until this occurs. Consultant 
acknowledges that clients have been designated to receive certain services from H2T and the duration of such services, and 
that those limited services must be disclosed to Consultant prior to the provision of such services to clients.  To the extent 
that Consultant provides services in excess of those specifically designated for a particular client, Consultant agrees that 
such services are at the Consultant’s expense and that H2T bears no obligation to pay Consultant for same.     

 



10. Confidentiality Agreement.

 

   H2T considers the Services to be performed under this Agreement to be 
confidential in nature.  Consultant shall hold confidential all personal client information, scholastic, medical or otherwise, 
and all business and/or technical information received or gathered pursuant to the terms of this Agreement.  Consultant 
shall not disclose such information without H2T’ written consent except to the extent required for (1) performance of 
services under this contract; (2) compliance with ASHA, NBCOT, AZBPT or other relevant professional standards of 
conduct or for the preservation of the public safety, health and welfare; (3) compliance with any court order or other 
governmental directive; and/or (4) protection of H2T against claims or liabilities arising from performance of services 
under this contract. Compensation to Consultant is considered by H2T to be confidential information. The above shall not 
apply to information in the public domain or information lawfully acquired on a non-confidential basis from others. 

11. Assignability.

 

   As this is a personal services agreement, Consultant shall not assign any interest in this Agreement, and 
shall not transfer any interest in same (whether by assignment or notation) at any time. 

12. Compliance with Local Laws and Regulations.

 

  Consultant shall, at all times relevant hereto, comply with all applicable 
laws, ordinances or codes of the Federal, State, County and City Governments, and with all applicable professional standards 
and requirements. 

13. Severability.

 

  Should any provision in any section of this Agreement be found to be illegal or otherwise unenforceable, 
all other provisions and sections of this contract shall remain in full force and effect. 

14. Construction of Contract.

 

  This Agreement shall be governed by and construed and interpreted in accordance with the 
laws of the State of Arizona, other than the conflicts of laws principles thereof.  The headings are used only as a matter of 
convenience and are not to be considered a part of this contract or to be used in determining the intent of the parties hereto. 

15. Notice.

 

  Any notice by a party hereto shall be deemed to have been duly delivered or given at the time of mailing by 
registered or certified mail, postage prepaid, in a United States Post Office addressed to the parties at the address as follows: 

(a) H2T: PO Box 7220 Phoenix AZ 85011 
 
(b) CONSULTANT     ________________________________________ 

 
16. Force Majeure

 

.  Neither party shall be liable for failure to fulfill its obligations under this Agreement for delays due to 
causes beyond its reasonable control, including, but not limited to, acts of God, acts or omissions of the other party, government 
acts or omission, or man-made or natural disasters.  The time for performance of any such obligation shall be extended for the 
time period lost by reason of the delay. 

IN WITNESS THEREOF, the Parties hereto have caused this Agreement to be executed effective the day month as first set 
forth herein. 
 
H2T ___________________     Consultant: _________________________ 
By __Bridget O’Brien_________    
Its Director of Therapy Services    



 Janet Napolitano,  Governor 
 Anthony D. Rodgers,  Director 

 801 East Jefferson, Phoenix AZ 85034 
 PO Box 25520, Phoenix AZ 85002 
 phone 602 417 4000 
  www.ahcccs.state.az.us 
 

Our first care is your health care 
 ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM

______________________________________________________________________________ 
 
 
 

GROUP BILLING AUTHORIZATION 
 

 
Complete one authorization form for each provider and group. 
 
I understand that I must notify AHCCCS, Provider Registration of any changes to the group 
billing arrangements 30 days in advance.  Notification must include the effective date of change. 
 
 
 
PLEASE TYPE OR PRINT IN INK. 
 
 
1. I hereby authorize  __________________________________________________ 
      (Group Name) 

 
__________________  to bill on my behalf for services provided to AHCCCS members  

 (Group ID Number/NPI Number)  
 
for claims with dates of service on or after _________________________. 

        (Date of Group Affiliation) 
 
 
 
____________________________   ________________________ 
    (Signature)           (Date) 
 
 
____________________________   _________________________ 
 (Printed Name)          (Provider ID Number) 
 
 

     
 (NPI Number) 
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CRIMINAL OFFENSES STATEMENTS 
(FOR INDIVIDUAL PROVIDERS ONLY) 

 
 

Item I. Identifying Information 
 
 
(a) Name of Individual: _______________________________________________________________________ 
 
(b) Social Security Number (SSN):      ________________________________________________________________ 
  
(c) Date of Birth:          ____________________________________________________________________________ 
       (MM/DD/YYYY) 
 
   
Item II. Criminal Offenses (Reference-42CFR, Part 455.106 and SSA 1124) 
(a) List the name, title, SSN and address of each officer and/or individual who has ownership or control interest in the disclosing entity, or is an agent or 

managing employee of the disclosing entity and has been convicted of a criminal offense related to that person’s involvement in any program under 
Medicare, Medicaid or the Title XXI services program at any time since the inception of those programs. 

 
            Name      Title           Address SSN (or TIN in organization) 
    

    

    

(b) List the name, title, SSN and address of any individual who has an ownership or control interest in the disclosing entity and has been suspended or                 
debarred from participation in Medicare, Medicaid or Title XXI program since the inception of those programs. 
 
