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Center for  Speech      La nguage &  Learning  



Client Information Sheet


         


Date: 







Last Name



    First Name



  
□Male     □Female

Address 
















                                      Street                                                                City                                  State                      Zip

Home Phone: 




_______














Initial Date of Services: 





Birthdate:


________










Concern: 

_______________________________
________














Services Requested: 


□ Speech and Language Evaluation

□  Test and Teach™





□ Speech and Language Treatment

□  Tutoring

Parent/Guardian Name:





  
Relationship to Client:





Home phone: 




 
Business phone:








Address if different than client:













Parent/Guardian E-mail: _________________________________________________

Physician name: 





  
 Office phone: 







Primary Clinic name and address:













Emergency Contact Name: 






  
 Phone: 






Payment Information 

□
Private Pay

□   Cash/Check at time of service

□   Monthly Automatic Credit Card Payments (5% fee if post-payment; no fee if pre-payment)
□
Medicaid ID #______________________________________


□ Check box if a secondary insurance exists.
Account Payment

I request and authorize CSLL to provide speech evaluation/therapy services to the above-named client.  I agree to pay for services provided my CSLL in a timely manner according to the CSLL payment policy.

Signature of Client, Parent, or Legal Guardian







Date
I, ____________________________, give the Center for Speech, Language & Learning, Inc. my consent to obtain and release information on ____________________________, verbally and/or in the form of written evaluations and progress notes to the following persons or agencies listed below:

Physician:_____________________________________________________________________

Address:______________________________________________________________________

Telephone:_____________________________________________________________________

Reason:_______________________________________________________________________

School:________________________________________________________________

Address:______________________________________________________________________

Telephone:_____________________________________________________________________

Reason:_______________________________________________________________________

Other: ____________________________________________________________________________

Address:______________________________________________________________________

Telephone:_____________________________________________________________________

Reason:_______________________________________________________________________

Other:________________________________________________________________________

Address:______________________________________________________________________

Telephone:_____________________________________________________________________

Reason:_______________________________________________________________________

Other:________________________________________________________________________

Address:______________________________________________________________________

Telephone:_____________________________________________________________________

Reason:_______________________________________________________________________

________________________________________

___________________________

Client/Parent/Guardian Signature 






Date



PARENT LETTER

In order to provide the highest quality of services to our clients, the following policies have been established by the Center for Speech, Language & Learning.  Please review the policies and contact us with any questions or concerns that you may have.  

Speech & Language Therapy Policies

1. Your child’s schedule for speech/language sessions is the same each week.  If your child will not be able to attend his/her session due to a conflict (other appointments, vacation, etc) you must call your child’s clinician as early as possible but no later than 3 hours ahead, to reschedule or cancel.  If notice is not received by your clinician via phone or voice mail, it will be considered a missed appointment. Please be sure you have your clinician’s phone/cell phone numbers. These are given to you at the first meeting. You will receive this same courtesy from your clinician in the event that she needs to cancel.  

2. Missed appointments will result in a cancellation fee.  If notice is given, but less than 3 hours before the scheduled appointment, the fee will be $30.00. If no notice is given, you will be charged the full session fee.  These cancellation fees will be applied per occurrence.  This fee applies to all clients, and will be billed directly to the family.

3. Following 2 missed appointments, without notice given, the therapist has the right to discontinue services.  We certainly do not want this to happen, so please try to plan ahead when making other doctor appointments or planning other events that would require your child to miss school and/or therapy for the day.

4. Written progress notes will be given to you, the parent, at a frequency determined by parent and therapist at onset of services.  If you would like to meet to discuss progress, arrangements can be made.

5. We ask that a 14-day (2 weeks) notice be given, if a family chooses to discontinue therapy services.  If you, the parent, are not comfortable with your child’s current therapist, please consider discussing this with your therapist or with the referral manager before deciding to discontinue service.  Another therapist within the practice would be happy to provide services, if appropriate. 

Please be sure to remember these policies, and your child’s weekly schedule, when making other appointments for your child.  If your child is sick on one of these days, please call your therapist as early as you can.  We can then reschedule the appointment.

Thank you for understanding our need to follow these policies.  Please feel free to call us at any time to discuss questions you may have.  We look forward to working with you and your child in the upcoming weeks and months.

Sincerely,

The Clinicians of the Center for Speech, Language & Learning
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Center for  Speech      La nguage &  Learning  


ACKNOWLEDGEMENT 
OF 

PARENT POLICY &
 CANCELLATION POLICY 

I acknowledge that I have received a written copy of the Center for Speech, Language, and Learning  Parent Letter and Cancellation Policy.  This policy states that I will give appropriate notice for cancellation of my child’s appointments or it will be considered a missed appointment.  I also acknowledge that I have been allowed to ask questions concerning this notice and my rights under this notice. I understand that by signing this form I am solely responsible for charges due to a missed appointment and will pay the charges or therapy sessions may be terminated.   

