
	  

 

 

Therapeutic	  Speech	  and	  Language	  Services,	  Inc.	   
(P)	  404.932.0696	  	  	  	  	  	  (F)	  404.973.0756 

TherapeuticSLS@gmail.com 
TherapeuticSLS.com 

Registration	  Form	  for	  Speech/Language	  Services	  

Today’s	  Date:	  _________________	  	  	  Child’s	  Date	  of	  Birth:	  _____________	  Male______Female	  ________	  

Child’s	  Full	  Name:	  _______________________________________________________________________	  

Parent/Guardian’sName:__________________________________________________________________	  

Address:	  ________________________________________________________________________________	  

Home	  Phone	  #:	  _________________Cell	  Phone	  #:	  _________________Work	  Phone	  #_________________	  

Email	  Address:	  ___________________________________________________________________________	  

Pediatrician’s	  Name:	  ________________________Pediatrician’s	  Phone:___________________________	  

Day	  Care	  Name:_________________________________	  Day	  Care	  Phone:_________________________	  

Day	  Care	  Address:	  _____________________________Days	  at	  Day	  Care	  (circle):	  	  	  M	  	  	  T	  	  	  W	  	  	  TH	  	  	  F	  	  	  S	  	  	  Sun	  	  

Day	  Care	  drop	  off	  time:___________	  Day	  Care	  pick	  up	  time:___________	  

Consent	  to	  treatment	  and	  authorization	  to	  release	  information	  and	  assignment	  of	  benefits	  

I	  hereby	  authorize	  the	  staff	  of	  Therapeutic	  Speech	  and	  Language	  Services,	  Inc./	  Sarah	  Hay,	  PhD	  CCC-‐SLP	  to	  perform	  such	  
evaluative	  and	  therapeutic	  procedures	  as	  they	  may	  deem	  necessary	  or	  advisable	  from	  time	  to	  time.	  I	  further	  authorize	  
Therapeutic	  Speech	  and	  Language	  Services,	  Inc./	  Sarah	  Hay,	  PhD	  CCC-‐SLP	  to	  release	  any	  appropriate	  evaluative	  and/or	  
therapeutic	  treatment	  information	  to	  the	  center’s	  therapeutic	  and	  consultative	  team,	  and/or	  third	  party	  payers	  
(Medicaid,	  Peach	  State,	  and	  Amerigroup	  or	  private	  insurance	  companies	  when	  needed	  for	  reimbursement	  purposes).	  I	  
give	  my	  permission	  for	  my	  child’s	  private	  information	  to	  be	  emailed	  through	  a	  non-‐secure	  email,	  and	  for	  therapists	  to	  
text	  sensitive	  information	  about	  my	  child	  through	  mobile	  devices.	  I	  agree	  to	  be	  personally	  responsible	  for	  any	  charges	  to	  
my	  account.	  	  

	  

____________________	  	  	  	  	  ____________	  _____________	  	  	  	  	  	  	  ____________________	  	  	  	  	  	  _______________	  

Print	  Name	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Signature	   	   	  	  	  	  	  	  	  	  	  	  Relationship	  to	  Client	  	  	  	  	  	  	  Date	  



Insurance	  Information	  
We	  only	  take	  the	  following	  insurances:	  (Medicaid,	  Peach	  State,	  Amerigroup,	  CareSource,	  and	  Ambetter)	  

	  
Primary	  Insurance	  Company:______________________________Member	  ID/Medicaid	  #:	  ___________________	  
	  
Policy	  Number:	  ____________________	  Deductible:	  ______________	  	  CO-‐Payment:________________________	  
	  
Secondary	  Insurance	  Company	  (if	  applicable):________________________________________________________	  
	  

Assignment	  of	  Insurance	  Benefits	  and	  Release	  Information	  
	  

Policy	  Holder	  CHECK	  ONE	  of	  the	  following	  below	  and	  sign	  below:	  	  
	  
_______	  	  I	  hereby	  authorize	  and	  direct	  my	  insurance	  company	  to	  pay	  directly	  to	  Therapeutic	  Speech	  and	  Language	  Service,	  Inc.	  
and/or	  Sarah	  Hay	  PhD	  	  CCC-‐SLP	  any	  insurance	  benefit	  otherwise	  payable	  to	  me.	  	  I	  further	  authorize	  and	  direct	  Therapeutic	  Speech	  
and	  Language	  Services,	  Inc	  and/or	  Sarah	  Hay	  PhD	  CCC-‐SLP	  to	  release	  all	  information	  with	  respect	  to	  me	  or	  any	  of	  my	  dependents	  
that	  may	  have	  bearing	  on	  the	  benefits	  payable	  under	  the	  above	  stated	  insurance	  plan	  providing	  benefits	  or	  services.	  I	  understand	  
that	  I	  am	  financially	  responsible	  to	  Therapeutic	  Speech	  and	  Language	  Services,	  Inc	  and/or	  Sarah	  Hay	  PhD	  CCC-‐SLP	  for	  any	  charges	  
not	  paid	  by	  my	  insurance.	  	  
	  
