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WELCOME TO OUR PRACTICE!
Welcome to our practice at Phenix Speech and Language Services, Inc. It will be our honor to help you meet your therapy needs in the shortest time possible. Our therapy journey will be one of cooperation, open communication, and mutual respect. We want your attendance here to be pleasant as well as beneficial to you or your family member’s development. To help in that process, provided below is basic information related to: therapy, billing, attendance, etc. If you have any questions, please do not hesitate to ask. 

Our Services:
Speech Therapy Evaluation and Treatment of:
Articulation, Language, Voice, and Fluency
Developmental Speech/Language Delays
Swallowing/Dysphagia (Vital Stimulation Certified)
Oral Motor Dysfunction (Beckham Oral Motor Program Certified)
TBI/Stroke/Cognitive Rehabilitation
Dementia Management
Accent Reduction
Memory & Attention (Interactive Metronome)

Certified Autism Center (IBCCES)
Speech Language Pathologists and Advanced Certified Autism Specialists licensed in Alabama and Georgia
[bookmark: _GoBack]Insurances Accepted: Alabama Medicaid, Georgia Medicaid, Tricare, United Healthcare, Optum, Aetna, BCBS of Alabama and BCBS of Georgia, Medicare. The patient’s share is expected at the time services are rendered.  
Hours of Operation: Mondays- Fridays: 9:00 A.M.- 5:00 P.M.
The Office will be closed on the following holidays: New Year’s Day, Memorial Day, Fourth of July, Thanksgiving, Christmas Eve, and Christmas Day. 
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HIPAA Notice of Privacy Practices Statement
· How We Collect Information About You: Phenix Speech and Language Services, Inc., its employees and volunteers collect data through a variety of means including, but not necessarily limited to: letters, phone calls, emails, voicemails, and from the submission of applications that is either required by law, or necessary to process applications or other request for assistance through our organization.
· What We Do Not Do with Your Information: Information about your financial situation and medical conditions and care that you provide to us in writing, via email, on the phone (including information left on voicemails), contained in or attached to applications, or directly or indirectly given to us, is held in strictest confidence.
· We do not give out, exchange, barter, and rent, sell, lend, or disseminate any information about applicants or clients who receive our services that is considered patient confidential, is restricted by law, or has been specifically restricted by a patient/client in a signed HIPPA consent form.
· How We Do Use Your Information: Information is only used as is reasonably necessary to process your application or to provide you with speech therapy services which may require communication between Phenix Speech and Language Services, Inc. and health care providers, and insurance companies to obtain medical or insurance information. 
· Limited Right to Use Non-Identifying Personal Information from Biographies, Letters, Notes, and Other Sources: Any pictures, stories, letters, biographies, correspondence, or thank you notes sent to us become the exclusive property of Phenix Speech and Language Services, Inc. We reserve the right to use non-identifying information about our clients (those who receive services or goods from or through us) for promotional purposes that are directly related to our mission.
· Clients will not be compensated for use of this information and no identifying information (photos, addresses, phone numbers, contact information, last names or uniquely identifiable names) will be used without the client’s express advanced permission.
· You may specifically request that NO information be used whatsoever for promotional purposes, but you must identify any requested restrictions in writing. We respect your right to privacy and assure you no identifying information or photos that you send to us will ever be publicly used without your direct or indirect consent.
· RECORDS POLICY All records are confidential.  No information will be released without the consent of the client or the person legally responsible for the client. 
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HISTORY QUESTIONNAIRE-CHILD			Today’s Date_______________	 
NAME OF CHILD					GENDER				DATE OF BIRTH	 
_____________________________________________________________________________________________
STREET ADDRESS									CITY, STATE, ZIPCODE
________________________________________________________________________________________________________________________
PARENT/GUARDIAN									CONTACT NUMBER(S).
________________________________________________________________________________________________________________________
NAME OF PERSON COMPLETING THIS FORM                       RELATIONSHIP TO PATIENT	                  CONTACT NUMBER(S)
________________________________________________________________________________________________________________________
NAME OF PERSON WHO REFEREED YOU TO THIS CLINIC: _____________________________________________________________________
DESCRIBE THE CHILD’S SPEECH AND LANGUAGE. WHY ARE YOU CONCERNED?
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________
IF THE CHILD DOES NOT TALK, HOW DOES HE/SHE COMMUNICATE?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
FAMILY HISTORY:									__________
MOTHER'S NAME			DATE OF BIRTH		OCCUPATION                        		BUSINESS PHONE	

