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Speech Discovery for Kids
@ Lake Norman Children’s Therapy

Northcross Business Campus
9835 Northcross Center Court, Suite B
Huntersville, NC 28078
704-896-8688


New Client Information
Child Information

Child’s Name: ____________________________________________
Gender:  ___________________ 
Birth Date:  ___________________   Age:  _______   School:  ___________________________________
Home Address:  _________________________ City:  ____________ State: _________ Zip: ___________
Pediatrician/Primary Care Physician: __________________________ Phone: _______________________
Name of Pediatrician/Primary Care Physician’s practice: ________________________________________
Parent/Guardian Information

Mother/Guardian:  _______________________________________________________________________   
 
DOB:  _________________
Home Phone:  _________________
Cell:  ____________________________

Employer:  ___________________________________________
Work Phone: ______________________
Parent’s Email:  _________________________________________________________________________
Father/Guardian:  ________________________________________________________________________  
 

DOB:  _________________
Home Phone:  _________________
Cell:  _____________________________
Employer:  ___________________________________________
Work Phone:  ______________________
Emergency Contact Information
In the event of an emergency, parents/guardian listed above will be contacted.  If they are unable to be reached, please list whom we may contact:

Name:  ____________________________ Phone:  _______________________Cell:  ______________

Name:  ____________________________ Phone:  _______________________Cell:  ______________

Whom may we thank for referring you to us?  ________________________________________________
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Payment and Insurance Information
Child’s Name: __________________________



Date of Birth: _______________________

Payments for Service
Payment for service is important in any professional relationship. Payment (and/or co-pay) for your child’s therapy will be expected at the time of service. We are able to accept cash, check, and credit or debit cards as your payment options. Meeting this financial responsibility is one way to demonstrate your commitment to your child’s therapy. For out-of-office visits we strongly encourage you to allow us to keep payment information on file so your child’s therapy does not have to be interrupted due to laps in receiving payment. 
Insurance
Speech Discovery for Kids, Inc. is an in-network provider for Aetna, Medicaid, and the Mecklenburg County Child Development Center. Co-pays will be expected at the time of your child’s service. It will be the family’s responsibility to pay 100% of any deductible you have. If payment for claims is not received after 60 days from the date of service, the remaining balance is then considered the family’s responsibility. If your insurance changes or is terminated, whether your provider is Aetna or Medicaid, payment will then be the responsibility of the patient. 

Speech Discovery for Kids, Inc. is an out-of-network provider for Blue Cross Blue Shield insurance plans as well as other insurance companies. We ask for full payment of your therapy at the time of service. Upon your request, we will be happy to provide you statements to submit to your insurance company monthly for services that are out of network. As a small practice it is impossible for us to keep up with the ever changing insurance policies and benefits. It is your responsibility to understand the benefits of your insurance plan and imperative that you contact your insurance company to research your plan.  We are unable to hold therapy times open while you research your insurance benefits or seek approval for services. As soon as confirmation of your benefits is received please call us and we will be happy to reserve your appointment.
In caring for your child certain services may be performed that are considered non-covered by your insurance company. Payment for non-covered services is considered the responsibility of the patient.

In Home/School Therapy Sessions

Consideration for providing out-of-office services is dependent on location of the family’s home and scheduling availability. The fee for out-of-office service in the Huntersville/Cornelius area is an additional $10 per visit. The fee for out-of-office service in the Charlotte area is an additional $15 per visit. The fee for services within the school is $4. Fees for out-of-office visits are non-covered by insurance companies whether in-network or out-of-network and are considered the responsibility of the patient.  

Credit Cards

Credit card information is kept on file in case of emergencies and for convenience. All information is kept confidential. Speech Discovery for Kids, Inc. uses PayPal as a secure and confidential way to run credit cards. We accept Master Card, Visa, American Express, and Discover. 
I, _____________________________________, authorize Speech Discovery for Kids to use the following method of payment of services:

_____ Credit 
_____ Debit 
Card Type: __________________________

Name as it appears on card: ______________________________________

Card Number: _________________________________________________

Expiration: ______________
3 Digit Security Code: _________________

________________________________________________



______________________

Signature









Date

Speech Discovery for Kids will only use this form of payment when instructed by the patient and/or for reasons stated in previous paragraph. The information provided above, by the patient, will be kept confidential.