            Name      Title           Address SSN 
    

    

    

I affirm under penalty of law that the information I have provided for this form is true, accurate and complete to the best of my knowledge. 
 
___________________________________________________________ _______________________________________________ 
 Print Name of Authorized Representative            Title 
 
___________________________________________________________ ___________________________ 
 Signature of Authorized Representative            Date 
 

Instruction for Criminal Offenses Statements 
 
II. (a) Criminal Offenses 

  
Agent means a person who has been delegated the authority to obligate or act on behalf of the entity. 

 
Managing employee means a general manager, business manager, administrator, director or other 
individual who exercises operational or managerial control over, or who directly or indirectly conducts 
the day to day operation of the disclosing entity. 
 
  

Administrator
Line

Administrator
Line
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ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM 
PROVIDER REGISTRATION FORM 

 
SHADED FIELDS FOR AHCCCS PROVIDER REGISTRATION STAFF ONLY Please Type or Print in Ink 
SECTION I 
1a) PROVIDER AHCCCS ID NUMBER (Complete Only if you are currently 
registered and have a Provider No) 

1b) PROVIDER NPI  (NATIONAL PROVIDER IDENTIFIER) NUMBER (if 
applicable) 

2) PROVIDER NAME(Last Name/First Name/Middle Initial or business/facility name) 

3) SOCIAL SECURITY NUMBER 4) DATE OF BIRTH 5) DEGREE 6) ENROLLMENT BEGIN DATE 

7) PROVIDER TYPE 8) FFS TYPE 9) IHS INDICATOR 

10) APPLICATION DATE 
 
     Month             Day             Year             

11) FIRST DATE OF SERVICE FOR WHICH A CLAIM WILL BE SUBMITTED 
 
       Month              Day              Year               

 

SECTION II  ADDRESS INFORMATION 
 
CORRESPONDENCE ADDRESS 
  ADDR SITE  
     C  01 12) STREET LINE 1:   
 
  13) STREET LINE 2:   
 
  14) CITY/STATE/ZIP:   

 15) COUNTY CODE:     16) COUNTRY CODE:   

  17) BUSINESS PHONE:  (    )   -                18) EMERGENCY PHONE  (       )         -      
 
  19) ATTENTION TO:   
 
PAY-TO ADDRESS 
  ADDR SITE  
     P  01 12) STREET LINE 1:   
 
  13) STREET LINE 2:   
 
  14) CITY/STATE/ZIP:   

 15) COUNTY CODE:     16) COUNTRY CODE:   

  17) BUSINESS PHONE:  (    )   -                18) EMERGENCY PHONE  (       )         -      
 
  19) ATTENTION TO:   
 
ADDITIONAL PAY-TO INFORMATION 21) END DATE:      22) EMPLOYER TAX ID:      
 
SERVICE ADDRESS 
  ADDR SITE  
     S  01 12) STREET LINE 1:   
 
  13) STREET LINE 2:   
 
  14) CITY/STATE/ZIP:   

 15) COUNTY CODE:     16) COUNTRY CODE:   

  17) BUSINESS PHONE:  (    )   -                18) EMERGENCY PHONE  (       )         -      
 
  19) ATTENTION TO:   
 
  20) BEGIN DATE:                   21) END DATE:      
 
ADDITIONAL SERVICE INFORMATION: 23) PAY-TO LOCATION CODE:    
 
 

AHCCCS Provider ID Number 
AHCCCS Provider Registration
COMPLETE THIS SECTION ONLY IF YOU ALREADY HAVE A VALID PROVIDER ID NUMBER AND ARE SUBMITTING THIS FORM TO UPDATE OR CHANGE INFORMATION.

Fee-For-Service Type
AHCCCS Provider Registration
THIS SECTION MUST BE COMPLETED IF YOU WANT TO ACCEPT FFS RECIPIENTS. ENTER ONE OF THE FOLLOWING CODES:
01 - WILL ACCEPT FFS RECIPIENTS/WALK-INS.
02 - NOTIFIED/BY APPOINTMENT ONLY.
03 - WILL ACCEPT FFS RECIPIENT FOR EMERGENCIES 


Date Fields
AHCCCS Provider Registration
FOR AN INDIVIDUAL PROVIDER, ENTER THE SOCIAL SECURITY NUMBER HERE.  PROVIDING A SOCIAL SECURITY NUMBER (SSN) IS MANDATORY FOR A PROVIDER IN A SOLO PRACTICE OR IF CLAIMS ARE REQUIRED TO IDENTIFY THE INDIVIDUAL PRACTITIONER.  AN EMPLOYER IDENTIFICATION NUMBER (EIN) IS REQUIRED FOR ALL OTHER PROVIDERS.