												________
ADDRESS IF DIFFERENT FROM CHILD'S

							_______________________________________________________
FATHER'S NAME			DATE OF BIRTH		OCCUPATION			BUSINESS PHONE

												_________


ADDRESS IF DIFFERENT FROM CHILD’S
________________________________________________________________________________________________________________
IS A LANGUAGE OTHER THAN ENGLISH SPOKEN IN THE HOME? ______YES		____NO
IF YES, WHAT IS THE OTHER LANGAUGE? __________________________________________________
NAMES OF BROTHERS AND SISTERS        				AGE                    			GENDER
												
												
												
												
ARE THERE ANY OTHER RELATIVES LIVING IN THE HOUSEHOLD? (RELATIONSHIP TO PATIENT?) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
BIRTH HISTORY										
BORN AT - HOSPITAL, HOME, OTHER					CITY			STATE	

_______________________________________________________________________________________________________________
PREGNANCY WEEKS				LABOR HOURS			BIRTH WEIGHT LBS. & OZ.
__________________________________________________________________________________________________________________
MOTHER’S HEALTH DURING PREGNANCY:  	 EXCELLENT	 GOOD		 FAIR		 POOR
MEDICATIONS DURING PREGNANCY: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
MEDICATIONS AT DELIVERY: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________	
ANY PREVIOUS MISCARRIAGES? YES	NO	HOW MANY? __________________
DELIVERY:   NORMAL  BREECHED C-SECTION OTHER
DID THE BABY NEED ANY SPECIAL CARE AT BIRTH OR IN THE DAYS IMMEDIATELY FOLLOWING BIRTH? YES	NO
If yes, please explain______________________________________________________________________________________________________
DEVELOPMENTAL HISTORY									
GIVE APPROXIMATE AGE FOR WHEN THE CHILD: 
	SAT ALONE: __________________			TOLIET TRAINED: ____________
	CRAWLED: ___________________			DRESSED SELF: _____________
	STOOD ALONE: _______________			SAID FIRST WORDS: ___________
	WALKED ALONE: ________________			PUT WORDS TOGETHER: ___________
	FED SELF: ___________________			COULD BE UNDERSTOOD: ___________
DESCRIBE THE CHILD’S COORDINATION: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
DOES THE CHILD:			
RESPOND TO WHAT YOU SAY TO HIM/HER?……………………….….	  YES		NO
RESPOND WELL TO PEOPLE?……………………………………………..		YES		NO	
FREQUENTLY WITHDRAW INTO A WORLD OF HIS/HER OWN?…….		YES		NO
WARM UP TO A SITUATION AFTER AN INITIAL PERIOD OF TIME?..		YES		NO
SEEMS UNUSUALLY SHY?………………………………………………….		YES		NO
SEEMS EXTREMELY ACTIVE OR RESTLESS?……………………………		YES		NO
DISPLAY TEMPER TANTRUMS?………………………………………….		YES		NO
EAT WELL?…………………………………………………………………..		YES		NO
	EAT TOO MUCH OR TOO OFTEN?………………………………………..		YES		NO
SLEEP WELL?……………………………………………………………….		YES		NO
HAVE WAKEFUL NIGHT TERRORS?…………………………………….		YES		NO
WANT TO SLEEP WITH PARENTS?………………………………………		YES		NO
EVER WET THE BED?………………………………………………………		YES		NO	
IF YES, HOW OFTEN?________________________________________________________________________________________________
MEDICAL HISTORY									
NAME AND ADDRESS OF FAMILY PHYSICIAN OR PEDIATRICIAN		
_____________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
IS CHILD RECEIVING ANY MEDICAL TREATMENT NOW?  IF SO, DESCRIBE: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PLEASE LIST ANY ILLNESSES, INJURIES, CHILDHOOD DISEASES AND/OR OPERATIONS. 
GIVE DATES AND LENGTH OF DISABILITY, INCLUDE ANY PHYSICAL HANDICAPS, PROLONGED FEVER, CONVULSIONS, ETC.	
ILLNESS, INJURY, OPERATION			DATE(S)				HOSPITAL	__________________
												
