The Speech and Learning Center, L.L.P.

Birth – Kindergarten New Patient Information

Patient Name:  ______________________________________________________________________

Date of Birth: _____________________
Age: _______________

Sex:  M or F

Who does the child live with? __________________________________________________________

Address: ___________________________________________________________________________

City: ___________________________________ State:  _________ Zip Code: ___________________

Parent # 1 Name: _______________________________
D.O.B.: ____________________________

Address:  __________________________________________________________________________

Phone # 1: ________________________________ Phone #2: ________________________________

Email address: ______________________________________________________________________

Employer: ________________________________ Work Phone: ______________________________

Driver’s License #: _____________________ State: ______ SS#: _____________________________

Parent # 2 Name: _______________________________
D.O.B.: ____________________________

Address:  __________________________________________________________________________

Phone # 1: ________________________________ Phone #2: ________________________________

Email address: ______________________________________________________________________

Employer: ________________________________ Work Phone: ______________________________

Driver’s License #: _____________________ State: ______ SS#: _____________________________

How did you hear about our clinic? (Please circle all that apply)

Friend

Physician
Sienna Newsletter
Insurance    Sugar Land Magazine   
Sign

Scientific Learning Website   Other: ___________________________


Please list specific friend or physician so we can thank them for the referral: ________________

Pediatrician/Primary Physician: ____________________ Physician Phone: _________________

Emergency Contact Name: _________________________ Phone: ________________________

Emergency Contact Address: ______________________________________________________

Insured’s Name: ____________________ Phone: ______________________ DOB: _________

Insured’s address: _____________________________________________ SS#: _____________

Insurance Provider: _________________________
Phone #: ____________________________

Insurance ID #: ____________________________
Group #: ____________________________


The Speech and Learning Center, L.L.P.

Child Case History

Child’s Name:
___________________________________
D.O.B. _____________
Sex: M/F 

Parent #1 Name: _________________________
Parent #2 Name: __________________________

Referred by: ________________________________________________________________________

Reason for referral: __________________________________________________________________

Family History

Was the child adopted? __________

Age of adoption? __________

Siblings


D.O.B.

Sex
Speech/Hearing/Learning/Medical Problems

______________________
__________
___
________________________________________

______________________
__________
___
________________________________________

______________________
__________
___
________________________________________

Has any member of the child’s family had?

Yes
No





Relationship to Child

___
___ speech or language problems?

________________________________________

___
___ hearing problems?


________________________________________

___
___ learning disability?


________________________________________

___
___ cleft lip or palate?



________________________________________

___
___ other




________________________________________

Which languages are spoken in the home? ________________________________________________

Which language is most commonly used by the child? ______________________________________

Does the child take a foreign language class at school? ______________________________________

With whom does the child spend most of his/her time? ______________________________________

List all people living in the home with the child: ___________________________________________ __________________________________________________________________________________

Maternal & Birth History

Mother’s general health during pregnancy (illnesses, accidents, medications, etc.):

__________________________________________________________________________________

Length of pregnancy: __________________

Length of labor: ___________________________

Birth weight: _________________________
General condition: _________________________

Circle type of delivery:
head first
feet first
breech 

caesarian

Were there any complications during pregnancy?  If so, please explain.  ________________________

__________________________________________________________________________________

Was this a full-term pregnancy?  If no, please explain. ______________________________________

Were any of the following medical conditions present at birth? 

___ cord wrapped around neck
___ jaundice

___ Rh incompatibility
       
___ respiratory distress

___heart problems
___ blue color/lack of oxygen      
 ___ sucking/feeding problems
___ motor weakness
___other: ​​__________________________

Medical History
Has the child’s health been:  ___ good; ___ fair; ___ poor? If not good, explain: __________________

__________________________________________________________________________________
Allergies: __________________________________________________________________________

Hospitalizations: ____________________________________________________________________

Surgeries: __________________________________________________________________________

Serious Illnesses: ____________________________________________________________________

High fever: _________________________________________________________________________

What medications and dosage does the child currently take? __________________________________

__________________________________________________________________________________

Has the child’s vision been tested? _____ If yes, when? ___________ By whom? _________________

Results: ___________________________________________________________________________
Has the child’s hearing been tested? ____ If yes, when? ___________ By whom? _________________

Results: ___________________________________________________________________________

Has the child ever had any of the following?

