THE SPEECH CLINIC OF THE COASTAL EMPIRE, L.L.C
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130 Stephenson Avenue, Suite 102
Savannah, GA 31405
912 712 3999 / 912 438 6907 (fax)

TheSpeechClinicCE@gmail.com

CHILD CASE HISTORY 











Date:



I.
IDENTIFICATION

Name:  __________________________________ Date of Birth: ____________
M 
 F____

Age:  
             Phone (Home) ____________________ (Cell) ___________________________
Address: ______________________________________________________________________
Mother’s Name:  


  Address (if different): __________________________

______________________________________________________________________________
Mother’s Place of Work:  





  Work Phone: ________  
Mother’s Date of Birth:  _________

Father’s Name:  



  Address (if different): ____________________

______________________________________________________________________________

Father’s Place of Work:  





  Work Phone:  _______

Father’s Date of Birth: __________

Referral Source:  










II.
SPEECH AND HEARING HISTORY


Please describe your child’s present communication and/or feeding problem: __________
______

______________________________________________________________________________

                

Has there been any previous speech or hearing evaluations? ________ Therapy? ____________



Do you think your child hears adequately? ___________________________________________

III.
GENERAL DEVELOPMENT


A.  Pregnancy and Birth History

Were there any complications during the pregnancy or birth of this patient? _________________________________________________________________

Caesarian delivery _____ Vaginal delivery _____



Describe any abnormalities noted after birth? _____________________________



__________________________________________________________________



Birth weight ____________ Did infant require oxygen? ____________________

Describe any health or feeding problems during the first few weeks of life? _____



__________________________________________________________________

B.  Developmental History

As well as you can remember; at what age did the following occur?




Sat alone unsupported _________________________________________




Crawled ____________________________________________________





Walked unassisted  ____________________________________________




Fed self with spoon ____________________________________________




Undressed without help  ________________________________________




Dresses self except for tying and/or difficult fastening  ________________




Completely toilet trained ________________________________________

    IV.
MEDICAL HISTORY

Child’s Physician:  







________
Describe any other operations, illnesses, or injuries your child has had (i.e. ear infections, sinus problems, allergies, reflux) ____________________________________________________

__________________________________________________________________________

Name of attending doctor(s)  __________________________________________________

_________________________________________________________________________

List any prior diagnosis your child’s physician may have given (i.e., syndromes, developmental disorders, etc.)  _________________________________________________________________________
_________________________________________________________________________

List any prescriptions or over the counter drugs our child presently taking:  ____________

_________________________________________________________________________

    V.
EDUCATIONAL HISTORY

School/Daycare attending: ______________________________ Grade: _______________

Teacher: __________________________________________________________________

   VI.
EMERGENCY CONTACT INFORMATION

Name: _____________________________________ 

Relationship to Patient: _______________________

Address: ___________________________________


  ___________________________________
Phone: ____________________________________
VII. BILLING INFORMATION (check one)

⁫
Medicaid/Peachcare/Wellcare/Amerigroup/CareSource/PeachState/etc

#_____________________

⁫
Private Insurance (ex. BC/BS, Cigna, Aetna, Tricare, etc)

(Complete below)

⁫
Private Pay

Primary Insurance:



Secondary Insurance:

Insurance Company: (Payer)


Insurance Company:   (Payer)

Payer Address:




Payer Address:

__________________________


_____________________________

__________________________


_____________________________

Insured’s Name:_____________

Insured’s Name:________________



Insured’s Date of Birth:_______


Insured’s Date of Birth:__________
Relationship of Patient to Insured:

Relationship of Patient to Insured:

_____ Self     
_____ Spouse


_____ Self    

_____ Spouse

_____ Child    
_____ Other


_____ Child    
             _____ Other

Group Number: ______________

Group Number: _________________

I. D. Number: _______________ 

I. D. Number: __________________ 

The parent, guardian, or next of kin whose signature is attached below does hereby consent to all medical treatment which may be deemed advisable by his or her therapist serving on the medical staff of The Speech Clinic of the Coastal Empire, the intention hereof being to grant authority to administer and perform any treatments and diagnostic procedures which may now or during the course of the patient’s care be deemed advisable or necessary.

I certify that the information given by me in applying for payment under Title XVIII of the Social Security Act, other applicable federal and state acts, or other insurance policies is correct.  I authorize The Speech Clinic of the Coastal Empire, LLC to release any information to any referring agency(s), physician(s), or insurance company(s) or their agent(s), and information needed for this or a related claim.  I request that payment of authorized benefits be made on my behalf directly to The Speech Clinic of the Coastal Empire for any past or future services rendered to me.