Date Fields
AHCCCS Provider Registration
This, and all other date fields must be in MM/DD/YYYY format.
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PAY-TO ADDRESS 
  ADDR SITE  
     P  02 12) STREET LINE 1:   
 
  13) STREET LINE 2:   
 
  14) CITY/STATE/ZIP:   

 15) COUNTY CODE:     16) COUNTRY CODE:   

  17) BUSINESS PHONE:  (    )   -                18) EMERGENCY PHONE  (       )         -      
 
  19) ATTENTION TO:   
 
ADDITIONAL PAY-TO INFORMATION 21) END DATE:      22) EMPLOYER TAX ID:    
 
SERVICE ADDRESS 
  ADDR SITE  
     S  02 12) STREET LINE 1:   
 
  13) STREET LINE 2:   
 
  14) CITY/STATE/ZIP:   

 15) COUNTY CODE:     16) COUNTRY CODE:   

  17) BUSINESS PHONE:  (    )   -                18) EMERGENCY PHONE  (       )         -      
 
  19) ATTENTION TO:   
 
  20) BEGIN DATE:                   21) END DATE:      
 
ADDITIONAL SERVICE INFORMATION: 23) PAY-TO LOCATION CODE:    
 
PAY-TO ADDRESS 
  ADDR SITE  
     P  03 12) STREET LINE 1:   
 
  13) STREET LINE 2:   
 
  14) CITY/STATE/ZIP:   

 15) COUNTY CODE:     16) COUNTRY CODE:   

  17) BUSINESS PHONE:  (    )   -                18) EMERGENCY PHONE  (       )         -      
 
  19) ATTENTION TO:   
 
ADDITIONAL PAY-TO INFORMATION 21) END DATE:      22) EMPLOYER TAX ID:    
 
SERVICE ADDRESS 
  ADDR SITE  
     S  03 12) STREET LINE 1:   
 
  13) STREET LINE 2:   
 
  14) CITY/STATE/ZIP:   

 15) COUNTY CODE:     16) COUNTRY CODE:   

  17) BUSINESS PHONE:  (    )   -                18) EMERGENCY PHONE  (       )         -      
 
  19) ATTENTION TO:   
 
  20) BEGIN DATE:                   21) END DATE:      
 
ADDITIONAL SERVICE INFORMATION: 23) PAY-TO LOCATION CODE:    
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SECTION III 
 
LICENSING* 
24) LICENSE NUMBER 25) ISSUE DATE (MM/DD/YYYY) 26) EXPIRATION DATE 27) NEXT RENEWAL DATE 

    

    

    

 
* A COPY OF THE LICENSE MUST BE ATTACHED 
 
PROVIDER SPECIALTY INFORMATION- MANDATORY FOR PHYSICIAN, DENTISTS, PODIATRISTS,  
      OSTEOPATHS, AND REGISTERED NURSE 
      PRACTITIONERS 
28) SPECIALTY 29) BEGIN DATE (MM/DD/YYYY) 30) END DATE 

   

   

   

 
 
 
BED COUNT INFORMATION - HOSPITALS, NURSING HOMES, AND HOSPICES ONLY 
31) BED TYPE 32) STATE CERTIFIED 

      COUNT 
33) MEDICARE 
      CERTIFIED COUNT 

34) MEDICAID 
      CERTIFIED COUNT 

35) BEGIN DATE 
     (MM/DD/YYYY) 

36) END DATE 

      

      

      

 
 
 

SECTION IV 
 
AUTHORIZED SIGNATURE 
37) SIGNATURE 38) PRINT NAME 39) BEGIN DATE (MM/DD/YYYY) 
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GROUP BILLING AUTHORIZATION 
40) GROUP NAME/AHCCCS ID NUMBER AND/OR NPI NUMBER 41) ASSOCIATION BEGIN DATE 

     (MM/DD/YYYY) 
42) ASSOCIATION END DATE 
 

   

   

   

 
 
 
MEDICARE INFORMATION (Mandatory for all providers. If not a Medicare provider indicate by placing N/A in block #42) 
43) MEDICARE 
      ID NO 

44) MEDICARE 
      COVERAGE 

45) INTERMEDIARY 
      NUMERIC CODE 

46) CARRIER 
      NUMERIC CODE 

47) BEGIN DATE 
     (MM/DD/YYYY) 

48) END DATE 

      

      

      

 
 
Has the practice/organization that you represent or any of the signatories listed in (37) ever applied for or received an AHCCCS provider 
identification number under any other name than noted on this form? 
 

 NO 
 

 YES      (Please explain)  
_____________________________________________________________________________________________________________  
 
_____________________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________________ 
 
Have you or the practice/organization that you represent or any of the signatories listed in (37) ever been terminated, suspended, advised of 
any deficiencies or otherwise subject to any corrective or disciplinary action by a governmental body? This includes a professional licensing 
or certification board and any city, state, county or federal entities. If yes, include documentation from issuing entity. 
 

 NO 
 

 YES     (Please explain)  
_____________________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________________ 
 
I hereby authorize the groups listed in (40) to bill on my behalf and receive payment for services provided to AHCCCS members. 
I affirm under penalty of law that the information I have provided on this form is true, accurate and complete to the best of my knowledge. 
 
