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	PATIENT INTAKE FORM

	CLIENT INFORMATION

	Name
	

	Date of Birth/Age
	

	Phone Number
	

	Email
	

	Address
	

	Occupation
	

	EMERGENCY CONTACT INFORMATION

	Name
	

	Phone Number
	

	Email
	

	Address
	

	Occupation
	

	May we discuss your treatment with your emergency contact? 

	Yes / No

	LIVING ENVIRONMENT

	Primary language spoken at home
	

	Any additional languages
	

	Please list all individuals currently living with you, include their name, age, and relation to you.
	

	DESCRIBE YOUR MAIN CONCERNS

	Include when the problem was first noticed, who noticed it, and where the problem occurs.
	


	How do you react to your communication difficulty(s)?
	___ I try again/revise
___ I become angry/frustrated
___ I give up
___ I don’t notice the problem
___ Other:


	Please list all relevant diagnoses and include any pertinent medical history, including dates.  
	

	Has your physician noticed your communication concerns?
If yes, what were his/her recommendations?
	

	How did you learn about our services?
	

	What do you hope to accomplish by participating in speech therapy?

	

	YOUR SOCIAL BACKGROUND

	Describe your childhood, including any diagnoses, accidents, or communication
difficulties.
	

	What is the highest level of education you completed? List any degrees.
	

	What types of jobs have you held in the past?
	

	Describe your social life. How many friends do you have; how often do you get together?
	

	Describe your extended family.
List names and ages of your children and grandchildren.
	

	How do you usually communicate with others?
	___ Face-to-Face
___ Phone call
___ Email
___ Text Message
___ Video call


	How has your communication problem impacted your work and social life?
	

	YOUR HEALTH BACKGROUND

	Has your hearing been tested
recently?
	Yes/No:
Date:
Place:
Results:


	Describe any serious illnesses, injuries, or medical procedures you have experienced.
	

	List any current medications and their purposes.
	

	Describe any other conditions or diagnoses.
	

	Describe any difficulties with eating, swallowing, chewing, textured foods, etc.
	

	Favorite Foods
	

	Food Aversions
	

	GETTING TO KNOW YOU

	Describe your strongest skills and personality traits.  What makes you unique?
	

	Favorite activities/hobbies
	

	Favorite stores
	

	Favorite movies
	

	Favorite books
	

	List any comments or questions for the therapist
	

	RELEASE OF INFORMATION

	
Written records and verbal information cannot be shared with another party without the written consent of the client or the client’s parent/caregiver, except under special circumstances required by law. It is the policy of Convey Speech not to release any information about a client without a signed release of information.

[bookmark: Check7][bookmark: Check6]I,                        (client |_|, parent/caregiver |_|), authorize the mutual exchange of confidential information between Convey Speech and the agencies listed below.

	PRIMARY MEDICAL TEAM

	Primary Doctor: 
	Email: 
	Phone Number: 


Fax Number:



	Neurologist: 
	Email: 
	Phone Number: 


Fax Number:



	Physical Therapist: 
	Email: 
	Phone Number: 

	School: 
	Email: 
	Phone Number: 

	Service Provider: 
	Email: 
	Phone Number: 

	Other: 
	Email: 
	Phone Number: 

	CONSENT TO BE PHOTOGRAPHED/RECORDED

	
I,                       , do|_| /do not|_|  authorize Convey Speech to photograph and/or videotape the enrolling client, as part of participation in speech-language therapy.


Name: 
Date: 
Relationship to client: 



	APPOINTMENTS / CANCELLATION POLICY

	Please arrive at your appointment on time. If the therapy door is closed, please indicate your presence by turning on the Janet Convey light switch located near the front door.

Sessions are 25 or 45 minutes long and begin at the scheduled appointment time.

We require 24 hours’ notice of all cancellations. Clients will be billed for all missed appointments if at least 24 hours' notice is not received via email (ConveySLP@gmail.com) or by text at (818) 292-5335. Leniency is given to family emergencies and illness. 

Our professional relationship may be discontinued due to excessive cancellations.

Please type name: 
Date: 


	FEE-FOR-SERVICE / INSURANCE

	
Fee-for-Service Clients: Convey Speech requires all fees to be paid at the beginning of the session.  A credit card on file will be required.  A Superbill will be provided at the end of the month, including ICD-10 and CPT codes, for submission to your insurance company.

Please provide the following information for the Superbill:
Insured:
Insurance Plan:
Insurance Plant #:
Referring Physician:

Medicare and Medicare Advantage Clients: Convey Speech will submit claims on your behalf.  A credit card on file will be required.  Once claims have been processed, Client will receive an invoice for any outstanding copayments and Convey Speech will automatically charge the card on file.   
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