_____________________________________________________


_________________

Signature                                                         



Date

_________________________________________

Relationship of Signer to Patient

THIS PROVIDER OF MEDICAL SERVICES IS AN EQUAL OPPORTUNITY EMPLOYER AND DOES NOT DISCRIMINATE IN ITS PROFESSIONAL OR EMPLOYMENT PRACTICES ON THE BASIS OF RACE, CREED, SEX, NATIONAL ORIGIN, AGE OR HANDICAP.

PATIENT ACKNOWLEDGEMENT FORM

Use and Disclosure of Protected Health Information

The Speech Clinic of the Coastal Empire, L.L.C.

· The Speech Clinic of the Coastal Empire, L.L.C.’s “Notice of Privacy Practices” provides information about how we may use and disclose protected health information about you.  Please acknowledge receipt of this office’s “Notice of Privacy Practices” by initialing below:

· Our “Notice of Privacy Practices” states that we reserve the right to change the terms described.  Should this happen, you will receive a revised copy by mail.

· You have the right to request restrictions on how your protected health information may be used or disclosed for treatment, payment, or health care operations.  We are not required to agree to your restrictions, but if we do, we are bound by our agreement with you.
· By signing this form, you consent to our use and disclosure of protected health information about you for treatment, payment, and health operation.  You have the right to revoke this consent, in writing, except where we have already made disclosures in trust on your prior consent.  

I, _____________________________________________

    PATIENT OR PARENT/GUARDIAN (Please Print)

HAVE READ THE COPY OF THE PRIVACY ACT ON THIS CLIPBOARD AND RECEIVED A COPY OF THE SPEECH CLINIC OF THE COASTAL EMPIRE’S NOTICE OF PRIVACY PRACTICES.

________________________________________________         __________________

 SIGNATURE OF PATIENT OR PARENT/GUARDIAN
                     DATE
















THE SPEECH CLINIC OF THE COASTAL EMPIRE, L.L.C

 SHAPE  \* MERGEFORMAT 



AUTHORIZATION FOR RELEASE OF INFORMATION
Date: _______________

Patient’s Name: ____________________________________    Birthdate: _______________

I hereby request and authorize The Speech Clinic of the Coastal Empire to 

___ obtain from:

___ release to:

The following information from my child’s records:

___ Medical Records                                                       

___ Psychiatric/Psychological Evaluations

___ Audiological/Visual Evaluations 

___ Speech/Language Evaluations

___ Diagnosis/Prognosis

___ Educational Evaluations

___ SST Records

___ Consent for Evaluations

___ Eligibility Report

___ Permanent Records/Transcript

___ Other ____________________________________________________________________

Thank You, 

The Speech Clinic of the Coastal Empire

You are hereby authorized to release and/or receive confidential records. These include any available third party records. Any information in the areas above may be released or received. I acknowledge that the granting of consent to release these records is voluntary on my part.

Thank You, 

______________________________________                                 _______________

                   (Parent/Guardian)                                                                   (Date)
Patient Financial Policy for The Speech Clinic of the Coastal Empire, LLC

Patient’s Name: __________________________________________________Date of Birth:__________________________

Person responsible for account if different from patient: ______________________________________________________

Patient agrees to pay for all portions of services due in full at the time services are provided by our office. 

Patient Financial Class Policies:

You are required to present a valid insurance card at the initial visit and as needed throughout your care. 

Commercial Insurance Carriers: We bill most insurance carriers for you if proper paperwork is provided to us.  Any outstanding balances, co-payments and deductibles are due prior to checking in for your appointments.  Since your agreement with your insurance carrier is a private one, we do not routinely research why an insurance carrier has not paid or why it paid less than anticipated for care.  If an insurance carrier has not paid within 60 days of billing, fees are due and payable in full from you.  

Medicare:  Our office is a Medicare participating provider and we will bill Medicare for you.  We will bill your secondary insurances that automatically crossover through CMS (Medicare System).  If your secondary insurance does not crossover it is the patient’s responsibility for filing these claims.  As a courtesy we will mail you a claim form that you can send to your insurance carrier.  Any outstanding balances and deductibles are due prior to your appointments.  Any co-insurance and non-covered services will be due as service is rendered.  

Medicaid:  Our office is a Medicaid participating provider and we will bill Medicaid for you.  This includes Amerigroup.  Any outstanding balances, co-payments and deductibles are due prior to your appointments.  

Worker’s Compensation:  If your visit is work-related, we will need the case number and carrier name prior to your visit in order to bill the worker’s compensation insurance company.  

Tricare: Our office is a Tricare participating provider and we will bill Tricare for you.  Any outstanding balances, co-payments and deductibles are due prior to your appointments.  