	    Client’s Name (Please print)                         Client’s Date of Birth (mm/dd/yyyy)

____________________________            ___________________________

	


__________________________________________

Name (Printed) of Patient or Guardian



__________________________________________            __________________________ 

Signature of Patient or Guardian



 

Date 

Payment Policy

The Center for Speech, Language & Learning PLLC has adopted the following payment policy effective March 15, 2010:  

The Center for Speech Language and Learning will no longer accept private insurance nor will file claims on the client’s behalf with private insurance companies.  Our experience with most insurance companies has been fraught with unanticipated delays in payment, despite our efforts to navigate the insurance systems as effectively and efficiently as possible.  We will continue to accept Medicaid and NC Healthchoice, as we have experienced little to no delay in payment.  We regret that we can no longer accept Medicaid insurance when the client is also covered with private insurance, as this combination has presented us with time-consuming issues as well.

Payment and Invoices

Payment is required at the time of service.  Families may pay by check or cash.  A receipt will be provided at the time of payment and an invoice generated at the end of each month, which will contain all the necessary information you will require to submit the claim to your insurance company for possible reimbursement.  If payment by credit card is preferred, the client/family must provide a credit card number to be kept on file by the Center for Speech, Language and Learning.  Your credit card will be charged at the beginning of the month for anticipated dates of service.  If you elect to have your credit card charged at the end of the month, a 5% processing fee will be added to cover administrative costs and credit card company fees.

               Evaluation: 






Therapy sessions:
                     $300






$90 for 45 minutes
        All evaluations include:





$120 for 60 minutes

Speech and Language assessments, 






comprehensive written report, 





and review with parent(s)









Consult and IEP Attendance

Parent/Guardians may request consultation, meetings between therapists and parent/teachers, and assistance with IEP development (including IEP meeting attendance).  Any/all time spent outside of direct therapy carries a fee for service.  The following fee schedule applies:

· Phone/Office Consultation: $15 per 15 minutes

· E-mail Correspondence: $15 per 15 minutes

· Parent/Teacher Meeting (on/off site): $30 per 30 minutes

· IEP Attendance: $60 per hour

· Consultation (other): $30 per 30 minutes

Late Payments/ Insufficient Funds
A $50 fee will be assessed for any insufficient funds transactions via check or credit card.
If you have any questions about billing please contact the Billing Manager at: nc.csll@gmail.com  
ACKNOWLEDGEMENT 
OF 
PAYMENT POLICY 

I acknowledge that I have received a written copy of the Payment Policy for the Center for Speech, Language, and Learning.  This policy states that I am required to pay for services prior to or at the time that services are received.  If I elect to pay by credit card, I agree to provide an account number to be kept on file.  I acknowledge that I have been allowed to ask questions concerning this notice and my rights under this notice. I understand that by signing this form I am solely responsible for all charges related to services and for any late or insufficient fund fees.  

	    Client’s Name (Please print)                         Client’s Date of Birth (mm/dd/yyyy)

____________________________            ___________________________

	


__________________________________________

Name (Printed) of Patient or Guardian



__________________________________________            __________________________ 

Signature of Patient or Guardian



 

Date 

Authorization to Charge Credit Card

Client’s Name: _______________


___________________________________
Client’s Date of Birth:  










Parent/Guardian Name: 










_____________











___   I elect to pay by credit card for all therapy payments.  I understand that by paying in advance of monthly services, I will not be charged the administrative/processing fee of 5%.  I authorize Center for Speech, Language and Learning, PLLC to process an automatic monthly charge to the credit card specified below for all speech/language services.  In the event of a missed session, the fee for that appointment will be used as a credit towards the upcoming month’s charges.

I authorize the Center for Speech Language and Learning, PLLC to process a variable automatic monthly charge to the credit card specified below for payment of fees invoiced to me as a client of the Center for Speech Language and Learning, PLLC.  I agree to pay the amount charged in accordance with my credit card issuer agreement. My authorization is effective on this date, as indicated by my signature below*.

� Visa    

� MasterCard

� Discover    

   � 
Credit Card Number __ __ __ __ - __ __ __ __ - __ __ __ __ - __ __ __ __ Exp. date 



Credit Cardholder Name:  











Credit Cardholder Signature*: 





 Date*: ___________

Telephone Number:  











Billing Street Address:  











City /State / Zip Code:  











*****PLEASE NOTE*****

CSLL will send each client an invoice at the end of each month to document services provided and charges applied.

A $25 fee will be assessed for any insufficient funds transactions via check or credit card.
1703 Legion Road #201


Chapel Hill, NC 27517


919.932.7160


919.338.1086 fax