_______	  	  I	  elect	  not	  to	  assign	  benefits	  to	  Therapeutic	  Speech	  and	  Language	  Services,	  Inc/Sarah	  Hay	  PhD	  CCC-‐SLP	  at	  this	  time.	  I	  
understand	  that	  I	  may	  request	  to	  do	  so	  at	  a	  later	  date.	  I	  further	  understand	  that	  I	  am	  directly	  responsible	  to	  Therapeutic	  Speech	  and	  
Language	  Services,	  Inc.	  and/or	  Sarah	  Hay	  PhD	  CCC-‐SLP	  for	  the	  full	  charge	  of	  services.	  	  
	  
	  
_____________________	  	  	  	  	  ____________	  _____________	  	  	  	  	  	  	  ____________________	  	  	  	  	  	  _________	  

Print	  Name	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Signature	   	   	  	  	  	  	  	  	  	  	  	  Relationship	  to	  Client	  	  	  	  	  	  	  Date	  
	  

Parental	  concerns	  in	  the	  area	  of	  Speech/Language	  (following	  directions,	  grades	  held	  back,	  reading	  
difficulties,	  trouble	  understanding	  child,	  etc):	  __________________________________________________	  

_________________________________________________________________________________________	  

Please	  list	  any	  significant	  medical	  or	  developmental	  information	  (surgeries,	  delivery	  complications,	  
diagnoses,	  head	  injuries,	  hospitalizations,	  etc):	  
__________________________________________________________________________________________
__________________________________________________________________________________________	  

Does	  your	  child	  have	  a	  current	  IEP	  or	  IFSP:	  yes	  or	  no	  

Has	  your	  child	  had	  speech	  therapy	  previously?	  If	  so,	  what	  company,	  when	  and	  for	  how	  long?_____________	  

__________________________________________________________________________________________	  

Ages	  for:	  	  	  	  	  1st	  words:	  ________	  two-‐word	  combinations:__________	  three-‐word	  combinations:__________	  

crawling:_______First	  steps:________	  potty	  trained:_______	  



THERAPEUTIC	  SPEECH	  AND	  LANGUAGE	  SERVICES,	  INC.	  
NOTICE	  OF	  PRIVACY	  PRACTICES	  

THIS	  NOTICE	  DESCRIBES	  HOW	  MEDICAL	  INFORMATION	  ABOUT	  YOU	  MAY	  BE	  USED	  AND	  DISCLOSED	  AND	  HOW	  YOU	  
CAN	  GET	  ACCESS	  TO	  THIS	  INFORMATION.	  	  PLEASE	  REVIEW	  IT	  CAREFULLY.	  

The	  Health	  Insurance	  Portability	  &	  Accountability	  Act	  of	  1996	  (HIPA)	  requires	  all	  health	  care	  records	  and	  other	  
individually	  identifiable	  health	  information	  (projected	  health	  information:	  PHI)	  used	  or	  disclosed	  to	  us	  in	  any	  form,	  
whether	  electronically,	  on	  paper,	  or	  orally,	  be	  kept	  confidential.	  	  Without	  specific	  written	  authorization,	  we	  are	  
permitted	  to	  	  

• use	  and	  disclose	  your	  health	  care	  records	  for	  the	  purpose	  of	  treatment,	  payment	  and	  health	  care	  operations.	  
• Treatment	  means	  providing,	  coordinating,	  or	  managing	  health	  care	  and	  related	  services	  by	  one	  or	  more	  health	  

care	  provides.	  	  Examples	  of	  treatment	  would	  include	  therapy,	  evaluations,	  and	  parent	  education.	  
• Payment	  means	  such	  activities	  as	  obtaining	  reimbursement	  for	  services,	  confirming	  coverage,	  billing	  or	  

collection	  activities,	  and	  utilization.	  	  An	  example	  of	  this	  would	  be	  billing	  your	  insurance	  plan	  for	  your	  services.	  
• Health	  Care	  Operations	  include	  the	  business	  aspects	  of	  running	  our	  practice,	  such	  as	  conducting	  quality	  