Methods of payment: Cash, Personal Check and Patient Financing options for those patients who are credit worthy.  
For returned checks, we assess a $25.00 NSF charge and report to the local district attorney’s office checks that are not paid within 2 weeks of being returned to our office. 

If not paid according to terms the patient or responsible party understands that our office reports to an outside collection agency.  In the event that your account it turned over for collection, the patient or responsible party agrees to pay all additional fees accessed in the collection of the debt.  These fees include collection agency fees and attorney fees.  

The patient/responsible party is ultimately responsible for all fees for services.  I have read, understood and agreed to the above financial policy for payments of professional fees.  

Signature of Patient/Responsible Party___________________________________________________Date:______________

THE SPEECH CLINIC OF THE COASTAL EMPIRE, L.L.C
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Attendance Policy

Thank you for choosing The Speech Clinic of the Coastal Empire. We want to provide the best possible services to all of our patients. We will do our best to schedule appointments that meet your needs. Regular attendance is important to your/your child’s success. We ask that you follow the attendance policies outlined below:


1.
Cancellations: Please call us at least 24 hours in advance to cancel your appointment. We reserve the right to charge a $10 fee if you do not give us 24 hours notice. Insurance will not cover this fee.


2.
Missed Appointments: If you cancel 3 sessions in a row or no-show for 2 sessions in a row, we will put your services on hold until scheduling problems can be worked out.


3.
Late for Appointments: If you are more than 10 minutes late for your appointment, we reserve the right to cancel the appointment and consider it a missed appointment (see policy for missed appointments above). If you are late for 3 or more sessions, we may put your services on hold until scheduling problems can be worked out.


4.
Clinician Cancellations: If your speech-language pathologist is not able to attend your appointment, you will be contacted as soon as possible. Please be sure that our office knows the best way to reach you. Every effort will be made to reschedule your appointment in a timely manner.

	To cancel an appointment, call our office at
	912-712-3999

	or e-mail
	TheSpeechClinicCE@gmail.com


 FORMCHECKBOX 
 I agree to the attendance policies outlined above.

	
	
	

	Print Patient’s Name
	
	Date

	

	Patient or Parent/Guardian Signature
	
	

	
	
	

	Relationship to Patient
	
	


Tell us more……

About your child’s family (names of siblings, what they call grandparents, cousins they are around, pets): _________________________________________________________________________________________________________________________________________________________________________________________________________
About your child’s favorite foods: ______________________________________ ______________________________________________________________________________________________________________________________________
About your child’s favorite places to visit: _______________________________________________________________________________ ___________________________________________________________________
About your child’s interests (toys they play with, favorite cartoon character, etc.): ______________________________________________________________ ___________________________________________________________________
About what motivates your child (stickers, food, games, etc.): ______________ ______________________________________________________________________________________________________________________________________

About the words that your child uses at home (if your child has a vocabulary less than 25 words): ___________________________________________________________________
___________________________________________________________________
About anything you think we should know about your child that will help us get to know him/her better: ___________________________________________

___________________________________________________________________
___________________________________________________________________
Thank you!  We will use this information in developing a working relationship with your child. 
THE SPEECH CLINIC OF THE COASTAL EMPIRE, L.L.C
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130 Stephenson Avenue, Suite 102

Savannah, GA 31405

912 712 3999 / 912 438 6907 (fax)

TheSpeechClinicCE@gmail.com

As the parent of a client, __________________________________ , being served at The Speech Clinic of the Coastal Empire (TSCCE), I hereby authorize The Speech Clinic of the Coastal Empire to the following: 

• I grant TSCCE permission to photograph/video record my child whose name is listed above while involved in activities at TSCCE. 

• I grant TSCCE permission to use any photographs/video footage/voice recordings of my child taken during their activities at TSCCE to be posted on TSCCE’s website, Facebook, Instagram, brochures, flyers or any other publication. (When names are added, only first names will be used.) 

• I understand that I have the right to request, in writing, to have a photo removed from the website, Facebook or Instagram within 30 working days. 

• I understand that all rights, title and interest in the photography or videography obtained belongs to The Speech Clinic of the Coastal Empire and that I will receive no financial compensation for the use of these photos and/or video. The Speech Clinic of the Coastal Empire may edit, copy, alter or revise the photos/video as they see fit. The Speech Clinic of the Coastal Empire will retain control over the use and distribution of the photographs/video.

Name of Parent/Guardian:(please print):___________________________Date:________

Signature of Parent/Guardian: _______________________________________________

Client Name: __________________________________ 

❑ Can ❑ Cannot be photographed, videoed and/or interviewed (check one)