Yes
No



Yes
No


Yes
No

___
___ Allergies


___
___ Chronic Colds
___
___ Chicken Pox

___
___ Sinus problems

___ 
___ Earaches

___
___ Measles

___
___ Asthma


___
___ Pneumonia
___ 
___ Mumps

___
___ Tonsillectomy

___
___ Adenoidectomy   ___
___ Meningitis

___
___ Frequent Headaches
___
___ Epilepsy

___
___ Encephalitis

___
___ Poor Coordination
___
___ Head Injury
___
___ Seizures

If you answered yes to any of the above, please explain: _____________________________________ __________________________________________________________________________________

Has the child had ear infections in the past? __________
Approximate number per year: _________

Are the child’s ears clear now? ____________________
Does the child have tubes? ____________


List any diagnoses (e.g. autism, ADD, etc.): _______________________________________________

__________________________________________________________________________________

Developmental History

Provide the approximate age at which the child began to do the following activities:  

Crawl _____________
Sit __________
Stand __________
Walk _________________

Feed self with spoon ___________

Dress self __________
Use toilet ______________

Babble _____________
Use single words (e.g. no, mom, doggie, etc.) _____________________

Put 2-3 words together (e.g. me go, daddy shoe, etc.) ___________


Name simple objects ___________
Ask simple questions (e.g. Where’s doggie?) _______________ Engage in a conversation _____________
Does the child have difficulty walking, running, or participating in physical activities? __________________________________________________________________________________

Describe the child’s response to sound.  Does he/she cover his/her ears at certain times? ___________ __________________________________________________________________________________
Are there or has there ever been any feeding problems? (E.g. problems with sucking, swallowing, drooling, chewing, etc.) _______________________________________________________________ __________________________________________________________________________________

Does the child have any of the following? 

______ temper tantrums
______ abnormal aggressiveness
______ poor concentration
 ______ mood swings

______ hyperactivity


______ chronic fatigue         ______ food preferences
______ sleeping problems

______ sensory issues

If yes, please explain: ________________________________________________________________

What are some of the things the child really likes/loves?  Really dislikes?

____________________________________________________________________________________________________________________________________________________________________
Educational History

Is the child currently enrolled in school? ___public ___private
Daycare? ____________________

Name of school or daycare facility: ________________________________
Grade: __________ 

Address: _______________________________________________ Phone: _____________________

Teacher(s): _________________________________________________________________________

How is the child’s classroom performance? _______________________________________________ __________________________________________________________________________________ 

What is his/her best/favorite subject?  ____________________________________________________
What is his/her most difficult subject? ___________________________________________________
Does the child (or has he/she in the past) receive special education services?  If yes, describe: __________________________________________________________________________________

__________________________________________________________________________________

If enrolled in special education services, has an Individualized Educational Plan (IEP) been developed? If yes, please provide or describe the most important goals.  __________________________________ __________________________________________________________________________________

__________________________________________________________________________________

Is the child receiving in-home training provided by the public school? __________________________

Is the child receiving any other therapy services? ___________________________________________

How does the child interact with others (e.g. shy, aggressive, uncooperative, etc.)? ________________ ____________________________________________________________________________________________________________________________________________________________________

Communication

Has the child’s speech, language, or swallowing skills ever been evaluated? _____________________ 

If yes, when? ___________________
By whom? _____________________________________

What were the results? ________________________________________________________________

Has the child had any other testing that we should know about? _______________________________

__________________________________________________________________________________

*Please provide a copy of any previous reports, if possible.

Has the child ever received speech-language therapy? If yes, when and for how long? _____________

By whom? _________________________________ May we contact this person? ________________

What skills did therapy target? _________________________________________________________

Were goals met? ________
If no, please explain: _________________________________________

What concerns you most about the child’s communication? __________________________________

__________________________________________________________________________________

What prompted you to seek an evaluation at this time? ______________________________________ __________________________________________________________________________________

When was the problem first noticed? ________________________
By whom? ___________________

Is the child aware of the problem? ________
If yes, how does he/she feel about it? ________________ __________________________________________________________________________________

Did the child’s speech and language development ever seem to stop? _____Regress? ______________

Has there been a change in the child’s speech or language in the past 6 months?  __________________ Please explain: ______________________________________________________________________

What attempts have been made to help the child’s communication? ____________________________

__________________________________________________________________________________

How does the child usually communicate (e.g. gestures, single words, sentences)? ________________ __________________________________________________________________________________
How is the child at being understood by:  

Family? __________
Peers? __________
Teachers? __________  Unfamiliar adults?_______

How is the child at following directions? ______________
Carrying on a conversation? ___________

Do you have any concerns about areas other than communication (e.g. behavior, sensory issues, memory, etc.)? ______________________________________________________________________

What specific questions do you want answered regarding your child’s communication? ____________

__________________________________________________________________________________

List your expected outcomes of speech therapy for the child: _________________________________ ____________________________________________________________________________________________________________________________________________________________________

Please provide any other information that would assist us in evaluating and determining the best recommendations for your child: _______________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Person completing form: ______________________________________________________________

Relationship to child: _________________________________________________________________

Signed: _______________________________________________

Date: _________________

The Speech and Learning Center, L.L.P.