49)           50)    
       PROVIDER SIGNATURE (ONLY)            DATE 
 
51)           
       PROVIDER NAME (PLEASE TYPE OR PRINT) 

 
 
  
 

 
 
 

05/2010 



STATE OF ARIZONA 
ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM   

1 

 
PROMOTING HONESTY AND INTEGRITY 
OFFICE OF INSPECTOR GENERAL 

Janice K.  Brewer 
Governor, 
Thomas Betlach, 
Director 

 
 
 

 
Provider Address Update Form 

(Completed W-9 Must Be Included) 
  

NAME (Last, First, M.I.):   NPI #  
    

AHCCCS PROVIDER ID#:   SOCIAL SECURITY #:    
     

CHECK ONE:  □ ADD ADDITIONAL INFORMATION  
 
    □ REPLACE EXISTING INFORMATION 

CORRESPONDENCE ADDRESS 
 

STREET LINE #1: 
   

 
STREET LINE #2: 

   

 
CITY: 

  
STATE:

 
 ZIP:

   

 
BUSINESS PHONE: 

  
(            ) 

   
- 

 
 EMERGENCY PHONE:

 
(            ) 

 
 

 
 

 
- 

  

 
ATTENTION TO: 

   

PAY-TO ADDRESS (SITE 01) 
 

STREET LINE #1: 
   

 
STREET LINE #2: 

   

 
CITY: 

  
STATE:

 
 ZIP:

   

 
BUSINESS PHONE: 

  
(            ) 

   
- 

 
 EMERGENCY PHONE:

 
(            ) 

 
 

 
 

 
- 

  

 
ATTENTION TO: 

   

 
EMPLOYER TAX ID# 

   
BEGIN DATE: 

 
END DATE:

  

SERVICE ADDRESS (SITE 01) Must be a Street Address 
 

STREET LINE #1: 
   

 
STREET LINE #2: 

   

 
CITY: 

  
STATE:

 
 ZIP:

   

 
BUSINESS PHONE: 

  
(             ) 

   
- 

 
 EMERGENCY PHONE:

 
(            ) 

 
 

 
 

 
- 

  

 
FAX PHONE: 

  
(            ) 

   
- 

 
ATTENTION TO:

  

 
BEGIN DATE: 

  
END DATE:

  
PAY-TO LOC. CODE:*

  

(*=Please indicate the locator code for the pay-to address that applies to this service address.) 
I affirm under penalty of law that the information on this form is true, accurate, and complete to the best of my knowledge. 

SIGNATURE:**    TITLE:   DATE:    
**Must be signature of Provider or Authorized Signor on file with AHCCCS   

NOTE:  Form will be returned if not 
completed. 



PROVIDER PARTICIPATION AGREEMENT 
Between 

ARIZONA HEALTH CARE  
COST CONTAINMENT SYSTEM ADMINISTRATION (AHCCCSA) 

and 
 

____________________________________________________________________________________________ 
Provider Name                     SSN/Tax ID #  

Located at 
 

   ______________________________________________________________________________________________ 
   Business Address               City, County, State, Zip Code 
 
This Agreement between AHCCCSA and the Provider is made pursuant to Title XIX of the Social Security Act and 
A.R.S. Title 36, Chapter 29 to govern: (1) registration and payment for the health care services provided by the Provider 
to eligible persons who are not enrolled with a program contractor or health plan under contract with AHCCCSA 
(“Contractors”)or who receive emergency services (“fee-for-service patients”), and (2) registration for the Provider to 
participate in the Arizona Health Care Cost Containment System through a Contractor. 
 
In consideration of the covenants contained in this Agreement: 
 
I. Fee-for-Service Patients 
 
1. AHCCCSA agrees to make payments to the Provider, consistent with State and Federal law, the terms of this 
Agreement, and the AHCCCSA Capped Fee-For-Service Payment Schedule (including amendments thereto and as hereby 
incorporated by reference), for the health care services provided by the Provider to fee-for-service patients. 
2. With respect to fee-for-service patients, the Provider agrees to bill in accordance with the terms of this 
Agreement, State and Federal law, and the following documents, including amendments thereto, hereby incorporated by 
reference:  the AHCCCS Fee-For-Service Manuals, the AHCCCS Medical Policy Manual, AHCCCS Claims Clues and 
other written directives provided by the AHCCCSA to the Provider.  These documents shall be made available to the 
Provider either in hard copy or via AHCCCS Internet Website at www.ahcccs.state.az.us.  The Provider shall conform its 
billing practices to ICD9, CPT and HCPCS compliance standards except when those standards conflict with AHCCCS 
policies defined listed above. 
3. The Provider agrees to bill the AHCCCSA only after a potential third party payer has been billed and, after 
payment has been received, to bill AHCCCSA the balance due only up to the limit of the member’s responsibility. 
4. In addition to other remedies available under this Agreement, AHCCCS shall be entitled to offset against any 
amounts due the Provider any overpayments, expenses or costs incurred by AHCCCSA concerning the Provider’s non-
compliance with this Agreement.  The rights and remedies of AHCCCSA under this contract are not exclusive. 
5. The Provider shall maintain for the duration of this Agreement policies of professional liability insurance, 
comprehensive general liability insurance and automobile liability insurance.  The Provider agrees that any insurance 
protection required by this Agreement, or otherwise obtained by the Provider, shall not limit the responsibility of Provider to 
indemnify, hold harmless and defend the State and AHCCCSA, their agents, officers and employees as provided herein.  
Furthermore, the Provider shall be fully responsible for all taxes, Worker's Compensation Insurance, and all other applicable 
insurance coverage, for itself and its employees, and AHCCCSA shall have no responsibility or liability for any such taxes or 
insurance coverage. 
 
II. Participation through a Program Contractor or Health Plan 
 
1. With respect to any services furnished by the Provider to an AHCCCS eligible person enrolled with a Contractor, 
the terms and conditions of payment shall be as set forth in the contract between the Provider and the Contractor 
notwithstanding any inconsistent provisions of Section I of this Agreement. 
2. The Provider agrees to hold the AHCCCSA harmless, and agrees not to seek reimbursement from AHCCCSA, for 
services rendered, pursuant to a contract between the provider and a Contractor to AHCCCS eligible persons enrolled 
with a Contractor. 