Please sign below to indicate receipt and understanding of the information stated above.

____________________________________ 
_____________

Parent or Guardian



Date
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Speech Discovery for Kids
@ Lake Norman Children’s Therapy

Northcross Business Campus
9835 Northcross Center Court, Suite B

Huntersville, NC 28078
704-896-8688

Child’s Name: __________________________________


Date of Birth: ___________________________

Due to the high volume of patients needing pediatric specialty services and the importance of attending all scheduled visits, Speech Discovery for Kids has established the following guidelines regarding cancelled, no showed and late appointments. These policies apply to only Speech Discovery for Kids.

Cancel/No Show Policy

1. Patients/guarantors must notify Speech Discovery for Kids at 704-896-8688 ext. 203 within 24 hours of their scheduled appointment if they need to cancel an appointment. This allows the clinic to schedule another patient in that time slot. 
2. Patients/guarantors who do not call within 24 hours of their scheduled appointment and/or fail to show up for a scheduled appointment will be considered a “no show.”
3. Patients/guarantors with 2 or more “no show” appointments within a 12 month period will receive a certified letter in the mail, informing them of their discharge from the clinic due to excessive “no shows.”
4. Appointments cancelled with less than 24 hours notice are subject to a $25 cancellation fee. 
5. Client’s who “no show” for their appointment are subject to pay the full session fee. 
Late Policy

1. Patients who arrive at Speech Discovery for Kids more than 10 minutes after their scheduled appointment time will be considered late.
2. Depending on the volume of patients scheduled, late appointments may be rescheduled for another date/time or patients may receive a shortened visit with his or her provider.
Cancellation/Missed Appointments:
Speech Discovery for Kids, Inc. requires a 24 hour notice on all cancellations.  Missed appointments without notice will be charged the full session fee.  Appointments cancelled with less than 24 hour notice will be charged a cancellation policy of $25. If more than two therapy sessions are missed, your therapy appointment may no longer be held for you.  Exceptions will be made for special circumstances.  For vacations, one week notice is appreciated.  

Please Initial:  ________________

Payments:  

All payments, including co-pays, travel fees, and non-covered services are required at time of service.  Please make any checks payable to Speech Discovery for Kids, Inc.  

Please Initial:  ________________

Out of Office Visits:  

Out of office services are dependant of family’s location and scheduling availability.  There is an additional fee for all private out-of-office visits. The fee for the Charlotte area is $15, the fee for the Huntersville/Cornelius area is $10, and the fee for in a school location is $4. 

Please initial:  _______________

Returned Checks:  There is a $35 fee for returned checks:  

Please initial:  _______________

By signing below, you acknowledge the following:

· I will inform Speech Discovery for Kids of any changes in insurance, otherwise I am responsible for all non-covered services.

· Payment is required at time of service.

· I am responsible for all collections, court and attorney fees in collection of these fees.

· A cancellation fee will be billed to me if I miss or cancel an appointment without notice or with less than 24 hours notice.

________________________________

_________________________________
___________________
Parent/Guardian Name (please print)

Signature




Date
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Speech Discovery for Kids
@ Lake Norman Children’s Therapy

Northcross Business Campus
9835 Northcross Center Court, Suite B

Huntersville, NC 28078
704-896-8688

Case History Information

Child Information
Client Name: __________________________ Sex: _______ Birth Date: __________ Age: __________

Person completing this form: ___________________________________________________________

Today’s Date: ____________

Describe your primary concerns regarding your child’s speech and language: ___________________________________________________________________________________
___________________________________________________________________________________

Prenatal and Birth History
Was your pregnancy full term? Y or N         Number of weeks? ________

Were there complications? ____________________________________________________________
Was the mother prescribed any medications during your pregnancy? ___________________________
Was your child delivered vaginally or by C-Section? ________________________________________
Child’s birth weight: _____________ 

Were there any complications following your child’s birth? ___________________________________
___________________________________________________________________________________

          Developmental History
Please describe your child as an infant as best you can.

