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Patient Information 

DIRECTIONS: Please fill in all the appropriate fields as they apply to you. Please provide Speech Therapy Solutions with a copy of your insurance 
card(s). Thank you. 

 
PATIENT INFORMATION 
CHILD’S FULL NAME_____________________________________________      (circle) MALE / FEMALE 
DATE OF BIRTH: ______________________________________________ CURRENT AGE: _________ 
ADDRESS:____________________________________________________________________________ 
CITY: _____________________________________ STATE: ___________ ZIP CODE:_______________ 
APT. COMPLEX (if applicable): ___________________________________ APT # / BLDG #___________ 
HOME PHONE #: ____________________________________________________________ 
 
DOCTOR INFORMATION 
REFERRING DR.’S OFFICE/PRACTICE:____________________________________________________ 
OFFICE / PRACTICE WEBSITE: __________________________________________________________ 
ADDRESS:____________________________________________________________________________ 
CITY: _____________________________________ STATE: ___________ ZIP CODE:_______________ 
DR’S PHONE # (___)___________________________FAX #(____)______________________________ 
DIAGNOSIS (IF KNOWN):________________________________________________________________ 
_____________________________________________________________________________________ 
 
PARENT / GUARDIAN INFORMATION 
MOTHER’S NAME: ____________________________________________________________________ 
DATE OF BIRTH: ________________________ SOCIAL SECURITY #:___________________________ 
EMPLOYER:__________________________________________________________________________ 
WORK #: ___________________________________CELL #:___________________________________ 
PRIMARY EMAIL: ______________________________________________________________________ 
 
FATHER’S NAME: _____________________________________________________________________ 
DATE OF BIRTH: ________________________ SOCIAL SECURITY #:___________________________ 
EMPLOYER:__________________________________________________________________________ 
WORK #: ___________________________________CELL #:___________________________________ 
PRIMARY EMAIL: ______________________________________________________________________ 
 

I, __________________________________________________________, assure Speech Therapy 

Solutions, LLC that all the information, data, and material provided by me on this form is accurate and true.  

Guardian / Caretaker Signature____________________________________________________________ 

 

Date __________/___________/_____________ 
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