
Trinity Speech, Language and Learning Center, Inc.

Child's Full Name: Sex:---------------------- -----

Address:----------------------------
Home #: Cell #: Work #:--------- -------- -------~-
Age: Date Of Birth: School: Grade:--- ------ ----------

Name of Responsible Party: _

(please circle: Father, Mother, Guardian, Grandparent, other)

Address: -------------------------------
Contact Phone Number: Home: Cell:--------- --------

Employer: Work#: __

Insurance Company: Contract# -------

Group# Insured's Name on Card:------

Insured's Employer: Insured's DOB:---

Secondary Insurance: Yes or No

Child's primary care physician: _

Is your child currently receiving speech therapy at school: Yes No

-- -------



AUTHORIZATION FOR SERVICES AND TREATMENT

I, the undersigned responsible party, have a child at Trinity Speech, Language
and Learning Center, Inc.; hereby authorize this clinic to administer services
considered necessary based on the findings of the certified and licensed
speech language pathologist. I understand that no guarantee has been (or will
be) made to me as a result of the speech therapy treatment. I hereby certify
that I have read and fully understand this Authorization of Speech Services
and Treatment.

AUTHORIZATION MUST BE SIGNED BEFORE TREATMENT

Signature of Parent I Guardian I Relative _
Date:------

CONCERNING INSURANCE

All professional services are charges to the client. Necessary forms will be
submitted to your insurance carrier based on the information you have
furnished. We will submit claim forms to your insurance carrier with which
you are enrolled for benefits. The responsible party (parent / guardian) is
responsible for all fees, regardless of insurance coverage.

INSURANCE AUTHORIZATION ANDASSIGNMENT

I hereby authorize Trinity Speech, Language & Learning Center, Inc. to
furnish the insurance carrier concerning treatment. I hereby assign Trinity
Speech, Language and Learning Center, Inc. all payments for services
rendered to myself or my dependent. I understand that I am responsible for
any amount not covered by insurance. I agree to pay the difference or the
entire balance, ifnecessary.

Insured Signature: Date: _
Insured or Responsible Party

I hereby acknowledge that I have received the "Privacy Practices Notice"
For Trinity Speech, Language and Learning Center, Inc.
Signature: Date: _



Trinity Speech, Language, and Learning Center Inc.

Patient Confidentiality Release Form

Patient Name:--------------------------

Due to patient confidentiality issues, it is necessary that we have
your permission to release any information regarding your child's
office visits, or any other information pertaining to his/her speech
treatments. Please list any family member, or school officials that
you give us permission to discuss your child's speech treatment
with.

Name: Phone:----------------------- ------------

Name: Phone:----------------------- ------------

Name: Phone:----------------------- ------------

Parents Signature: Date: _



TRINITY SPEECH, LANGUAGE AND
LEARNING CENTER
474 TARRANT ROAD

GARDENDALE, AL 3501.1 .

NOTICE RELATED TO INSURANOE CLAIMS,

. The Trinity Speech, Language & Learning Center accepts different
types of health insurance in instances where an appropriate diagnosis has
been determined, and the client's health plan covers the applicable services.
As with other clinical practices, TSLLC files a client's claim with their
health plan as a service. The cHeilt reinains responsible for the cost
involved with the service provided by the Trinity Speech, Language &
Learning Center.

There is great variability among health plans, and the services they
cover. It is the client's responsibility to understand the nature of their
coverage. In fact, this type of information is not given to a service provider
until they are given the access information by the insured, The TSLLC will
discuss a client's coverage when asked for input, but ultimately we cannot
be held responsible for an insured client's understanding of their health
.plan.

)\'hen a potential client contacts the center, it is our policy to instruct
the caller to contact their insurance provider to determine. whether insurance
coverage is possible. Representatives for the client's health insurance plan
are trained to explain the benefits accordingly. However, in some cases, it
may seem like coverage is possible, but deeisions ~y be deferred until a
diagnosis is determined. .

In all cases, the diagnosis determines whether .coverage is applicable.
Clients are hereby informed, they remain responsible for any cost not
covered by their insurance plan. TSLLC cannot be held responsible for the
variations among individuals' health coverage plans. Clients are
responsible for all t"harges incurred at the TSLLC

Please remember cHents who have insurance coverage, entered
into an agreement with the insurance pro~der ~arding payment for
the health care the ~lient requires in the course of the year. The Trinity
Speech, Language & Learning Center is not responsible to make the
insurance company pay for the claim. TSLLC files claims according to
legitimate professional protocols as a health care provider. TSLLC makes



..

every effort to receive payment for legitimate services covered under the
individual's plan. Ifa problem oecurs;the individual who sought the
services at the Trinity Speech, Language & Learning Center is
responsible for the charges involved.

We appreciate the opportunity to serve om clients and their families.
Please consider the coverage and cost applicable to treatment at the clinic.
We want to be fair.about these matters, but cannot be held responsible for
matters outside of our control.

Trinity Speech,·Language &- Learning Center

AGREEMENT'TO PAYMENT TERMS

Ihave carefully read and understood the issues covered in this
notice related to insurance coverage. Iunderstand it is my obligation to
pay for the cost of aU services provided by the Trinity Speech, Language
& Learning Center. Insome cases, that may be handled through my
insunl!lce plan, and inother Iastaaees I ~Y need to pay for those
services directly.

I understand Iam responsible for aU deductibles, co-payment
charges, and any billed service not covered by my in.soranee ·plan.
Therefore, I agree to pay an bills assoclated with services administered
by the staff at the Trinity Speech, Language and Learning Center. I
submit my signature below as an·agreement to these conditions.

';Pa_ Caregiver, 'Oent signature

Date




