
The Speech Pathology 

 Learning      

  Center

New Patient Packet

Prior to scheduling an appointment for an evaluation, we require three things    

• A referral faxed to our office from the client’s doctor
• A referral or pre-authorization request faxed from the doctor’s office to insurance providers
• The results from a hearing test administered within the previous six months

To assist us in providing efficient care and to alleviate waiting time prior to your appointment, please
help us by completing the following forms:

• Assignment of Benefits and Release of Information
• Authorization for Mutual Exchange of Information
• Consent to be Video Taped
• General Information Form
• Patient Insurance Information
• Patient Information Sheet

Co---Payments    

Co-Payments are collected at each  appointment as required by your insurance company. Please come to
your appointments prepared to pay your co-payments. We accept cash, checks, Visa and MasterCard.

Appointments    

We work very hard to ensure that our appointments occur at their scheduled time.  Please be on time or
early for your appointment.  If you cannot make your scheduled appointment please let us know. We
require 24 hours notice for a cancellation.  If we are not notified at least 24 hours in advance of a
cancellation you will be charged a $20 no-show fee.  If the time you are scheduled for does not work for
you, we will do our best to reschedule you at a more convenient day and time.

Speech Pathology Learning Center, LLC  
Kennewick, WA 99336  

Phone: 509-735-6442 / Fax: 509-735-2426 

8514 W. Gage Blvd Kennewick, WA 99336

Tel: (509)73LOGIC {735 6422} Fax: (509) 735-2426‐



_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

How did you hear about us?__________________________________________________

Case History

Patient Information Date:__________________
Patient's Name:____________________________________________________________

Age:_______Date of Birth:__________________

Address: _________________________________________________________________

City:__________________________________________State:____ Zip:______________

Home Phone:________________________

Cell Phone: ____________________________ Work Phone: _______________________

Occupation:_______________________________________________________________

Employer:________________________________________________________________

Employers address: ________________________________________________________

Spouse's Name:___________________________________________________________

What Languages do you speak? If more than one, which one is your primary language? 
________________________________________________________________________

Existing Diagnosis:_________________________________________________________

Refferred by:______________________________________________________________

Sex:

Marital Status:

Children (include names, sex, and ages):

Who Lives in the Home?

Email:___________________________________________________________________

Single Widowed Divorced Married Other

M F



_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

Medical History

Please Check any of the following illnesses and conditions you may have had and 
provide the approximate age:

Do you have any eating or swallowing difficulties? if yes, describe: 

List medications you are taking:

List any major surgeries, operations, or hospitalizations and dates they occurred:

Please return this form along with copies of any previous evaluations, or other reports you 
would like us to consider.

Thank You!

Asthma

Hearing loss

Seizures

Chicken Pox

Ear infections

High fever

Convulsions

Noise exposure

Tonsillitis

Frequent colds

Otosclerosis

Sinusitis

Allergies to: ___________________________________________________________________

Please Check any of the following illnesses and conditions you may have had and provide the 
approximate age:

Please provide any additional information that may be helpful in the evaluation or therapy 
process:



_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

Patient Primary Physician

Concerns
Describe the problem for which you are reffered and your concern as it relates to your speech, 
language, voice:

What do you think may have caused the problem?

When did you first notice the problem?

Has the problem changed since it was first noticed?

Have you seen any other speech-language specialists? Who and when? What were the results?

Have you seen any other specialist (physicians, psychologists, neurologists, etc.)? If yes, 
indicate the name, type of specialist, etc.

Are there any other speech, language, learning, voice, or hearing problems in your family?  
If yes, please describe:

Physician's Name:_____________________________________________________________

Practice Name:_______________________________________________________________

Address:____________________________________________________________________

Phone:_________________________________ Fax:________________________________



The    Speech    Pathology    Learning   Center   

Phone: 509 735-6442‐ Fax: 509-735 2426‐

Patient Insurance Information
Primary Insurance

Insurance Company Ph#

Identification Number          Group Number

Subscriber Name             DOB         SS #

Copayment $         Deductible amount $          Out of pocket Maximum $

Preferred Provided

Prior Authorization # 

Secondary Insurance

Patient Name           DOB

Insurance Company           Ph#

Preferred Provided

Prior Authorization # 

8514 W Gage Blvd Kennewick, WA 99336

Patient Name DOB

Number of Allowable session’s             per calendar year or other

Patient responsibility  $            Insurance Responsibility $

Yes No In Network Out of Network

Copayment $         Deductible amount $          Out of pocket Maximum $

Number of Allowable session’s             per calendar year or other

Yes No In Network Out of Network

Patient responsibility  $             Insurance Responsibility $

Identification Number          Group Number

Subscriber Name             DOB         SS #

________________________

_________________________

__________________________

_________________________________

_____________________________ ________________________

___________________

_________________________ ____________ ________________

__________ _______ ___________

______ ______

__________________ _________________

_________________________________

_________________________________________________________

_________________________________ ____________________

_________ ________ ___________

______ ______

__________________ _________________

_________________________________

__________________

_________________________ ___________ _______________



THE SPEECH PATHOLOGY LEARNING CENTER, LLC 
Washington License #LL00002194 

PATIENT INFORMATION SHEET 
Patient’s  Last Name                                                 First Name                                                MI Sex    

Date of Birth   Social Security Number Home Phone    Cell Phone Other Phone 

Address City    State Zip Code 

School District/School City    State Zip Code 

Billing Information 

Parent/Spouse’s Last Name                                                 First Name                                                MI Sex 

   

Date of Birth   Social Security Number  Home Phone Cell Phone Other Phone 

   

Address City State Zip Code 

   

Employer Name Employer City State Work Phone 

   

E-mail Driver’s License # State Expiration 

   

Who may we thank for this Referral? 

   

Must Present Copy of Insurance Card 

Primary Insurance Name Identification Number Group Number 

   

Subscriber Name Date of Birth Social Security Number 

   

DisabledUnemployed



Secondary Insurance Name Identification Number Group Number 

Subscriber	  Name	   Date of Birth Social Security Number 

Physician Information 
Physician	  Office	   Physician	  Name	   Fax	  Number	   Phone	  Number	  

Emergency Contact Information 
In	  Case	  of	  Emergency	  Contact	   Relationship	   Phone	  Number	  

The	  above	  information	  is	  true	  to	  the	  best	  of	  my	  knowledge.	  	  I	  authorize	  my	  insurance	  benefits	  be	  paid	  directly	  to	  the	  provider.	  	  I	  understand	  that	  I	  am	  financially	  

responsible	  for	  any	  balance	  regardless	  of	  insurance	  coverage.	  	  I	  also	  authorize	  The	  Speech	  Pathology	  Learning	  Center	  or	  billing	  service	  or	  insurance	  company	  to	  release	  

any	  information	  required	  to	  process	  my	  claims.	  

Signature	  of	  Patient__________________________________________	   Date	  Signed___________________	  

Signature	  of	  Parent/Legal	  Guardian___________________________________________________Date	  Signed___________________	  

For	  Office	  Use	  only	  

DX-‐CODES	  	  by	  priority	  	  

Code	  1_______________Code2_______________Code3_______________Code4_______________	  

Assignment of Benefits and Release of Information  

I, the undersigned certify that I (or my dependents) have insurance coverage  

with_____________________________________________ Name of Insurance Company (ies)  
and assign directly to The Speech Pathology Learning Center, LLC all insurance benefits, if any, otherwise payable to me for 
services rendered. I understand that I am financially responsible for all charges whether or not paid by insurance. I hereby 
authorize The Speech Pathology Learning Center, LLC to release all information necessary to secure the payment of benefits. I 
authorize the use of this signature on all insurance submissions. It is the responsibility of the client to determine all co-pays to be 
paid at the time of the visit and if you are unsure of your co-pay, you will be charged 50% of the visit cost at the time of the visit.  

Responsible Party Signature: __________________________ Relationship: ________________________ Date: ________________



Your appointment holds one of a limited number of client contact opportunities each day for your therapy session. Out of respect 
for your therapist and other therapy clients needing service, we require 24 hours notice of all cancellations. Clients will be billed 
for all appointments missed if at least 24 hours cancellation notice is not received. For your convenience, there is a 24 hour 
message service available on our regular phone number (509-735-6442) to leave a cancellation notice. The no-show fee is 
$35.00.  

I further understand the majority of insurance companies do not pay for the no-show fee and that I will be personally responsible 
for payment of the no-show fee.  

Acknowledged: 

Parent / Guardian / Responsible Party                                                     Date 

Disclosure Information 

Consent for Treatment:  
Speech and/or Language therapy is dependent on many variables including an individual’s physical, environmental and 
developmental history. Individual clients will respond uniquely to the treatment. We make no claims as to the anticipated results 
of treatment. Nevertheless, it is our intent to assist each client in defining what his/her problems are and to work towards 
satisfactory resolution of these problems as outlined within the scope of the Individual Treatment Plan.  

