TALKING WITH TY – PEDIATRIC SPEECH THERAPY

Patient Billing InformationPRIVATE 


Patient Last Name:



First Name:

 

Middle Initial:




Parent’s Name if Child:













Physical Address:





Patient's Social Security #:
     /            /


City:




St:
Zip:



Phone:






Mailing Address:




City:



St:
Zip:




Sex:

Marital Status :

D.O.B.:

/
/

  email:





Medicaid/Denali Kid Care ID#



Responsible Billing Party:













     

If responsible party has different address,

Emergency Contact: 




Phone:



     please list in mailing address

How did you learn about my practice?












Employer:







Employee Type:









Retired




Address:







Employed Full Time











Employed Part Time


City, State, Zip:







Not Employed



Phone:








Student Type:









Student, Full Time


Occupation:







Student, Part Time











Non-Student


 


Insurance #1:





Insured:








Address:





Sex:

Marital Status:






City, State, Zip:




Relationship to patient:






Phone:






Date of Birth:

/
/





Policy Number:




Deductible:








Group Number:




Employer:















City, St, Zip:









Insurance #2:





Insured:








Address:





Sex:

Marital Status:






City, State, Zip:




Relationship to patient:






Phone:






Date of Birth:

/
/





Policy Number:




Deductible:








Group Number:



  
Employer:















City, St, Zip:







Release, Assignment and Statement of Responsibility

I authorize release of any information necessary to process my insurance claims and assign and request payment directly to the provider(s). I understand that I may revoke this consent at anytime in writing to this office. I further understand that I am responsible for payment for all products and services rendered to me or any patient for which I am the guarantor of payment.

Date:



X







(2008 ProdigyMD
03/14/11
Consent to Treatment


By signing below, I give my consent for examination and the performance any tests or procedures needed. If patient is a minor by signing I give consent for examination, tests and procedures for the above minor patient.





By__________________________________________