Child Speech-language Questionnaire

Instructions: After reading each item, please circle the response that best describes how well the statement relates to your child:

SA= Strongly Agree

A= Agree

U= Undecided or not applicable

D= Disagree

SD= Strongly Disagree

SA  A  U  D  SD
1. My child speaks well.

SA  A  U  D  SD
2. I worry about my child’s speech and/or language skills.

SA  A  U  D  SD
3. My child’s communicates primarily via talking (instead of pointing, gesturing, etc…)

SA  A  U  D  SD
4. People frequently tell me that my child has a speech problem.

SA  A  U  D  SD
5. My child has a difficult time being understood by his /her peers.

SA  A  U  D  SD
6. My child has a difficult time being understood by adults other than this family.

SA  A  U  D  SD
7. My child’s speech is as good as it should be at his/her age.

SA  A  U  D  SD
8. I think my child’s speech is immature.

SA  A  U  D  SD
9. I understand almost everything my child says.

SA  A  U  D  SD
10. I worry about other children teasing my child because of his/her speech.

SA  A  U  D  SD
11. My child has difficult following directions at home/school.

SA  A  U  D  SD
12. My child is embarrassed because of his/her speech.

SA  A  U  D  SD
13. My child does not have difficulties communicating.

SA  A  U  D  SD
14. Other children seem to talk better than my child.

SA  A  U  D  SD
15. My child pronounces most words clearly.

SA  A  U  D  SD
16. I think my child needs speech therapy.

SA  A  U  D  SD
17. My child often has to repeat things in order to be understood by peers and adults.

SA  A  U  D  SD
18. My child has difficulty understanding what others say.

The Speech and Learning Center, L.L.P.

Occupational Therapy Young Child Case History

Child’s Name:
_____________________________
D.O.B. _____________
Sex: M/F 

Parent 1’s Name: ___________________________
Parent 2’s Name: __________________________

Parent Email: _______________________________________________________________________ 

Cell #1: __________________________________
 Cell #2: _________________________________

Referred by: ________________________________________________________________________
Reason for referral: __________________________________________________________________

Physician name: ___________________________
 Phone:__________________________________ Fax: _____________________________________

Family History

Was the child adopted? __________

Age at adoption? __________

Siblings


D.O.B.

Sex
Functional/Learning/Medical Problems

______________________
__________
___
________________________________________

______________________
__________
___
________________________________________

______________________
__________
___
________________________________________

Has any member of the child’s family had?

Yes
No





Relationship to Child

___
___ self-care problems? 


________________________________________


       (dressing, eating, washing, etc.)
___
___ problems using hands?


________________________________________

___
___ learning disability?


________________________________________

___
___ movement problems?


________________________________________

___
___ other




________________________________________
Which languages are spoken in the home? ________________________________________________
Which language is most commonly used and understood by the child? __________________________
With whom does the child spend most of his/her time? ______________________________________
List all people living in the home with the child: ___________________________________________ __________________________________________________________________________________

Has the family recently gone through a major change, such as loss of a family member, divorce, or move?
_______
If so, explain. _____________________________________________________
Maternal & Birth History

Mother’s general health during pregnancy (illnesses, accidents, medications, etc.):

__________________________________________________________________________________

Length of pregnancy: __________________

Length of labor: ___________________________

Birth weight: _________________________
General condition: ___________________

Were there any complications during pregnancy?  If so, please explain.  ________________________

__________________________________________________________________________________

Was this a full-term pregnancy?  If no, please explain. ______________________________________

Were any of the following medical conditions present at birth? 