 
III. General Terms and Conditions 
 
 The following terms and conditions apply both to services provided on a fee-for-service basis and services 
provided through a Program Contractor or Health Plan: 
 
1. Pursuant to 42 CFR 431.107, Provider is prohibited from participation in the Arizona Health Care Cost 
Containment System unless a provider agreement with the Administration is in effect.  Provider may not enter into or 
continue any contracts for the delivery of heatlh care services to any AHCCCS eligible person with any Contractor if this 
Agreement is terminated.  Furthermore, the AHCCCSA will not pay the Provider for any services rendered if there is no 
Agreement in effect at the time a claim is submitted. 
2. When AHCCCSA issues an amendment to modify this Agreement or to modify documents incorporated by 
references as part of this Agreement, the provisions of such amendment will be deemed to have been accepted 30 days 
after the date AHCCCSA provides notice to the Provider, even if the amendment has not been signed by the Provider, 
unless within that time the Provider notifies AHCCCSA in writing that it refuses to sign the amendment.  If the Provider 
gives such notification, this Agreement terminates. 
3. The Provider shall maintain all records relating to performance of this Agreement in compliance with all 
specifications for record keeping established by AHCCCSA.  All books and records shall be maintained in such detail as shall 
reflect each service provided and all other costs and expenses of whatever nature for which payment is made to the Provider.  
Such material shall be subject to inspection, audit or copying by the state, AHCCCSA, the U.S. Department of Health and 
Human Services, any other authorized representative of the state or federal governments during normal business hours at the 
Provider’s place of business.  The Provider shall preserve and make available records for a period of five years from the date 
of payment under this Agreement except: (1) if this Agreement is completely or partially terminated, the records relating to 
the work terminated shall be preserved and made available for a period of five years from the date of any such termination; 
and (2) records which relate to disputes, litigation or the settlement of claims arising out of this Agreement, or costs and 
expenses of this Agreement to which exception has been taken by the state, shall be retained by the Provider until such 
disputes, litigation, claims or exceptions have been disposed of.  The Provider shall comply with all applicable AHCCCS 
Rules and Audit Guide relating to the audit of the Provider's records and the inspection of the Provider's facilities.  If the 
Provider is an inpatient facility, the Provider shall file uniform reports and Title XVIII and Title XIX cost reports with 
AHCCCSA. 
4. The Provider, by execution of this Agreement, warrants that it has the ability, authority, skill, expertise and capacity 
to perform the services specified in this contract.  The Provider shall obtain and maintain all licenses, permits and authority 
necessary to do business and render service under this Agreement and, where applicable, shall comply with all laws regarding 
safety, unemployment insurance, disability insurance and worker's compensation.   
5. The Provider agrees to hold harmless the state, all state officers and employees, AHCCCSA and other appropriate 
state agencies, and all officers and employees of AHCCCSA against all injuries, deaths, losses, damages, claims, suits, 
liabilities, judgments, costs and expenses which may, in any manner, accrue against the State, AHCCCSA or its agents, 
officers or employees, or AHCCCS contractors, through the intentional conduct, negligence or omission of the Provider, its 
agent, officers or employees. 
6. The Provider shall comply with all federal, State and local laws, rules, regulations, standards and executive orders 
governing performance of duties under this Agreement, without limitation to those designated within this Agreement. 
7. Confidential information shall be safeguarded pursuant to 42 CFR Part 431, Subpart F, ARS §36-107, 36-2903, 41-
1959 and 46-135, any other applicable State and Federal laws, and AHCCCS and/or ALTCS Rules. 
8. Any grievances filed by the Provider shall be adjudicated in accordance with AHCCCS Rules as published in the 
Arizona Administrative Code.  The Provider agrees to waive attorneys’ fees in any disputes concerning this Agreement. 
9. Upon thirty (30) days written notice, either party may voluntarily terminate this Agreement.  AHCCCSA has the 
right to terminate this Agreement upon twenty-four (24) hours written notice when AHCCCSA deems the health or 
welfare of a member is endangered; the Provider fails to comply with Federal and State laws and regulations; or there is a 
cancellation, termination or material modification in the Provider’s qualifications to provide. 