Was your child quiet, fussy, passive, active, etc.? ___________________________________________

When did your child:

Crawl ______




Sit-up _______

Walk _______




Say first word ______

Eat table food______



Combine 2 or more words______

Drink from a cup ________


Speak in Sentences_______

Feed self with a spoon _______

Give up pacifier/thumb _______

Bowel/Bladder control (day) _______  (night) ______


Sleep through the night ________
Please describe your child’s sleep patterns.  ____________________________________________________

What time does your child go to bed? ____________

Does your child nap?  _______  If yes, what time and for how long?  _________________________________

Does your child wake in the night? ________  If yes, how many times? _____________________________

What time does your child get up in the morning?  _____________

Please describe your child’s eating habits.  ____________________________________________________

Does your child refuse certain foods?  ________________________________________________________

Is your child refuse certain textures of foods? (i.e. smooth, crunchy, or soft)?  _________________________

_______________________________________________________________________________________

Does your child ever spit out food or gag?  _____________________________________________________

Does your child chew up food and then spit it out? _______________________________________________

Does your child ever overstuff their mouth?  ____________________________________________________
 Speech and Language History
Has your child had prior speech or language therapy? _________________
Has your child’s speech and language ever been evaluated? ____________

If so when and by whom? ___________________________________________________________________

What were the results? _______________________________________________________________________
Please explain your primary concerns with your child’s speech and language development. Please be specific: _______________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________

Hearing
Has your child’s hearing ever been screened or evaluated? Y or N 

If so, when and by whom? ____________________________________________________________________

What were the results? _______________________________________________________________________

At times do you feel your child does not hear you? Y or N  Does your child ever seem to “space out”? Y or N
Please Explain: ________________________________________________________________________________________
________________________________________________________________________________________

Have your child’s teacher ever given you feedback on your child’s understanding of directions at school?

If yes, please explain:  _____________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Has your child had ear infections? Y or N    How many or how often? _______________
Has your child received medication for ear infections? Y or N
Is your child currently taking any medications?

What? ______________ How often? _______________ How much longer? __________
Is your child currently taking any supplements or vitamins?___________________________________
Does your child have tubes?  Y or N                         One or both ears?  _______________
Is your child followed by an Ear, Nose and Throat doctor? Y or N

Physicians Name:  ____________________  Practice:  ________________ Phone:  ___________________

Medical History
Pediatrician/Primary Care Physician:  ____________________________________

Phone: ________________________

Has your child had any major illnesses or hospitalizations? Y or N

Please explain? _______________________________________________________________________________________

Is your child being followed by any other doctors?  ____________  If Yes, for what:  _____________________

Has your child received any diagnoses from your pediatrician?  _____________________________________

If yes, what diagnoses?  ____________________________________________________________________

________________________________________________________________________________________

What types of medications has your child received for illnesses?  ____________________________________

Has your child ever been diagnosed with reflux? _______________

Has your child ever been diagnosed with irritable bowels?  ______________

Family History
Is your child the oldest, youngest, middle child? ______________________________
Please list all other persons living in your home:
Name 




Age


Relationship to Child

________________________________________________________________________________________

________________________________________________________________________________________
________________________________________________________________________________________


________________________________________________________________________________________

Has anyone in your immediate or extended family ever received services for any speech or learning issues? 

Y or N
If so whom? What was the concern? When did they receive services? ________________________________________________________________________________________

________________________________________________________________________________________

Is there separation for divorce in your family?    Yes

No

When: ____________________________________________

Social History

Does your child make friends easily?  _____________  Does your child have any friends?  ______________

Does your child play with other kids or beside others?  ___________________________________

Please describe your child’s interactions with other children:  ______________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Please describe your child’s interactions with adults:  ____________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Does your child ever refuse to participate or refuse to talk in unfamiliar environments or with new people? _______________________________________________________________________________________
Does your child ever seem to miss social cues from peers or adults? If yes, please explain… _______________________________________________________________________________________
Does your child seem to have frequent temper outbursts? Please explain… _______________________________________________________________________________________
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AUTHORIZATION TO DISCLOSE INFORMATION
Patient:

Last Name:
_______________________ First Name: ________________ DOB:  _________

Address:











_____

City:

_________________________________ State:  ____ Zip:  _________________

I, _________________________, hereby authorize Speech Discovery for Kids, (704)896-8688
9835 Northcross Center Court, Suite B, Huntersville, NC 28078, to disclose and exchange specific health information from the records (written and electronic) of the above named child to/from:

(Recipient(s) name/address/phone/fax) (School/Physician/Insurance/Other Health Professionals) ______________________________________________________________________________________________________________________________________________________Phone:_________________________________    
Fax: ____________________________
Information to be disclosed/exchanged:


I understand that my name, date of birth, address, age, gender, phone number, and other demographic and insurance information will be included in any release of health or billing information.

( Educational

( Diagnostic


( Progress/Office Notes

( Consultation 
( Personal History

( Treatment

( Other (Specify):___________________________________________________________________

Method of Disclosure:

( In-person
( Paper copies picked up
( Paper copies mailed
(Other (Including Fax)

Why is this information being disclosed?:

( Continuing Treatment

( Insurance

( Legal Investigation

( At the Request of Patient
( Other (Specify):______________________________________

Important Information for Patient/Patient Representative:

1.  
I understand that the person or organization that gets the information may not be a healthcare provider or health plan covered by federal privacy rules.  This person or organization may also disclose the information that I have asked to be released.  If this occurs I may no longer have any privacy protection.

2.
I understand that I may refuse to sign this authorization.  My refusal to sign will not change my ability to get treatment, payment for treatment or eligibility for benefits.  I may inspect or copy any information that has been either used or disclosed under this authorization.  

3.
I understand that I have the right to change my mind.  I may revoke this authorization at any time by submitting a written request to the Director of the facility where I am sending the Authorization.  I understand that I cannot revoke my authorization to the extent the office of Speech Discovery for Kids has relied upon it.  

I HAVE READ AND UNDERSTAND THIS INFORMATION.  I HAVE RECEIVED A COPY OF THIS FORM AND I AM THE PATIENT OR AM AUTHOURIZED TO ACT ON BEHALF OF THE PATIENT.

Signature of Patient/Patient Representative:  





  Date:


THIS AUTORIZATION EXPIRES 1 YEAR AFTER THE DATE OF SIGNATURE.

Legal Authority is:
(  Parent of Minor

(  Guardian

(  Attorney in Fact

Patient is:

(  Minor

Health Information Released by:      ___________________.        ________ Date:
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Speech Discovery for Kids
@ Lake Norman Children’s Therapy

Northcross Business Campus
9835 Northcross Center Court, Suite B

Huntersville, NC 28078
704-896-8688

Privacy and Confidentiality

All information received and therapies performed are considered private and confidential. This information may not be discussed or released, by any individual within this office without your written consent. A release giving permission to share information regarding your services will be provided, in the event information needs to be shared with another professional (i.e. pediatrician, teacher, and other therapists).

As these roles and expectations have been defined, your child’s success will be influenced by consistency. The parents carry over of strategies used in the therapy session to the home will be vital to the rate of progress seen in your child. The consistency in attendance to therapy will also greatly influence your child’s progress. With all the members of your child’s “team” working together toward the same goal, we will maximize your child’s progress and confidence. 

Consent to treat a minor: 

As parent or legal guardian of ________________________ I authorize his/her evaluation and treatment. I have the right to request information concerning the above minor’s evaluation and treatment. 

Parent/Legal Guardian Name: _____________________

Parent/Guardian Signature:  _______________________

Date: ______________________

Consent to participate in treatment in a natural environment
__________________________ has my permission to participate in therapy/activities/sessions in natural environment settings during speech therapy sessions. I understand that this includes the presence of a wide variety of people including other children, siblings, parents, co-workers, volunteers, students, and other community members. In addition to the natural play environments on location; my child may participate in therapy in the home, school, and community to maximize carryover of functional skills. 

Parent/Legal Guardian Signature: _______________________ Date: _____________
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