
 

Insurance Information 
 

CLIENT  INFORMATION  
 

*Client Name:________________________________________     Date of Birth:_____________________ 

 
*Client Address:_________________________________________________________________________ 

     (Address)    (City)  (State) (Zip) 
 

*Home Phone:________________________ *Sex:  M  F       

 

*Student:  FT   PT  No Where:_______________     *Social Security # :__________________________ 

 

*Relationship to the Guarantor:  ________________ 

 

INSURED INFORMATION 
 

*Insured Name:_____________________________________________________________________ 

 
*Insured Address:___________________________________________________________________ 

     (Address)    (City)  (State) (Zip) 
 

*Home Phone:________________________  *Sex:  M  F     

 

*Student:  FT   PT  No Where:_______________    *Marital Status:  S  M  D  W  Other________ 

*Work Status:  FT  PT  Retired     Self-Emp  Not Emp 

 

*Insured  Employer:________________________________________________ 

  
Work Address:__________________________________________________________________ 

      (Address)    (City)  (State) (Zip) 
  

Work Phone:________________________   *Social Security #:________________________________ 

REFERRING PHYSICIAN 
 

*Referring Physician:____________________________ Address:__________________________________ 

*Phone:___________________________          __________________________________ 
        (City)  (State)      (Zip) 
*Referral Number:  __________________________  
 
Other Referral Source (Name):  ____________________________________     Phone:  __________________ 



 

 

2775 152nd Ave NE 
Redmond, WA  
98052 

PHONE (425) 867-0475 
FAX (425) 867-0436 
E-MAIL rjcslp@gmail.com 
WEB SITE http://www.childhoodsl.com 

*AUTHORIZATION 
 

I hereby authorize the release of any medical or other information necessary to process this claim. 
I also request payment of government benefits either to myself or to the party who accepts assignment. 
 
*Signed: _________________________________________________   Date:__________________ 
 

I hereby authorize payment of medical benefits to Childhood Speech & Language for services rendered.  I also 
understand I am financially responsible for any balance not covered by my insurance carrier. 

 
*Signed:__________________________________________________ Date:_________________ 

PRIMARY INSURANCE INFORMATION 
 
 

*Primary Insurance Company Name:________________________________________________________ 

*Address:__________________________________________________________________  

City___________________State__________Zip__________ 

 Contact Name:_______________________________      *Phone:_______________________ 

*ID Number:_____________________________             *Policy Holder:   Self     Other 

*Date of Accident/Injury/Illness:_________________________ 