___ cord wrapped around neck
___ jaundice

___ Rh incompatibility
      
 ___ respiratory distress

___heart problems
___ blue color/lack of oxygen      
 ___ sucking/feeding problems
___ motor weakness
___other: ​​__________________________

Medical History
List any diagnoses (e.g. autism, ADD, etc.), approximate date diagnosed, and physician who made the diagnosis: _______________________________________________________________________ __________________________________________________________________________________

Has the child’s health been:  ___ good; ___ fair; ___ poor? If not good, explain: __________________

__________________________________________________________________________________
Is the child disabled? __________
If so, how? ___________________________________________
Allergies: __________________________________________________________________________
Hospitalizations: ____________________________________________________________________
Surgeries: __________________________________________________________________________
Serious Illnesses: ____________________________________________________________________
High fevers: ________________________________________________________________________
What medications and dosage does the child currently take and for what? _______________________
__________________________________________________________________________________
Has the child’s vision been tested? _____ If yes, when? ___________ By whom? _________________
Results: ___________________________________________________________________________
Has the child’s hearing been tested? ____ If yes, when? ___________ By whom? _________________
Results: ___________________________________________________________________________
Has the child ever had any of the following?

Yes
No



Yes
No


Yes
No

___
___ Allergies


___
___ Chronic Colds
___
___ Chicken Pox

___
___ Sinus problems

___ 
___ Earaches

___
___ Measles

___
___ Asthma


___
___ Pneumonia
___ 
___ Mumps

___
___ Tonsillectomy

___
___ Adenoidectomy   ___
___ Meningitis

___
___ Frequent Headaches
___
___ Epilepsy

___
___ Encephalitis

___
___ Poor Coordination
___
___ Head Injury
___
___ Seizures

___
___ Low/high Muscle tone
___
___ Torticollis

___
___ Plagiocephaly

If you answered yes to any of the above, please explain: _____________________________________ __________________________________________________________________________________
Has the child had ear infections in the past? _______
Approximate number per year: _________

Are the child’s ears clear now? ________________

Does the child have tubes? ____________
Developmental History

Provide the approximate age in months at which the child began to do the following activities:  

Crawl __________


         Sit __________   
Sit without support ________    
Reach for and grasp objects________        Stand __________
Walk _____________

Feed self with spoon _________    
        Dress self ________       Use toilet __________

Babble __________
Use single words (e.g. no, mom, doggie, etc.) _________________

Engage in a conversation ____________

Does the child have difficulty walking, running, or participating in physical activities? __________________________________________________________________________________

Describe the child’s response to sound.  Does he/she cover his/her ears at certain times? ____________ __________________________________________________________________________________
Are there or has there ever been any feeding problems? (e.g. problems with sucking, swallowing, drooling, chewing, drinking from a cup, limited food preferences, etc.) _________________________ _____________________________________________________________________________________

Does the child have any of the following? 

______ temper tantrums
______ abnormal aggressiveness
______ poor concentration 
______ mood swings

______ limited food preferences
______ chronic fatigue

______ sleeping problems
______ sensitivity to clothing

______ hyperactivity

If yes, please explain: ________________________________________________________________

What are some of the things the child really likes/loves?  Really dislikes?

Likes: _____________________________________________________________________________

Dislikes: ___________________________________________________________________________
Educational History

Is the child currently enrolled in school? ___public ___private
Daycare? ____________________

Name of school or daycare facility: ________________________________
Grade: __________ 

Address: _______________________________________________ Phone: _____________________

Teacher(s): _________________________________________________________________________

What is your impression of the child’s classroom performance? _______________________________ __________________________________________________________________________________
What is his/her best/favorite part of the school day? ________________________________________
What is his/her most difficult part of the school day? _______________________________________
Does the child (or has he/she in the past) receive special education services?  If yes, describe: _______ __________________________________________________________________________________
__________________________________________________________________________________
If enrolled in special education services, has an Individualized Educational Plan (IEP) been developed? If yes, please provide or describe the most important goals.  __________________________________ __________________________________________________________________________________
__________________________________________________________________________________
Is the child receiving in-home training provided by the public school? _________________________
Is the child receiving any other therapy services? __________________________________________
How does the child interact with others (e.g. shy, aggressive, uncooperative, etc.)? ____________________________________________________________________________________________________________________________________________________________________
Occupational Performance
(How the child interacts with daily surroundings using his/her body and mind to complete activities.)

Have the child’s fine, gross motor skills, behavior or sensory issues ever been evaluated? ___________   
If yes, when? __________________

By whom? _____________________________________

What were the results? ________________________________________________________________
Has the child had any other testing? _____________________________________________________
__________________________________________________________________________________
*Please provide a copy of any previous reports, if possible.

