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Grow and Learn Therapy Services, Inc.

Pediatric Speech Language Therapy Services

(773) 792-8442     susan@growandlearnspeech.com

	Patient Information:

	Name:
	

	Birthdate:
	

	Address:
	

	Home Phone:
	

	Pediatrician Name and  Number:
	

	Referred by:
	

	

	Responsible Party Information:

	
	Mom
	Dad
	Caregiver (if coming to appt.)

	Name:
	
	
	

	Cell #:
	
	
	

	Work #:
	
	
	

	Employer:
	
	
	N/A

	Occupation:
	
	
	N/A

	Email:
	
	
	N/A

	Primary Contact Number/Method:

	

	Insurance Information:

	Primary Insurance Company:
	

	Insurance Address and Phone:
	

	Primary Insured Name:
	

	Primary Insured Birth Date:
	

	Insurance ID# and Group#:
	ID:                                                      Group:

	Secondary Insurance Company:
	

	Insurance Address and Phone:
	

	Insurance ID# and Group#
	ID:                                                      Group:

	I hereby give lifetime authorization for payment of insurance benefits to be made directly to Susan Pope, Grow and Learn Speech Therapy Services, Inc, and any assisting therapists for services rendered.  I understand that I am financially responsible for all charges whether they are covered by insurance or not.  In the event of default, I agree to pay all costs of collection, and reasonable attorney fees.  I hereby authorize the release of any information necessary to secure the payment of benefits and also authorize the release of any confidential patient information to assist in treatment.  I further agree that a photocopy of this agreement shall be as valid as the original:

	Signature:
	Date:


	Printed Name and Relationship to Patient:
	


Please return with a legible copy of your insurance card (front and back).
6776 N. Northwest Highway, Unit C, Chicago, IL 60631

(01/09)
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