												
												


ARE YOU CONCERNED ABOUT CHILD'S HEARING?  YES		 NO	
IF YES, PLEASE EXPLAIN: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________
IS THERE A HISTORY OF HEARING LOSS, EAR INFECTIONS, ETC.?  YES		 NO
IF YES, PLEASE EXPLAIN: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________

DOES CHILD WEAR HEARING AID(S)?  YES     NO	WHERE AND WHEN FITTED: _______________________________________
HAS CHILD BEEN EXAMINED BY AN EAR, NOSE AND THROAT DOCTOR?  YES     NO       
DATE OF LAST EXAMINATION: __________________________________________
NAME AND ADDRESS OF EAR, NOSE, AND THROAT DOCTOR: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________



SCHOOL HISTORY									
NAME OF SCHOOL PRESENTLY ATTENDING			
												
ADDRESS
_______________________________________________________________________________________________________________
NAME OF TEACHER					GRADE			NAME OF PRINCIPAL
_______________________________________________________________________________________________________________
NAME OF SCHOOLS PREVIOUSLY ATTENDED (PLEASE INCLUDE CITY & STATE)			
												
												
								______________________________________
DOES YOUR CHILD ENJOY SCHOOL?   YES    	 NO	 UNCERTAIN	
LIST SCHOOL SUBJECTS WHICH CHILD DOES WELL: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
LIST ANY SPECIAL CLASSES ATTENDED OR SERVICES RECEIVED: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
LIST ANY SUBJECTS WHICH ARE ESPECIALLY DIFFICULT: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
ARE THERE ANY SERIOUS BEHAVIORAL PROBLEMS IN SCHOOL?   YES    	 NO
IF YES, PLEASE EXPLAIN: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________
SPEECH AND HEARING HISTORY_________________________________________
IN WHAT WAY HAS ANY MEMBER OF THE FAMILY TRIED TO HELP THE CHILD WITH HIS/HER SPEECH PROBLEM? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
WHAT SITUATIONS AT HOME DO YOU FEEL HAVE INFLUENCED THE CHILD'S SPEECH PROBLEM? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
IS THERE A HISTORY OF SPEECH AND HEARING PROBLEMS IN THE FAMILY? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




PAST PSYCHOLOGICAL, SPEECH & LANGUAGE, HEARING TESTING & THERAPIST(S)
TESTING OR THERAPY			INSTITUTION			NAME		DATE
										__________________
											_________
												
PLEASE GIVE ANY ADDITIONAL INFORMATION YOU FEEL WILL HELP US BETTER UNDERSTAND AND PLAN FOR THE CHILD: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
INSURANCE INFORMATION
PRIMARY INSURANCE COMPANY NAME: __________________________ ID #: __________________________ Group#:___________________
SECONDARY INSURANCE COMPANY NAME: ___________________________ID #: _______________________Group #: ___________________
PATIENT’S RELATIONSHIP TO PRIMARY POLICY HOLDER:__________________________________.
PATIENT’S RELATIONSHIP TO SECONDARY POLICY HOLDER:__________________________________.
POLICY HOLDER’S NAME: _________________________________________________ POLICY HOLDER’S DOB __________________________  
ID #: _______________________________________ GROUP #____________________________________
SECONDARY POLICY HOLDER’S NAME:_____________________________________POLICY HOLDER’S DOB:__________________________  
ID #: _______________________________________ GROUP #____________________________________
PERSON RESPONSIBLE FOR PAYMENT: DEDUCTIBLE, COPAYS AND/OR COINSURANCE RESULTING FROM APPOINTMENT VISIT.
RESPONSIBLE PARTY’S NAME_______________________________________________________________
RESPONSIBLE PARTY’S DOB:_______________________________________  CONTACT NUMBER___________________________________.
RESPONSIBLE PARTY’S ADDRESS__________________________________________________________________________________________
_________________________________________________________________________.

RELIGIOUS PREFERENCE: ________________________________________
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