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Welcome to Andrew Howard Speech Therapy! 
In order to best serve both you and your child, please fill out the case history form below. 
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We ask that you fill out the entire form to the best of your knowledge. Thank you!


Parent/Patient Information:
Patient Name: 
_______________________________________
Patient DOB: 
_______________________________________
Patient Address: 
_______________________________________
_______________________________________
_______________________________________
Parent/Guardian Name: 
_______________________________________
Parent/Guardian Contact Number: 
_______________________________________
Parent/Guardian Address (if different than patient):
________________________________________
________________________________________________________________________________
Parent/ Guardian Name 2: 
________________________________________
Parent Guardians Contact Number 2: 
________________________________________
Parent Guardian Address 2 (if different than patient):





Referral Information:
Were you referred by somebody to our practice? _________
If yes, please provide:
Referral’s name: _________________________
Phone number: ________________________
Address: _______________________________
______________________________________

Insurance Information: 
Patient Insurance Provider: 
_____________________________________
Insurance Card Number: 
_____________________________________
Group Number: 
_____________________________________
Effective Date: 
_____________________________________
If patient is attending school, what school? 
_____________________________________
Address of school (if applicable):
_____________________________________
_____________________________________
_____________________________________


Case History:
1. Cause of Concern Regarding Speech/Language Services: 

_______________________________________________________________________________
2. Has patient ever had a speech evaluation? ________
If yes, when? ________________
What were the results of the evaluation? 

_______________________________________________________________________________
3. Has patient ever had speech therapy? ______________
If yes, what dates? ___________________
What was the focus of speech therapy services? 

_______________________________________________________________________________
4. Does anybody in the patient’s family have a history of speech/language related issues: __________
If yes, who? _________________________________
When did the family member have speech therapy: __________________________________



Developmental Milestones:
At what age, did your child:
1. Sit up by himself/herself: __________
2. Crawl: ___________
3. Walk: _________
4. Babble: __________
5. Say first words: __________
6. Say two/three word phrases: ___________
7. Say sentences: ___________




Medical History:
1. Were there any complications during the prenatal or natal birth period with your child? 
If yes, please explain.
_______________________________________________________________________________
_______________________________________________________________________________
2. Is your child currently taking any medications? ________________

If yes, what medications and why? 
______________________________________________________________________________________________________________________________________________________________
3. Has your child ever had surgery? ___________
If yes, when? ______________
What was the surgery for? _______________________________________________________________________________
4. Does your child currently have a medical diagnosis? 
_______________________________________________________________________________
What doctor made the medical diagnosis? 
_____________________________________________________________
Address of doctor who made the medical diagnosis:

5. Does your child have any issues regarding their vision? If yes, please explain: 
_______________________________________________________________________________
_______________________________________________________________________________
6. Does your child have any issues regarding their hearing? If yes, please explain: 
_______________________________________________________________________________

7. Does your child have any academic concerns? If yes, please explain:

_______________________________________________________________________________
8. Does your child enjoy going to school? _______________________________
9. What are your child’s strengths? 
______________________________________________________________________________________________________________________________________________________________
10. What are your child’s weaknesses?
_______________________________________________________________________________
_______________________________________________________________________________
11. What are your goals with your child’s speech therapy?
______________________________________________________________________________________________________________________________________________________________
12. Is there anything else you would like the speech therapist to know about your child: _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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Andrew Howard Speech Therapy


Welcome to our practice! We hope to provide you with the very best services to address your speech and/or language needs. 

Please note our cancellation policy below:

· 24-hour notice is required for appointment cancellations.
· Andrew Howard Speech Therapy reserves the right to charge you $50 per cancellation with less than 24-hour notice.
· No-shows are billed to the patient at the full session rate ($80)

Please contact the office with any questions or concerns.

I have read and understand the cancellation policy for Andrew Howard Speech Therapy.








_________________________________  			__________________
Signature of parent	/guardian				Date





Insurance

We will submit claims to your insurance company. It is your responsibility to pay any deductible, copayment, coinsurance, or any other balance that is not covered by your plan.

Medicare patients are required by law to pay their annual deductible.
 
We will do everything in our power to help you receive maximum benefits. Please note, though, that the agreement of the insurance company to pay for medical care is a contract between you and your insurance company.


Fees and Payment 

All copayments are due at the end of each visit. 


There will be a late fee of $50 assessed on any balance over 30 days, and an additional $50 for each 30-day period subsequent (i.e., a $50 fee will be assessed on days 31, 61, 91, etc. after the date services were billed).




I have read and understand the above office policies. 




Name of Patient: _______________________________________
Parent/Guardian Name: ________________________________________________

Parent/Guardian Signature: ____________________________________
Date: _____________________________________________



Credit Card Processing Form

This form acknowledges and gives consent to Andrew Howard Speech Therapy to charge my credit card for any outstanding insurance fees. These fees can be related to: deductibles, coinsurance, copayments, and any other services not covered by my insurance company. Andrew Howard Speech Therapy reserves the right to charge me $50 in the event my credit card is declined.





Name on credit card: _____________________________________________
Credit card number: ____________________________________________________
Three-digit code on credit card: ______________________
Zip code: ____________________
[bookmark: _GoBack]Expiration month/year: _______________________







___________________________________________________
Signature and date
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