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Speech/Language Evaluation

Thank you for contacting me and for taking the necessary steps to have your child receive a speech/language evaluation and/or therapy.  Based on the needs of your child, the comprehensive evaluation may include the assessment of your child’s speech, language, communication, oral-motor, and/or social skills.  The information will be gathered using a combination of standardized tests, informal testing, observations and parent/guardian report, as deemed appropriate.
Please complete the enclosed forms in order to assist with the evaluation process. 

Please send completed forms to:
Wallace Speech and Language Services
Attn:  Megan A Wallace
1000 W 15th St Unit 224
Chicago, IL 60608
Or Megan@WallaceSpeech.com
Or 773-295-6128 (fax)

If you have any questions, please do not hesitate to call me at 773-209-9628.
Thank you in advance for your time and input.  I look forward to meeting with you and your child.

Megan A Wallace, M.A., CCC-SLP/LD
Speech-Language Pathologist
Learning Behavior Specialist

Cell- 773-209-9628
Fax- 773-295-6128

E-mail- Megan@WallaceSpeech.com
CANCELLATION POLICY

Please sign the following form in order to indicate that you have read and understand the cancellation policy.

This policy is effective October 20, 2009.

If a cancellation is made less than 4 hours prior to your scheduled session, you will be charged for the total cost of the session.

Please note that if a child is ill, use your best judgment as to whether or not to cancel his/her therapy session.  If a child is easily contagious, then the session should be cancelled.  In all other instances, parent judgment is acceptable.  
In the instance of emergency within four hours of the therapy session, please contact the therapist as soon as possible.  It will be determined at that time if the cancellation fee will be waived.  

In the instance of vacation or other conflict, please alert the therapist when you are able so that the session can be rescheduled accordingly.

You may call, text or e-mail Megan Wallace any time to cancel a session.
773-209-9628 
(cell)


 Megan@WallaceSpeech.com 
Thank you for your cooperation with these procedures.
Child’s Name
Parent Signature





Date

BILLING POLICY

Please sign the following form in order to indicate that you have read and understand the billing policy of Megan Wallace, M.A., CCC-SLP/LD.
This policy is effective October 20, 2009.

The American-Speech-Language-Hearing Association (ASHA) has mandated that speech therapy not be considered “time sensitive.”  Therefore, all speech-language services performed must be billed at a standard rate, regardless of the length of the treatment session.  The insurance industry has adopted this policy.

Beginning October 20, 2009, my rate for individual speech-language treatment will be $180 per treatment session.  Evaluations will be billed at $360 per evaluation session.  I am able to bill Blue Cross Blue Shield directly.  Other insurance companies will be billed once the family receives confirmation of coverage for speech and language services.  

Any requirements, such as co-pay, will be billed at the end of each month.  If your insurance company denies payment for services, families are responsible for payment.  
Thank you for your cooperation with these procedures.

Child’s Name

Parent Signature





Date

INFORMATION FORM
Date      
Child’s Name      
Date of Birth      
Age      




Address        












Home phone       
Parent contact information:

Name       










Work Phone:      
Cell Phone:      

Text:  Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

Email:      
Name:      











Work Phone:      
Cell Phone:      

Text:  Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

Email:      
Pediatrician’s Name:      
  Phone:      





Has your child received a speech/language evaluation in the past?  

Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

If yes, please provide date/location and diagnosis given (and attach reports):

     
Does/did your child receive speech therapy or other therapies? 
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Other team member’s names/phone:      
What language(s) does your child speak?      






What is the primary language in your home?      





With whom does the child spend most of his/her time?       
BIRTH/MEDICAL HISTORY

Mother’s general health during pregnancy (e.g. illness, accidents, medications, etc.):       
Length of pregnancy:      
Length of labor:      





Apgar Scores:       

Birth weight:      





Type of delivery:      



 

Any conditions affecting pregnancy or birth?       
Is there any significant medical history for the child (including illness, ear infections- how many and when, allergies, asthma, colds, draining ear, headaches, surgeries, accidents, etc.)?  Please describe:       
Date of last vision test:      
 pass   FORMCHECKBOX 
  fail   FORMCHECKBOX 

Date of last hearing test:      
 pass   FORMCHECKBOX 
  fail   FORMCHECKBOX 

Is your child enrolled in a school program? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes, please provide names/phone numbers for teachers/therapists:       
SPEECH/LANGUAGE DEVELOPMENT

Describe the child’s speech/language/feeding problem:      
How does your family usually communicate (gestures, babbling, single words, short phrases, sentences)?
     