Has the child ever received occupational therapy?  If yes, when and for how long? ________________
By whom? _________________________________ May we contact this person? ________________
What skills did therapy target? _________________________________________________________
Were goals met? _________
If no, please explain: _________________________________________
What prompted you to seek an evaluation at this time? ______________________________________ __________________________________________________________________________________
What concerns you most about the child’s ability to complete daily activities? ____________________
____________________________________________________________________________________________________________________________________________________________________
When was the difficulty first noticed? ___________________________
By whom? _____________
Is the child aware of the problem? ________
If yes, how does he/she feel about it? ________________ __________________________________________________________________________________
Did the child’s development ever seem to stop? ________________ Regress? ___________________
Has there been a change in the way the child performs activities in the past 6 months?  _____________ 

Please explain: ______________________________________________________________________

What attempts have been made to help the child’s difficulties? ________________________________
__________________________________________________________________________________
Does the child have a regular daily routine? _______________________________________________
How many hours does the child sleep at night? ______________
Does he/she take a nap? _________

How does the child usually communicate (e.g. gestures, single words, sentences)? ________________ __________________________________________________________________________________
How is the child at following directions? _________________________________________________
Carrying on a conversation? ___________________________________________________________
Do you have any concerns about areas other than occupational performance? (e.g. communication, behavior, sensory issues, memory, etc.) __________________________________________________
On a scale of 1-5 please rate the child’s ability to do the following tasks:
1- Always 
2-Most of the Time 
3-Sometimes 
4-Rarely 
5- Never
NA- Not Applicable

Make eye contact



1
2
3
4
5
NA

Reach for objects



1
2
3
4
5
NA

Grasp and release objects


1
2
3
4
5
NA

Hold a crayon, marker, or pencil

1
2
3
4
5
NA

Color and draw



1
2
3
4
5
NA

Put together small parts/toys


1
2
3
4
5
NA

Use a spoon, fork and/or knife

1
2
3
4
5
NA

Use the bathroom



1
2
3
4
5
NA

Dress him/herself



1
2
3
4
5
NA

Climb on playground structures

1
2
3
4
5
NA

Keep up with children physically

1
2
3
4
5
NA

Play with others



1
2
3
4
5
NA

Follow Directions 



1
2
3
4
5
NA

Stay seated for 15 minutes


1
2
3
4
5
NA

Maintain focused attention


1
2
3
4
5
NA

Use a computer, keyboard, and mouse
1
2
3
4
5
NA

Does the child demonstrate any of these behaviors:
	Behavior
	Yes
	No
	NA
	Explanation 

	Swallowing problems
	
	
	
	

	Avoids food textures
	
	
	
	

	Avoids clothing textures
	
	
	
	

	Sleeping Problems
	
	
	
	

	Needs a lot of discipline
	
	
	
	

	Difficult to manage
	
	
	
	

	Underactive
	
	
	
	

	Overactive
	
	
	
	

	Easily distracted
	
	
	
	

	Excitable
	
	
	
	

	Laughs easily
	
	
	
	

	Cries a lot
	
	
	
	

	Sensitive
	
	
	
	

	Emotional/Moody
	
	
	
	

	Happy
	
	
	
	

	Gets along with other children
	
	
	
	

	Gets along with adults
	
	
	
	

	Prefers to play alone
	
	
	
	

	Makes friends easily
	
	
	
	

	Irritable
	
	
	
	

	Difficulty with self control
	
	
	
	

	Difficulty with transitions
	
	
	
	

	Does not like malls or stores
	
	
	
	

	Drinks from an open cup 
	
	
	
	

	Sucks thumb or uses a pacifier
	
	
	
	

	Sensitive to loud sounds
	
	
	
	

	Poor memory
	
	
	
	


What specific questions do you want answered regarding the child’s occupational performance? _____
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
List the expected outcomes of occupational therapy for the child: ______________________________
____________________________________________________________________________________________________________________________________________________________________
Please provide any other information that would assist us in evaluating and determining the best recommendations for the child: _________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Person completing form: ______________________________________________________________
Relationship to child: _________________________________________________________________
Signed: _______________________________________________

Date: _________________
The Speech and Learning Center, L.L.P.

Child Emergency Medical Release
Dear Patient:  

In the event that medical attention is required for your child while on the premises of The Speech and Learning Center, L.L.P., it will be necessary to have your authorization and contact information.  Please fill out the following information in its entirety.