 
10. AHCCCSA may, by written notice to the Provider, terminate this Agreement if it is found, after notice and hearing 
by the State, that gratuities in the form of entertainment, gifts, or otherwise were offered or given by the Provider, or any 
agent or representative of the Provider, to any officer or employee of the State with a view towards securing a contract or 
securing favorable treatment with respect to the awarding, amending or the making of any determinations with respect to the 
performance of the Provider; provided, that the existence of the facts upon which the state makes such findings shall be in 
issue and may be reviewed in any competent court.  If the Agreement is terminated under this section, AHCCCSA shall be 
entitled to a penalty, in addition to any other damages to which it may be entitled by law, and to exemplary damages in the 
amount of three times the cost incurred by the Provider in providing any such gratuities to any such officer or employee. 
11. Upon termination of this Agreement, the Provider shall assist in providing for the orderly transition of care for 
recipients assigned to the Provider upon termination of this Agreement. 
12. The Provider shall comply with State Executive Order 99-4, incorporated by reference as part of this Agreement, 
and Federal Order 11246 which prohibit discrimination based on of race, color, religion, sex, age, national origin or 
political affiliation. 
13. By signing this Agreement, the Provider certifies that it has not engaged in any violation of the Medicare Anti-
Kickback statute (42 USC §§1320a-7b) or the “Stark I” and “Stark II” laws governing related-entity referrals (PL 101-239 
and PL 101-432) and compensation therefrom.  If the Provider provides laboratory testing, it certifies that it has complied 
with 42 CFR §411.361 and has sent to AHCCCSA simultaneous copies of the information required by that rule to be sent to 
the Health Care Financing Administration. 
14. By signing this Agreement, the Provider certifies that it complies with the Clinical Laboratory Improvement 
Amendment (CLIA) of 1988 that requires laboratories and other facilities that test human specimens to obtain either a CLIA 
Waiver or CLIA Certificate in order to obtain reimbursement from the Medicare and Medicaid (AHCCCS) programs.  In 
addition, they must meet all the requirements of 42 CFR 493, Subpart A.  AHCCCSA requires all clinical laboratories to 
provide verification of CLIA Licensure or Certificate of Waiver during the provider registration process.  Failure to do so 
shall result in either a termination of this Agreement or denial of initial registration.  Pass-through billing or other similar 
activities with the intent of avoiding the above requirements are prohibited. 
15. The Provider shall not bill, nor attempt to collect payment directly or through a collection agency from a person 
claiming to be AHCCCS eligible without first receiving verification from AHCCCSA that the person was ineligible for 
AHCCCS on the date of service, or that services provided were not AHCCCS covered services. The Provider agrees to 
abide by Arizona Administrative Code R9-22-702 prohibiting the Provider from charging, collecting, or attempting to 
collect payment from an AHCCCS eligible person. 
16. If the Provider discovers, or is made aware, that an incident of potential fraud or abuse has occurred, the Provider 
shall report the incident to the Health Plan, Program Contractor, or the Administration who shall proceed in accordance 
with the AHCCCS Health Plans and Program Contractors Policy for Prevention, Detection and Reporting of Fraud and 
Abuse.  Incidents involving potential member eligibility fraud should be reported to AHCCCSA, Office of Managed Care, 
Member Fraud Unit.  All other incidents of potential fraud should be reported to AHCCCSA, Office of the Director, 
Office of Program Integrity. 
17. The Provider agrees to submit, within thirty-five (35) days after the date of request by AHCCCSA or the U.S. 
Department of Health and Human Services, full and complete information as to ownership, business transactions, and 
criminal activity in accordance with 42 C.F.R. 455 Subpart B and State law. 
18. The Provider agrees to comply with the advance directive requirements specified in Part 489, Subpart I, and 
Section 417.436 (d) of the Code of Federal Regulations. 
 
FOR AND ON BEHALF OF THE PROVIDER  FOR AND ON BEHALF OF AHCCCSA 
 
 
______________________________________  ______________________________________ 
Signature    Date   Authorization 
 
 
______________________________________  ______________________________________ 
Typed Name       Date 
 
 
______________________________________  ______________________________________ 
Title        Provider Number Assigned 
 
PROVAGR/8-00 

Date Fields
Provider Participation Agreement
This, and all other date fields must be in MM/DD/YYYY format.



Give form to the
requester. Do not
send to the IRS.

Form W-9 Request for Taxpayer
Identification Number and Certification(Rev. January 2003)

Department of the Treasury
Internal Revenue Service

Name

List account number(s) here (optional)

Address (number, street, and apt. or suite no.)

City, state, and ZIP code
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2.

Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. For individuals, this is your social security number (SSN).
However, for a resident alien, sole proprietor, or disregarded entity, see the Part I instructions on
page 3. For other entities, it is your employer identification number (EIN). If you do not have a number,
see How to get a TIN on page 3.

Social security number

––
or

Requester’s name and address (optional)

Employer identification numberNote: If the account is in more than one name, see the chart on page 4 for guidelines on whose number
to enter. –

Certification

1. The number shown on this form is my correct taxpayer identification number (or I am waiting for a number to be issued to me), and

I am not subject to backup withholding because: (a) I am exempt from backup withholding, or (b) I have not been notified by the Internal
Revenue Service (IRS) that I am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has
notified me that I am no longer subject to backup withholding, and

2.

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup
withholding because you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply.
For mortgage interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement
arrangement (IRA), and generally, payments other than interest and dividends, you are not required to sign the Certification, but you must
provide your correct TIN. (See the instructions on page 4.)

Sign
Here

Signature of
U.S. person � Date �

Purpose of Form

Form W-9 (Rev. 1-2003)

Part I

Part II

Business name, if different from above

Cat. No. 10231X

Check appropriate box:

Under penalties of perjury, I certify that:

U.S. person. Use Form W-9 only if you are a U.S. person
(including a resident alien), to provide your correct TIN to the
person requesting it (the requester) and, when applicable, to:

1. Certify that the TIN you are giving is correct (or you are
waiting for a number to be issued),

2. Certify that you are not subject to backup withholding,
or

3. Claim exemption from backup withholding if you are a
U.S. exempt payee.

Foreign person. If you are a foreign person, use the
appropriate Form W-8 (see Pub. 515, Withholding of Tax on
Nonresident Aliens and Foreign Entities).