When was the problem first noticed?       
By whom?       
What do you think contributed to the problem?       
Has the problem changed since it was first noticed?

     
Is your child aware of the problem?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes, how does he/she feel about it?

     
Is there a history of speech/language/hearing/learning challenges in your family?

     
DEVELOPMENTAL HISTORY

Provide the approximate age at which your child began to do the following:

Crawl       
sit       
stand       

walk      



feed self      
dress self      
use toilet      



use single words (e.g. no, mom, doggie, etc.):       





combine words (e.g. me go, daddy shoe, etc.):      





name simple objects:       






use simple questions (Where’s doggie?):      






engage in a conversation:      







Have there ever been any feeding problems?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

If yes, please explain:       
What types of foods does your child prefer?       
Does he/she seem to avoid certain foods?      
Overstuffs the mouth?       
Does your child drink from a bottle  FORMCHECKBOX 
 sippy cup  FORMCHECKBOX 
 cup without lid  FORMCHECKBOX 
straw  FORMCHECKBOX 
 other:      
Choking of coughing with eating or drinking?       
Describe your child’s response to sound:       
What does you child like to play with?       
What do you feel is motivating for your child?       
Is there anything else that you would like to describe about your child?
     
What are your goals and expectations for therapy?

     
Parent/Guardian Signature




Date
INSURANCE INFORMATION

Insurance Company:       
Identification Number:      
Group Number:      
Policy Holder’s Name:      
Policy Holder’s Address:      
*Please include a copy of the front and back of your current insurance card.*
Doctor’s Prescription 

Physician’s Name 




  Patient’s Name ________________



Address 





  Address 






City, State, Zip__________________________________________ City, State, Zip_________________________________________

Phone





  Phone 






Fax 





  Date of Birth 





IL License # 




_Parent’s Name 





NPI#





  Language(s) 





1. Medical Diagnosis and Description of the Problem
784.5          Other speech disturbance
438.19
 Other speech and language deficits

315.34  
Speech and Language due to hearing loss

438.81
Apraxia
___________________________________________________________________________________________________

___________________________________________________________________________________________________

2.  I prescribe the following assessments/services 
(Note to physician:  Assessment does not indicate eligibility for services.  If child is not eligible then services will not be provided.)

(        )    Evaluate for speech therapy

(        )    Treat for speech therapy as needed
___________________________________________________________

____________________________________

Physician signature 






date

SPEECH-LANGUAGE TREATMENT AGREEMENT

I am enrolling my child,    


  , in speech and language services with Megan A Wallace, M.A., CCC-SLP/LD to begin on 
    .  Megan A Wallace, M.A., CCC-SLP/LD, agrees to bill my insurance company for consultation, evaluation and treatment of my child at a rate of $180 per therapy session.  In the event that my insurance company applies payment to my deductible or denies payment for any reason, I agree to pay the cash discounted amount of $100 per session.
Parent Signature






Date

Parent Name (printed)

Megan A Wallace, M.A., CCC-SLP/LD



Date


Speech-Language Pathologist
Learning Behavior Specialist
NOTICE OF PRIVACY PRACTICES (NPP)

THIS NOTICE DESCRIBES HOW MEDICAL/PROTECTED HEALTH INFORMATION ABOUT YOU OR YOUR CHILD MAY BE USED AND DISCLOSED AND HOW YOU MAY ACCESS THIS INFORMATION.  PLEASE READ IT CAREFULLY!

Summary:
By law, we are required to provide you with our Notice of Privacy Practices (NPP).  This notice describes how your child’s medical information will be used and disclosed by Wallace Speech and Language.  It also explains how you can obtain access to this information.

As a patient or a parent of a patient, you have the following rights:

1. The right to inspect and copy your/your child’s information

2. The right to request corrections to your/your child’s information

3. The right to request that your/your child’s information be restricted

4. The right to request confidential communications

5. The right to a report of any and all disclosures of your/your child’s information

We would like to assure you that your child’s medical/protected health information is secure with Wallace Speech and Language.  

If you have any questions about this notice, please contact Megan Wallace at Wallace Speech and Language at (773) 209-9628.

I hereby acknowledge that I have received a copy of Wallace Speech and Language’s NPP.  I understand that if I have any questions or complaints regarding my privacy rights that I may contact the individual listed above.

