Little Steps 1, Inc.
Outpatient Rehabilitation Center
6370 Woodhaven Blvd 
                                                                              Rego Park Ny 11374
929-335-7707 Ph.
929-335-7709 Fax
Patient Information
Name: ________________________________ SSN: ___________________________________
D.O.B: ________________________________ Work Phone #: ___________________________
Occupation: ___________________________ Employer’s Name: ________________________
Address: ______________________________________________________________________
Today’s Date: _________________________ Home Phone #: ____________________________
Address: ______________________________________________________________________
Spouse Information
Marital Status:  ___Single ___ Married ____Divorced ___Separated
Name of your spouse: _______________________ SSN: _________________________________
Occupation: ______________________________ Employer’s Name: ______________________
Work Address: __________________________________________________________________
Phone Number: ___________________________ Extension #: ___________________________
Primary Insurance Information

Plan Name: _____________________________Group ID: ______________________________
Name of Insured: ________________________ SSN #: _________________________________
Work Phone #: __________________________ Alt. Phone #: ___________________________
Employer Name: ________________________________________________________________
Employer Address: ______________________________________________________________
Secondary Insurance Information
Plan Name: _____________________________Group ID: ______________________________
Name of Insured: ________________________ SSN #: _________________________________
Work Phone #: __________________________ Alt. Phone #: ___________________________
Employer Name: ________________________________________________________________
Employer Address: ______________________________________________________________

 
PRIMARY CARE PHYSICIAN NAME: _________________________________

PRIMARY CARE PHYSICIAN PHONE NUMBER: __________________________



Little Steps 1, Inc.
Outpatient Rehabilitation Center
6370 Woodhaven Blvd 
                                                                              Rego Park Ny 11374
929-335-7707 Ph.
929-335-7709 Fax
[bookmark: _GoBack]



Date: _____________________________________

Name of Guarantor: __________________________________________

Name of Patient: _____________________________________________


I, ___________________________ (please print name), understand that I am responsible to give 24-hour cancellation notice to Little Steps Speech & Language Clinic. If I do not attend a scheduled session and have not given Little Steps Speech & Language Clinic at least 24 hours’ notice in advance. I will be responsible for the payment of said session and all associated fees accrued with collection of funds. 



Signature of Guarantor and/or Patient: _________________________________





Little Steps 1, Inc
Outpatient Rehabilitation Center


INSURANCE NOTICE/FINANCIAL POLICY
WE STRONGLY URGE YOU TO FAMILIARIZE YOURSELF WITH THE BENEFITS AND EXCLUSIONS OF YOUR INSURANCE CONTRACT, AS WE ACCEPT MANY HEALTH INSURANCE CARRIERS AND EACH HAS ITS OWN INDIVIDUAL CLAUSES, OUR PRACTICE CANNOT GUARANTEE ALL SERVICES WILL BE COVERED. THOSE REJECTED OR NOT COVERED MAY BE BILLED TO THE PATIENT. PLEASE KNOW YOUR INSURANCE. 

Insurance companies never guarantee the provider payment. Even in cases of obtaining a predetermination, pre-certification, or pre-authorization, insurance companies never guarantee us payment. Provider only knows of payment by insurance company once the explanation of benefits is received. 

In case your insurance company does not cover the services rendered, you will then be responsible for payment. We accept Cash, Checks, and Money orders. Payment plans are available. 

All delinquent accounts will be subject to a finance charge of 1.5% per month. A fee of $100.00 will be charged for any account turned to collection agency along with any charges incurred associated with collection of such debt. Attorney fees and filing fees of the accounts in collection will be responsibility of the patient and/ or the guarantor on the account. 

I HAVE READ AND UNDERSTAND THE FINANCIAL POLICY AND AGREE TO ITS GUIDELINES 
Signature __________________________________ Date _____________________________________
Name of Signer _____________________________ Relationship to patient _______________________

Insurance Authorization and Assignment

Name of Policy Holder ________________________________ SSN# ____________________________
Health Insurance Company ______________________________________________________________

I request that payment of authorized Health Insurance Company benefits be made on my behalf to Little Steps, Inc. Speech and Language Clinic for any services furnished to me or my child by this party who accepts assignment. Regulations pertaining to this assignment of benefits apply. I authorize my holder of medical or other information about me to release to the Social Security Administration and Health Care Finance Administration, its intermediaries or carrier, or any other Insurance Company, any information needed for this or related insurance company claim. As item 9 of HICSA-1500 claim form is completed, my signature authorizes releasing of the information to the insurer or agency shown. In Insurance Company assigned cases, the physician or supplier agrees to accept the charge determination of the Insurance Company as the full charge, and the patient is responsible only for the deductible, co-insurance and non-covered services. Co-insurances and deductibles are based upon the charge determination of Insurance Company. 

Signature ___________________________________________ Date _____________________________