3. I am a U.S. person (including a U.S. resident alien).

A person who is required to file an information return with
the IRS, must obtain your correct taxpayer identification
number (TIN) to report, for example, income paid to you, real
estate transactions, mortgage interest you paid, acquisition
or abandonment of secured property, cancellation of debt, or
contributions you made to an IRA.

Individual/
Sole proprietor Corporation Partnership Other �

Exempt from backup
withholding

Note: If a requester gives you a form other than Form W-9
to request your TIN, you should use the requester’s form.
However, this form must meet the acceptable specifications
descr ibed in Pub. 1167, General Rules and Specifications for
Substitute Tax Forms and Schedules.

Nonresident alien who becomes a resident alien.
Generally, only a nonresident alien individual may use the
terms of a tax treaty to reduce or eliminate U.S. tax on
certain types of income. However, most tax treaties contain a
provision known as a “saving clause.” Exceptions specified
in the saving clause may permit an exemption from tax to
continue for certain types of income even after the recipient
has otherwise become a U.S. resident alien for tax purposes.

If you are a U.S. resident alien who is relying on an
exception contained in the saving clause of a tax treaty to
claim an exemption from U.S. tax on certain types of income,
you must attach a statement that specifies the following five
items:

1. The treaty country. Generally, this must be the same
treaty under which you claimed exemption from tax as a
nonresident alien.

2. The treaty article addressing the income.
3. The article number (or location) in the tax treaty that

contains the saving clause and its exceptions.
4. The type and amount of income that qualifies for the

exemption from tax.
5. Sufficient facts to justify the exemption from tax under

the terms of the treaty article.













H2T Policy’s & Procedures Rev 0111  Initials ______ Page 1 of 4 
   

 
 

• You will occasionally be asked to provide a parent with a consent form and collect it from them at the 
end of the same session. This form asks parents for necessary insurance and client contact information. 

Therapist Policies and Procedures 
 

Welcome Therapist!  We are excited to have you on our team of quality therapy providers!  Below you will find 
general guidelines regarding the paperwork policies and procedures for Head to Toe Therapy, Inc (H2T). Please 
review each point carefully and initial each page and sign and date at the bottom that you have read and 
understand these policies.  This will enable a smooth process for everyone and will also ensure that you will be 
paid on time for each pay period. 
 
Consent Forms: (Home Health Only) 

• We ask that this form be obtained from parents, scanned and emailed (reports@headtotoeinc.com) to the 
office as soon as possible.  All forms must be filled out completely before you can provide therapy. 

• Every January we will also ask for your assistance with obtaining updated consents from the parents. 
• Any billing related questions or problems with obtaining or gathering information from parents will be 

dealt with by the office.  Please defer such questions politely by telling the parent or guardian that you 
cannot answer such questions, however they can contact the office and have those questions answered. 

• It is the states policy that we must first bill the family’s primary private insurance. We can not receive 
payment from the state, without a denial from the family’s primary insurance source. 

• Please be aware that the family is only financially responsible for therapy services if their child has not 
received a DDD assist number, otherwise DDD pays the cost of each therapy session. 

 
Caseload Reports: (Home Health Only) 

• Around the 10th of each month you will receive your caseload and authorization report.  This report will 
show each client you have on your schedule as well as the start date, end date and the number of units 
used and authorized. 

• You must email your updated caseload reports (reports@headtotoeinc.com) by the 25th of each month.  
If your caseload is accurate, please send an email stating that.  We will deduct $45 from your paycheck 
if we don’t receive an updated caseload report. 

 
Daily Treatment Notes: 

• Daily log notes should be completed after each visit. Please document all phone calls and conversations 
regarding the client as this often is crucial information to keep track of.   

• Keep clear, legible, detailed and accurate notes. These notes will impact approval and denial of therapy 
services for your clients. 

• Be sure all daily notes are signed by the parent or caregiver at the time services are provided.   
• Please keep these notes on file for 5 years in case they are requested at a later time. 

 
Evaluations: 

• You may use any reasonable standardized or formalized tests to evaluate your clients.  If it is not 
possible to use this type of test with a specific client, you may make reference to a standardized test, but 

PO Box 7220 
Phoenix, AZ 85011 
Office: 480-945-0185 
Fax: 480.656-3948 
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you must state in the write up why you were unable to use a standardized or formalized test.   If you do 
not have a standardized test to use, please check with the office. 

• Be sure your evaluation states functional and measurable goals as well a detailed description of the 
clients’ capabilities and inabilities.  If the client qualifies for services, please include a statement at the 
end of your assessment section that the services you are recommending are warranted and deemed 
medically necessary to address the client’s delays or deficits as you have just outlined.   

• Be sure to only perform an evaluation if you have the consent from the office that we have authorization 
and that the date you will perform the evaluation is within the dates authorized for evaluation. 

• Complete and email (For Home Health: reports@headtotoeinc.com, For Center Based: 
clinic1@headtotoeinc.com) your evaluation report with write-up within 72 hours of evaluating the 
client.  Please make sure the evaluation includes Head to Toe Therapy current logo. 

• Contact the support coordinator and our H2T staff to let them know whether you are recommending 
ongoing services for the client to ensure appropriate authorizations are obtained. 