_________________________________________
__________________

Signature of Parent/Guardian



Date

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOUR CHILD AND FAMILY MAY BE USED AND DISCLOSED AND HOW YOU CAN GAIN ACCESS TO THIS INFORMATION.   PLEASE REVIEW THIS CAREFULLY.

If you have any questions about this notice, please contact me:

Megan Wallace, M.A. CCC-SLP/LD 

1000 W 15th St Unit 224
Chicago, IL 60608
Phone: 773-209-9628
INTRODUCTION

This Notice of Privacy Practices is provided to you as a requirement of the Health Insurance Portability and Accountability Act (HIPAA). 

I am committed to treating and using your protected health information responsibly. This Notice of Health Information Privacy Practices describes the personal health information I collect, and how and when I may use or disclose that information. This notice also describes your rights as they relate to your Protected Health Information. This Notice is effective July 1, 2005 and applies to all protected health information as defined by federal regulations.

ACKNOWLEDGEMENT OF RECEIPT OF THIS NOTICE

You will be asked to sign an acknowledgement of receipt of this Notice. My intent is to make you aware of the possible uses and disclosures of your protected health information and your privacy rights. The delivery of your speech and language therapy services will in no way be conditioned upon your signed acknowledgement. If you decline to sign the acknowledgement, I will continue to provide treatment, and will use and disclose your protected health information for treatment, payment, and health care operations when necessary.

UNDERSTANDING YOUR HEALTH RECORD/INFORMATION

A record of each speech therapy session is made. This record may contain your symptoms, examinations and results, diagnoses, treatment, and a plan for future care or treatment. This information, often called your health or medical record, serves as a:

· Basis for planning your care and treatment,

· Means for communication between the many health professionals who contribute to your care,

· Legal document describing the care you received,

· Means by which you or a third-party payer can verify that services billed were provided,

· A tool in educating health professionals,

· A source of data for medical research,

· A source of information for public health officials charged with improving the health of this state and the nation,

· A source of data for my planning and marketing,

· A tool by which I can continually work to improve the care I provide and the outcomes I achieve.
Understanding what is in your record and how your health information is used helps you to: ensure its accuracy, better understand who, what, when, where, and why others may access your health information, and make more informed decisions when authorizing disclosure to others.

YOUR HEALTH INFORMATION RIGHTS

Although your health record is the physical property of Megan Wallace, M.A. CCC-SLP/LD, the information belongs to you. You have the right to:

· Obtain a paper copy of the Notice of Privacy Practices upon request,

· Inspect and obtain a copy of your health record as provided for in 45 CFR 164.524,

· Request and Amend your health record as provided in 45 CR 164.528,

· Obtain an accounting of disclosures of your health information as provided in 45 CFR 164.528,

· Request communications of your health information by alternative means or at alternative locations,

· Request a restriction on certain uses and disclosures of your information as provided by 45 CFR 164.522, and,

· Revoke your authorization to use of disclose health information except to the extent that action has already been taken.

MY RESPONSIBILITIES
I, Megan Wallace, M.A. CCC-SLP/LD, am required to:

1. Maintain the privacy of your health information,

2. Provide you with this notice as to my legal and privacy practices with respect to information I collect and maintain about you,

3. Abide by the terms of this notice,

4. Notify you if I am unable to agree to a requested restriction,

5. Accommodate reasonable requests you may have to communicate health information by alternative means or at alternative location, and

6. Obtain your written authorization to use or disclose your health information for reasons other than those listed above and permitted under law.

I, Megan Wallace, M.A. CCC-SLP/LD, reserve the right to change Privacy Information practices and to make the new provisions effective for all protected health information I maintain. Revised notices will be available as requested. I will not use or disclose your health information without your authorization, except as described in this notice. I will also discontinue to use of disclose your health information after I have received written revocation of the authorization according to the procedures included in the authorization.

EXAMPLES OF HOW I, Megan Wallace, M.A. CCC-SLP/LD 

MAY USE OR DISCLOSE YOUR HEALTH INFORMATION

For Treatment: I may use your health information to provide you with services. This may include recording information regarding your treatment, the course of action that I will take to treat your issues, and how you respond to these activities.

For Payment: I may use and disclose your health information to others for purpose of receiving payment for treatment and services that you receive. For example, a bill may be sent to you or a third-party payor, such as your insurance company or health plan. The information on the bill may contain information that identifies you, your diagnosis, and the treatment used in the course of treatment.