assessment	  and	  improvement	  of	  activities,	  auditing	  functions,	  cost-‐management	  analysis,	  and	  customer	  service.	  	  	  
In	  addition,	  your	  PHI	  may	  be	  used	  to	  remind	  you	  of	  an	  appointment	  (by	  phone,	  email,	  or	  mail)	  or	  provide	  you	  with	  
information	  about	  treatment	  options	  and	  other	  health-‐related	  services	  including	  release	  of	  information	  to	  friends	  and	  
family	  members	  that	  are	  involved	  in	  your	  child’s	  care.	  	  We	  will	  use	  and	  disclose	  your	  PHI	  when	  we	  are	  required	  to	  do	  so	  
by	  federal,	  state	  and	  local	  law.	  	  We	  may	  disclose	  your	  PHI	  to	  public	  health	  authorities	  that	  are	  authorized	  by	  law	  to	  
collect	  information,	  to	  a	  health	  oversight	  agency	  for	  activities	  authorized	  by	  law	  included	  but	  not	  limited	  to	  response	  to	  
a	  court	  or	  administrative	  order,	  if	  you	  are	  involved	  in	  a	  lawsuit	  or	  similar	  proceeding,	  response	  to	  a	  discovery	  request,	  
subpoena,	  or	  other	  lawful	  process	  by	  another	  party	  involved	  in	  the	  dispute,	  but	  only	  if	  we	  have	  made	  an	  effort	  to	  inform	  
you	  of	  the	  request	  or	  to	  obtain	  an	  order	  protecting	  the	  information	  the	  party	  has	  requested.	  	  We	  will	  release	  you	  PHI	  if	  
requested	  by	  a	  law	  enforcement	  official	  for	  any	  circumstance	  requested	  by	  law.	  	  Any	  other	  uses	  and	  disclosures	  will	  be	  
made	  only	  with	  your	  written	  authorization.	  	  You	  may	  revoke	  such	  authorization	  in	  writing	  and	  we	  are	  required	  to	  abide	  
by	  that	  written	  request,	  except	  to	  the	  extent	  that	  we	  have	  already	  taken	  actions	  relying	  on	  your	  authorization.	  You	  have	  
certain	  rights	  in	  regards	  to	  your	  PHI,	  which	  you	  can	  exercise	  by	  presenting	  a	  written	  request	  to	  our	  Privacy	  Officer	  at	  the	  
practice	  address	  listed	  below:	  

• The	  right	  to	  request	  restrictions	  on	  certain	  used	  and	  disclosures	  of	  PHI,	  including	  those	  related	  to	  disclosures	  
to	  family	  members,	  other	  relatives,	  close	  personal	  friends,	  or	  any	  other	  person	  identified	  by	  you.	  	  We	  are,	  
however,	  not	  required	  to	  agree	  to	  a	  requested	  restriction.	  	  If	  we	  do	  agree	  to	  a	  restriction,	  we	  must	  abide	  by	  
it	  unless	  you	  agree	  in	  writing	  to	  remove	  it.	  

• The	  right	  to	  request	  to	  receive	  confidential	  communication	  of	  PHI	  from	  us	  by	  alternative	  means	  or	  
alternative	  locations.	  

• The	  right	  to	  access,	  inspect	  and	  copy	  your	  PHI,	  amend	  your	  PHI.	  
• The	  right	  to	  receive	  an	  accounting	  of	  disclosure	  of	  PHI	  outside	  of	  treatment,	  payment	  and	  health	  care	  

operations.	  
• The	  right	  to	  obtain	  a	  paper	  copy	  of	  this	  notice	  from	  us	  upon	  request.	  

We	  are	  required	  by	  law	  to	  maintain	  the	  privacy	  of	  your	  PHI	  and	  to	  provide	  you	  with	  notice	  of	  our	  legal	  duties	  and	  privacy	  
practices	  with	  respect	  to	  PHI.	  We	  are	  required	  to	  abide	  by	  the	  terms	  of	  the	  Notice	  of	  Privacy	  Practices	  currently	  in	  effect.	  	  
We	  reserve	  the	  right	  to	  change	  the	  terms	  of	  out	  Notice	  of	  Privacy	  Practice	  and	  to	  make	  the	  new	  notice	  provisions	  
effective	  for	  all	  PHI	  that	  we	  maintain.	  	  You	  have	  the	  right	  to	  file	  a	  formal	  complaint	  with	  us	  please	  call:	  404-‐625-‐1421,	  in	  
the	  event	  you	  feel	  your	  privacy	  rights	  have	  been	  violated.	  	  Or,	  you	  may	  call	  the	  U.S.	  Department	  of	  Health	  and	  Human	  
Services	  at:	  (877)696-‐6775.	  We	  will	  not	  retaliate	  if	  you	  file	  a	  complaint.	  

	  

Sign:_______________________________________Date_________________________	  

	  

	  



	  


