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Serving New Hanover, Brunswick and Pender Counties Since 2005
	[bookmark: _GoBack]PATIENT INFORMATION

	NAME: (First) _____________________________(Middle) __________________(Last) ________________________
Date of Birth: ___________________SS# ______________________Phone: (Home)___________________________
Address: (Street)_________________________________________________________________________________
(City)________________________________________ (State) _____________________(Zip) ___________________
Name of School/Daycare: _________________________________________ (Please provide copy of IEP if applicable)

	PARENT/GUARDIAN INFORMATION

	NAME: (First) _____________________________(Middle) __________________(Last) ________________________
Date of Birth: ___________________SS# ______________________Phone: (Cell)_____________________________
Address: (Street)_________________________________________________________________________________
(City)________________________________________ (State) _____________________(Zip) ___________________
Employer: ___________________________________Occupation: ________________Phone: ___________________
Email:__________________________________________________________________________________________

	NAME: (First) _____________________________(Middle) __________________(Last) ________________________
Date of Birth: ___________________SS# ______________________Phone: (Cell)_____________________________
Address: (Street)_________________________________________________________________________________
(City)________________________________________ (State) _____________________(Zip) ___________________
Employer: _______________________________Occupation: ____________________Phone: ___________________

	PRIMARY CARE PHYSICIAN

	PRACTICE GROUP NAME: ____________________________________PHYSICIAN: _____________________________
Address: __________________________________Zip: _______________Phone: _____________________________

	PRIMARY INSURANCE

	Name, address, phone number of Insurance Company:  ________________________________________________________________________________________________
Name of Insured: _________________________________________ Relationship to Patient: ____________________
Patient ID Number: ________________________________________ Group Number: __________________________
Employer Name: __________________________________________ Employer Phone: _________________________
*Please have your insurance cared ready so we may make a copy.  Thank you.

	SECONDARY INSURANCE

	Name, address, phone number of Insurance Company:  ________________________________________________________________________________________________
Name of Insured: _________________________________________ Relationship to Patient: ____________________
Patient ID Number: ________________________________________ Group Number: __________________________
Employer Name: __________________________________________ Employer Phone: _________________________
*Please have your insurance cared ready so we may make a copy.  Thank you.

	AUTHORIZATION TO RELEASE INFORMATION/PAYMENT OF INSURANCE BENEFITS: I hereby authorize Wilmington Speech Associates, P.C. to furnish my insurance carrier any information acquired during the course of my evaluation or treatment necessary to complete my insurance forms.  Also, I hereby assign to Wilmington Speech Associates, P.C. all payments for services rendered.  In the event that my insurance company does not pay for services rendered, I understand that I am fully responsible for all payments due.
Signature: __________________________________________ Relationship to Patient: __________________________ Date: ______________
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