Name: ____________________________________________________________________________

Guardian: _________________________________________________________________________

Primary Care Physician: ___________________________ Phone #: ___________________________

Known Allergies: ____________________________________________________________________

Current Medications: _________________________________________________________________
Medication Allergies: ________________________________________________________________
Other Health/Medical Information: ______________________________________________________
Parent/Guardian Phone Numbers (Provide 2 numbers): ______________________________________
Caretaker Phone Numbers if different from above: _________________________________________
Alternate Name/Number: _____________________________________________________________
As the legal guardian of the above named person, I give my permission for The Speech and Learning Center, L.L.P., to provide emergency medical services for minor injuries received while on the premises.  In the event that an emergency is life threatening, I give my permission for The Speech and Learning Center, L.L.P., to contact emergency medical personnel on the behalf of the above named patient.   

Signature of Parent/Guardian:  _______________________________ 
Date: _________________
The Speech and Learning Center Witness: ______________________ 
Date: _________________
The Speech and Learning Center, L.L.P.

Release/Request of Information
1. Permission to fax evaluation report to physician

I ____________________________ (responsible party’s name) give my permission to The Speech and Learning Center to release ________________________ (patient’s name) evaluation reports and patient records to _______________________________________________ (physician’s name(s)).  

By signing below, I acknowledge the above statement will remain valid until I provide a written request to discontinue permission.

Responsible party’s signature: ____________________________
Date: _______________________

2. Permission to correspond with caregiver via email

I ____________________________ (responsible party’s name) give my permission to The Speech and Learning Center to send/receive information regarding ________________________ (patient’s name) therapy via email to patient or patient’s caregiver.

By signing below, I acknowledge the above statement will remain valid until I provide a written request to discontinue permission.

Responsible party’s signature: ____________________________
Date: _______________________

3. Permission to correspond with other professionals 

I ____________________________ (responsible party’s name) give my permission to The Speech and Learning Center to release/receive information regarding ________________________ (patient’s name) to professionals involved in this patient’s care.  Such professionals may include physicians, teachers, speech pathologists, occupational therapists, physical therapists, reading specialists, private tutors, etc.  Correspondence may occur via email, telephone, mail, or fax.  

By signing below, I acknowledge the above statement will remain valid until I provide a written request to discontinue permission.

Responsible party’s signature: ____________________________
Date: _______________________

4. Permission to correspond with relatives

I ____________________________ (responsible party’s name) give my permission to The Speech and Learning Center to release/receive information regarding ________________________ (patient’s name) to my child’s _________________________________________________   (name of relative).

By signing below, I acknowledge the above statement will remain valid until I provide a written request to discontinue permission.

Responsible party’s signature: ____________________________
Date: _______________________
The Speech and Learning Center, L.L.P.
Office Policy
We appreciate the confidence you have expressed in selecting us as your speech therapy provider.  If you have any questions about our services, fees, or other aspects of your care, please feel free to discuss them with us.  

Fee Agreement

____
Payments for assessment and therapy are due prior to rendering of services unless prior arrangements have been made with your insurance carrier.  Our office accepts cash or checks only.  Payment in full for services rendered is required at the time of service for:

1. Patients without insurance

2. Patients who do not provide us with contracted insurance information

3. Patients whose insurance plans do not cover speech therapy

4. Patients who are required to have prior referral/authorization from their insurance carrier or Primary Care Physician, who have not obtained such authorization.

____
All amounts owed by patients under contracted insurance plans (copays, coinsurance, deductibles, and non-covered services) are payable at the time of service.  Any service that is rendered by this office which is not a covered benefit under your insurance policy is your responsibility to pay.  In the event that your payment is not made in a timely manner, information regarding your delinquent account will be forwarded to our attorney or collection agency.  Should this become necessary, the customer agrees to pay reasonable attorney and/or court fees and any other costs incurred by The Speech and Learning Center, L.L.P.

____
Our staff will assist you in dealing with your insurance company by verifying your benefits using the member services phone number given on your insurance card; however, this verification is not a guarantee of payment and it is your responsibility to know and understand your own insurance benefits, coverage, pre-existing condition clauses, and referral/authorization requirements.  Please remember that your insurance is a contract between you and your insurance company and/or employer.  We recommend that any questions regarding the amount of insurance coverage be discussed directly with your insurance company and/or employer.  It is your responsibility to notify us of changes in insurance.  If changes in insurance result in non-payment, the patient is responsible for payment.

____
Additionally, if payment from your insurance company is not received within 45 days of the billing date, the amount owed will be your responsibility.  If, in the future, insurance payment is received you will receive a refund or credit.