Confidentiality:  
All information about clients is held in strictest confidence. No information will be released without informed consent from you, 
except under special circumstances required by law.  

I have read the above information and agree to consent to services. I agree that the outcome of my treatment is largely dependent 
on my effort. I indemnify and hold harmless, the therapist and The Speech Pathology Learning Center, LLC, from any and all 
claims arising directly or indirectly from the services rendered under this agreement. Such indemnification shall include 
reasonable attorney fees and costs.  
I understand the terms for receiving services.  
A copy of this disclosure information is available if requested.  

Acknowledged: 

Parent / Guardian / Responsible Party                                                     Date 

Assignment of Benefits and Release of Information  

I, the undersigned certify that I (or my dependents) have insurance coverage  

with_________________________________________________________________  (Name of Insurance Company(ies))
and assign directly to The Speech Pathology Learning Center, LLC all insurance benefits, if any, otherwise payable to me for 
services rendered. I understand that I am financially responsible for all charges whether or not paid by insurance. I hereby 
authorize The Speech Pathology Learning Center, LLC to release all information necessary to secure the payment of benefits. I 
authorize the use of this signature on all insurance submissions. It is the responsibility of the client to determine all co-pays to be 
paid at the time of the visit and if you are unsure of your co-pay, you will be charged 50% of the visit cost at the time of the visit.  

 

 Cancellation Policy  

_____________________________________ _____________

_____________________________________ _____________

___________________________________________

Responsible Party Signature: ____________________________ Relationship: ________________________  Date: ________________ 



AUTHORIZATION FOR MUTUAL EXCHANGE OF CONFIDENTIAL INFORMATION

Information between The Speech Pathology Learning Center, LLC and the agencies listed below.

SCHOOL: 

DOCTOR: 

DOCTOR:

OTHER:

OTHER: 

OTHER: 

SIGNATURE (Parent/Guardian) DATE    

   

THE SPEECH PATHOLOGY LEARNING CENTER, LLC 

DENISE CIARLO, CCC/SLP, MA

PHONE: (509) 735-6442

FAX: (509) 735-2426    

CLIENT: _________________________________CLIENT’S DATE OF BIRTH: _________________

I, _________________________________, authorize the mutual exchange of confidential

___________________________________________

___________________________________________

___________________________________________

___________________________________________

___________________________________________

___________________________________________

_______________________ ______________



THE SPEECH PATHOLOGY LEARNING CENTER

CLIENT NAME: ID Number: 

INFORMED CONSENT

Agreement To Pay for a Non-covered Services or Item
(For fee-for-services clients)

This form must be completed in full before providing a non-covered service or item to a

Name of Insurance Carrier

●   I understand that the specific services listed below may not be covered by my

●   I choose to receive these specific services.

●   I agree to pay for these specific services.

      insurance carrier and are not included as part of another service, or have been
      determined by my insurance carrier to not be medically necessary.

Agreement To Pay for a Non-covered Services or Item
(For fee-for-services clients)

SPECIFIC SERVICES CLIENT AGREES TO RECEIVE AND PAY FOR:

This agreements void and unenforceable, and I am under no obligation to pay the
provider, if my insurance carrier covers the services listed above or if the provider fails to
satisfy my insurance carrier conditions of payment as described within the insurance and 
provider contract.

I understand this form and all my questions were answered to my satisfaction.

SIGNATURE OF CLIENT/PARENT/GUARDIAN/
REPRESENTATIVE

SIGNATURE OF PROVIDER PROVIDER TAX ID#

Date

Note to Provider: The services or items listed above must be specific in nature. Document steps
Taken to assure that the client fully understands this form and that the form has been interpreted and/or
Translated, as necessary.

Date

Phone: 509-735-6442   Fax: 509-735-2426

8514 W Gage Blvd Kennewick, WA 99336

client.

_____________________________________________________________________

_____________

_____________

__________________________ _________________________

_________________________________

____________________________________________

__________________________ _____________________







ACKNOWLEDGEMENT FORM

The Speech Pathology Learning Center
8514 Gage Blvd Kennewick, WA 99336

Phone: 509-735-6442  Fax: 509-735-2426

PRIVACY PRACTICES ACKNOWLEDGEMENT

I have received the Notice of Privacy Practices and I have been provided an 
opportunity to review it.

Name:____________________________________________________________

Birthdate:_____________________

Signature:_________________________________________________________

Date:____________________________
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