 
Therapist Reports: 

• A report is due for any client that you see more than 6 visits.  If you don’t see a client more than 6 visits 
no report is needed. 

• You must submit a discharge, dismissal or transfer report for any client in which you cease providing 
therapy. 

• Each month you will receive a list of any reports that are either past due and/or due within the next 30 
days.   

• We will hold $1000 per report that is 60 days past due on your paycheck.  You will be reimbursed on the 
next paycheck once each report has been submitted and received.  

• Reports must be emailed (For Home Health: reports@headtotoeinc.com, For Center Based: 
clinic1@headtotoeinc.com) to the office. 

 Progress 
• Progress reports are due quarterly (every 13 weeks) following the first date of ongoing service 

provided. Keep track of progress note due dates to avoid late notes which can result in denials for 
continued services.   

• An official home program must be included with every progress note, to demonstrate that the 
family is being trained in and held responsible for supporting their child’s therapy goals. 
Remember to give a copy of the home program and progress report to your parents and review 
both with them.  They can be complied together on the same document. 

• Home programs and progress reports must be submitted to the office (via fax or email) when 
completed.  These must be received no later than 10 days past the quarter report due date, 
as DDD will anticipate a copy within 15 days. 

Discharge 
• Discharge summary must be provided when the client remains eligible for services yet the 

therapist cannot accommodate the client’s schedule, therapist leaves the company or the client 
moves. 

Dismissal 
• Dismissal report must be provided when it is recommended the client no longer requires 

services. 
Transfer 

• Transfer reports are when a therapist sees a client and another H2T therapist picks up the same 
client. We need a summary of progress to date so the receiving H2T therapist knows what has 
happened during your sessions.  

 
Billing Statements 
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• Billing statements are due to the office the 2nd of each month by 10PM in order to be paid for the 
previous month.  Please see the current payroll schedule document for due dates and payroll dates. 

• Direct deposit payroll will be issued on or before the 10th of each month as long as we receive a legible 
and complete billing form by the scheduled due date for each month.  Any billing received after the due 
date will be processed and paid the following month.   

• You will submit the excel H2T Monthly Billing log with all your clients listed in the patient column.  
Please read the Monthly Billing Log Instruction document for more details. 

• You are allowed 7 minutes of documentation time per 53 minutes of treatment. It is your choice if you 
would like to do your notes in the client’s home or on your own time. We would recommend you write 
your notes immediately after your session to ensure they are accurate when completing you monthly 
billing. 

 
Cancellations: (Home Health Only) 

• You are only paid for cancellations if you are in route to the client’s home.  You may bill for 1/2 the 
session (.5) and enter the date in the “No Show Date” field. 

• If you do bill 1/2 hour, it must be documented in your daily log note that you used this time on the client 
(e.g. telephone call to school therapist, treatment plan or equipment need addressed). 

• Three consecutive no-show cancellations within a one month period must be reported to the office. We 
will follow up with the Support Coordinator to alert them of these occurrences. 

• You have the right to discharge a client from your caseload for frequent no-show cancellations. 
• If you need to cancel a therapy session, please do your best to make it up within a week. 

 
Other Important Information and Expectations: 

• If you ever feel uncomfortable or unsafe for any reason in a home please notify the office immediately. 
You will not be asked to return to any home that puts your health or safety in jeopardy. 

• Please avoid changing your schedule often once it is established. Parents get confused with changing 
times and days, and this keeps the clients from receiving necessary therapy services. 

• Try to be timely to all appointments. If you’re running late, please call ahead and let the family know. 
• Please dress tastefully for your appointments and remember to wear safe footwear. 
• H2T is not liable for any injuries that occur on the job, other than those that are reported to the states 

Workman’s Compensation within their timeline requirements.  We are not at all liable for any injury that 
occurs while en route to your clients or from your clients’ therapy sessions, or to any meetings you 
attend regarding your clients or for our agency.  This includes automobile accidents that you are 
involved in.  Please drive safely and wear your seatbelt at all times! 

• You are not allowed to drive with any client in your car at any time.  If this is being asked of you please 
call the therapy supervisor immediately and refer your client to the therapy supervisor as well! 

• If you are ill or feel you might have something that is contagious, please cancel your appointments. 
Parents do not appreciate you bringing germs into their home. 

• Do not forget to wash your toys and hands often. Dirty toys will spread germs between children rapidly. 
• Remember to keep an eye on how many hours your clients are authorized for therapy. We will keep 

track of that in the office as well, but let us know if you notice your authorization has expired. 
• Be sure you keep your licensing, auto and malpractice insurance, fingerprint clearance and CPR 

certification current. 
• Let us know if you or your clients have a change of address, phone number or insurance immediately. 

 
 
Please visit our therapist website for pre-employment and therapy forms, sample reports and upcoming events. 

http://www.headtotoeinc.com/therapist.html 

http://www.headtotoeinc.com/therapist.html�
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OFFICE COPY 
 
I have read the documentation requirements and policies and procedures for Head to Toe Therapy and am 
accountable for all that is comprised within them.  I have also received a copy for my files. 
 
 
_________________________________     ______________________ 

Therapist Signature                 Date 
 

_________________________________     ______________________ 
 Witness Signature                Date 
 

PO Box 7220
Phoenix, AZ 85011 
Office: 480-945-0185 
Fax: 480.656-3948 
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