Return Check Fees and Late Charges

____
The Speech and Learning Center charges a $35.00 returned check fee on each check not covered by your bank.  A $10.00 finance charge will be added per month to invoice payments not received by the due date.

Appointments & Scheduling

____
Due to the rising number of patients who do not cancel their appointments when circumstances prohibit them from appearing at our office, we have instituted a “no show/late cancellation fee.”  The Speech and Learning Center, L.L.P., requires a 24 hour cancellation notice.  Appointments broken without 24 hour notice will be charged $35.00.  You may choose to reschedule your session at another time within 2 weeks  to avoid these charges.  This fee will not be charged if a telephone cancellation due to illness or extenuating circumstances is received in our office prior to your appointment time.  This fee is not billable to your insurance company.

____
Three consecutive no shows result in automatic removal from the schedule.  

____
Please do not use email as a form of cancelling appointments as we are not always able to check emails.  

____
Please do not leave your children unattended in the lobby.  Our office cannot be responsible for children left unattended.

I authorize The Speech and Learning Center, L.L.P. to provide appropriate evaluation and treatment as needed.  Additionally, I authorize the release of any necessary information acquired in the course of the evaluation or treatment process to my referring physician, health plan/ insurance representative, or attorney.  I have read and understand the above information as well as the insurance benefits verified from my insurance carrier, if applicable.  I understand that I am responsible for all charges whether or not reimbursed by my insurance company.  

__________________________________
________________________            ________________

Signature




Print Name



Date

WRITTEN ACKNOWLEDGMENT OF RECEIPT OF

THE SPEECH AND LEARNING CENTER, L.L.P

NOTICE OF PRIVACY PRACTICES
By signing below, you acknowledge receiving The Speech and Learning Center, L.L.P. Notice of Privacy Practices (“Notice”).  The Notice explains how The Speech and Learning Center, L.L.P. may use or disclose your protected health information for treatment, payment, and health care operations purposes.  “Protected Health Information” means your personal health information found in your medical and billing records.

The Speech and Learning Center, L.L.P. reserves the right to change the Notice from time to time.  A copy of the current Notice or summary of the Notice will be posted.  The effective date of the Notice will appear on the first page of the Notice or summary.  The Speech and Learning Center, L.L.P. will have available for you, at your request, a copy the current Notice in effect.

Your signature below only acknowledges that you have RECEIVED the Notice.

If you have any questions about the Notice, please contact The Speech and Learning Center, L.L.P.  

Name of Patient (Printed):  ____________________________________________________________

Date of Birth:  ______________________________________________________________________

Name of Patient’s Representative (Printed):  ______________________________________________

Relationship of Patient’s Representative to Patient:  ________________________________________

Signature of Patient or Patient’s Representative:  ___________________________________________

Date:  _____________________________________________________________________________

NOTICE OF PRIVACY PRACTICES

We care about our patients’ privacy and strive to protect the confidentiality of your medical information at this facility.  New federal legislation requires that we issue this official notice of our privacy practices.  You have the right to the confidentiality of your medical information, and this facility is required by law to maintain the privacy of that information.

This facility is required to abide by the terms of the Notice of Privacy Practices currently in effect, and to provide notice of its legal duties and privacy practices with respect to protected health information.  If you have any questions about this Notice, please contact the Privacy Officer(s) at this facility.

Who Will Follow This Notice

Any health care professional authorized to enter information into your medical record, all employees, staff and other personnel at this facility who may need access to your information must abide by this Notice. 

Changes to This Notice

We reserve the right to change this Notice.  We reserve the right to make the revised or changed Notice effective for medical information we already have about you as well as any information we receive in the future.  We will post a copy of the current Notice, with the effective date on the posted copy.

THE SPEECH AND LEARNING CENTER, L.L.P.

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.

EFFECTIVE DATE:  January 1, 2005

How We May Use and Disclose Medical Information about You

The following categories describe different ways that we may use and disclose medical information without your specific consent or authorization.  Examples are provided for each category of uses or disclosures.  Not all possible uses or disclosures are listed.

For Treatment:  We may use medical information about you to provide you with medical treatment or services.  Example:  If your assigned Speech Pathologist is on vacation, he or she may disclose to another therapist about you or your child.

For Payment:  We may use and disclose medical information about you so that the treatment and services you receive from us may be billed and payment may be collected from you or an insurance company.  Example:  We may need to send your protected health information, such as your name, address, office visit date, and codes identifying your diagnosis and treatment to your insurance company for payment.