For Quality Control: I may use your information to assess the treatment provided and outcomes in your and similar cases. This information would then be used to continually improve the quality and effectiveness of the therapeutic services I provide.

Appointments: I may use your information to provide appointment reminders or information about treatment alternatives or other health-related benefits and services and services that may be of interest to you.

Directory: Unless you notify me that you object, I may use your name if you have been transported to a hospital or other facility to check on your status.

Notification or Communication with Family Members: I, using my best judgment, may use or disclose information to notify or assist in notifying family relatives, personal representatives, close personal friends, or other people you identify; information relevant to that person's involvement in your care or payment information related to your care.

Research: I may disclose information to researchers when their research has been approved by an institutional review board (IRB) that has reviewed the research proposal and established protocols to ensure the privacy of your health information.

Public Health: Your health information may be used or disclosed for public health activities such as assisting public health authorities or other legal authorities to prevent or control disease, injury, disability, or for other health oversight activities.

Required by Law: I, Megan A Wallace, M.A. CCC-SLP/LD, may use and disclose information about you as required by law. For example, I may disclose information about you for the following purposes:

· For judicial and administrative proceedings pursuant to legal authority,

· To report information related to victims of abuse, neglect, or domestic violence, and

· To assist law enforcement officials in their law enforcement duties.

Federal law makes provision for your health information to be released to an appropriate health oversight agency, public health authority, or attorney, provided that a work force member or business associate believes in good faith that I have engaged in unlawful conduct or have otherwise violated professional or clinical standards, and are potentially endangering one or more clients, workers, or the public.

Health and Safety: Your health information may be disclosed to avert a serious threat to the health or safety of you or any other person pursuant to applicable law.

Government Functions: Specialized government functions such as protection of public officials or reporting to various branches of the armed services that may require use or disclosure of your health information.

Obtaining and Storage of Information
Your information will be obtained from medical facilities, agencies, and other persons involved with the health care of your child and family only with your written consent. Your signature is required in order for health care information to be obtained from outside sources. 

Medical information may be delivered through U.S. mail or through facsimile services. All documentation delivered via U.S. mail will only be opened by Megan Wallace, M.A. CCC-SLP/LD. Facsimiles arrive in a private location and are also only obtained by Megan A Wallace, M.A. CCC-SLP/LD. Once these documents arrive they are placed into your child’s secured file. Other professionals may also request contact via telephone. Minimal information will be given via cellular communication in public locations. Should another professional wish to complete such a call, a request will be made to reschedule for another time or I will move to a location where your privacy can be assured.

Once medical information has been obtained, it will be placed in a confidential folder and stored in a locked cabinet in my office. No one other than Megan Wallace, M.A. CCC-SLP/LD will have access to these files without your written and signed consent.

After six years of inactive status, your stored medical information will be destroyed via shredding. The shredded information will then be discarded.

For more information, to discuss a problem, or if you have questions and would like additional information, you can contact me:

Megan A Wallace, M.A., CCC-SLP/LD 

1000 W 15th St Unit 224
Chicago, IL 60608
Phone: 773-209-9628
If you believe that your privacy rights have been violated, you can discuss the situation with me, or you can file a complaint with the Office for Civil Rights, U.S. Department of Health and Human Services. There will be no retaliation for filing a complaint with either me or the Office for Civil Rights. The address for the OCR is listed below:

Office for Civil Rights-U.S. Department of Health and Human Services

200 Independence Ave., S. W.

Room 509, HHH Building

Washington, D.C. 20201

866-OCR-PRIV (866-627-7748) or 886-788-4989 TTY

ACKNOWLEDGEMENT OF RECEIPT OF THIS NOTICE
I, Megan A Wallace, M.A., CCC-SLP/LD, am concerned about the privacy of your health care information. My intent is to make you aware of the possible use and disclosures of your protected health information and privacy rights. The delivery of your therapy services are in no way conditioned upon your signed acknowledgment. If you decline to provide a signed acknowledgment, I will continue to provide treatment, and use and disclose your protected health information for treatment, payment, and health care operations as necessary.

I acknowledge that I have received that Notice of Privacy Practices for Megan A Wallace, M.A., CCC-SLP/LD.











______

Name of Client






                    _____________________________________
Signature of Client/Parent/Guardian/Authorized Representative 






                    _____________________________________
Date
Therapist Initials