For Health Care Operations:  We may use or disclose medical information about you for health care operations to assure that you receive quality care.  Example:  We may use medical information to review our treatment and services and evaluate the performance of our staff in caring for you.

Other Uses or Disclosures That Can Be Made Without Your Consent or Authorization

· As required during an investigation by law enforcement agencies

· To avert a serious threat to public health or safety

· As required by military command authorities for their medical records

· To workers’ compensation or similar programs for processing of claims

· In response to a legal proceeding

· Other healthcare providers’ treatment activities

· Other covered entities’ and providers’ payment activities

· Other covered entities’ healthcare operations activities (to the extent permitted under HIPAA)

· Uses and disclosures required by law

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

Uses and Disclosures of Protected Health Information Requiring Your Written Authorization

Other uses and disclosures of medical information not covered by this Notice or the laws that apply to us will be made only with your written authorization.  If you give us authorization to use or disclose medical information about you, you may revoke that authorization, in writing, at any time.  If you revoke that authorization, we will therefore no longer use or disclose medical information about for the reasons covered by your written authorization.  We are unable to take back any disclosures we have already made with your authorization, and we are required to retain our records of the care we have provided you.

YOUR INDIVIDUAL RIGHTS REGARDING

Disclosures and Changes to Your Medical Information

Right to Request Restrictions:  You have the right to request a restriction or limitation on the medical information we use or disclose about you for treatment, payment or health care operations or to someone who is involved in your care or the payment for your care.  We are not required to agree to your request.  To request restrictions, you must submit your request in writing to the Privacy Officer(s) at the facility.  In your request, you must tell us what information you want to limit.

Right to an Accounting of Non-Standard Disclosures:  You have the right to request a list of the disclosures we made of medical information about you.  To request this list, you must submit your request to the Privacy Officers at this facility.  Your request must state the time period for which you want to receive a list of disclosures that is no longer that six years, and may not include dates before January 1, 2005.  Your request should include in what form you want the list (example:  on paper or electronically).  The first list you request within a 12-month period will be free.  For additional lists, we reserve the right to charge you for the cost of providing the list.

Right to Amend:  If you feel that medical information we have about you is incorrect or incomplete, you may ask us to amend the information.  You have the right to request an amendment for as long as the information is kept.  To request an amendment, your request must be made in writing and submitted to the Privacy Officer(s) at this facility.  In addition, you must provide a reason that supports your request.   We may deny your request for an amendment if it is not in writing or does not include a reason to support the request.  In addition, we may deny your request if the information was not created by us, is not part of the medical information kept at this practice, is not part of the information which you would be permitted to inspect and copy, or which we deem to be accurate and complete.  If we deny your request for amendment, you have the right to file a statement of disagreement with us.  We may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal.  Statements of disagreement and any corresponding rebuttals will be kept on file and sent out with any future authorized requests for information pertaining to the appropriate portion of your record.

YOUR ACCESS TO MEDICAL INFORMATION

Right to Inspect and Copy:  You have the right to inspect and copy medical information that may be used to make decisions about your care.  Usually this includes medical and billing records.  Information complied for use in a civil, criminal, or administrative action or processing, and protected health information to which access is prohibited by law.  To inspect and copy medical information that may be used to make decisions about you, you must submit your request in writing to the Privacy Officer(s) at this facility.  If you request a copy of the information, we reserve the right to charge a fee for the costs of copying, mailing or other supplies associated with your request.  

Right to a Paper Copy of This Notice:  You have the right to a paper copy of our current Notice of Privacy Practices at any time.  Even if you have agreed to receive this Notice electronically, you are still entitled to a paper copy.  To obtain a paper copy of the current Notice, please request one in writing from the Privacy Officer(s) at this facility.

Right to Request Confidential Communications:  You have the right to request how we should send communications to you about medical matters, and where you would like those communications sent.  To request confidential communications, you make your request to the Privacy Officer(s) at this facility.  We will not ask you the reason for your request.  We will accommodate all reasonable requests.  Your request must specify how or where you wish to be contacted.  We reserve the right to deny a request if it imposes an unreasonable burden on this facility.

Complaints:  If you believe your privacy rights have been violated, you may file a complaint with the Privacy Officer(s) at this facility or with the Secretary of the Department of Health and Human Services.  All complaints must be submitted in writing.  You will not be penalized or discriminated against for filing a complaint.

The Speech and Learning Center, L.L.P.
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