SYNTACTICS

A Speech & Language Pathology Services

Patient Information

44081 Pipeline Plaza
Suite 200

Ashburn, VA 20147
Phone: 703-729-6291
Fax: 703-729-6293

Patient Name (Last, First, MI)

Today’s Date

Address (Street)

Address (City, State, Zip Code)

Home Phone

Work or Alt. Phone

Parent/Guardian Name (If patient is child/minor)

Address (If different from above)

Emergency Contact

Address

Phone

Referral: Name

Referral: Address

Physician’s Name

Physician’s Address

Phone

Consent for Evaluation, Therapy and/or Speech-language services

I voluntarily give my permission to certified speech-language pathologists of Syntactics, LLC as they may
deem necessary to provide speech & language pathology services to me. I understand by signing this
form, I am authorizing them to provide evaluation, therapy and/or counseling services to me for as long as

I seek care from Syntactics, LLC.

Signature of Patient or Guardian

Date

Printed Name of Patient or Guardian

Relationship to Patient

Date of Birth (MM/DD/YYYY)

Phone (i different)

Referral: Phone No.




’ SYNTACTICS
A ° Speech & Language Pathology Services

Insurance/Financial Information (Primary)

Financially Responsible Party (Last, First, M) Date of Birth (MM/DD/YYY) Social Security No.
Primary Insured’s Name (Last, First, MI) Primary Date of Birth (MM/DD/YYYY)

Insurance Carrier ID Number (Include all letters & numbers) Gender

Insurance Group Number Insurance Plan Name

Relationship to Patient ‘ Primary’s Address (If different from patient) Phone (If different)
Primary’s Employer Employer Address Work Phone

Statement of Assignment of Benefits

I do hereby authorize Syntactics, LLC and/or Dr. Grace Park to apply for benefits on my behalf for services
rendered. I request that payment from my insurance carrier be made directly to Grace Park at Syntactics, LLC.

I further authorize the release of any necessary information, including medical information for this or any related
claim, to my insurance carrier. I permit a copy of this authorization form to be used in place of the original.

Signature of Primary Insurance Subscriber Date

Printed Name Primary Insurance Subscriber

Statement of Financial Responsibility

I acknowledge that I am legally responsible for all charges in connection with the speech-language pathology
services provided by the clinicians of Syntactics, LLC. It is my understanding that by assigning authorization of
benefits in no way releases me of my personal primary obligation to pay for services rendered and does not prohibit
customary billing to me by Syntactics, LLC or Dr. Grace Park. I understand that if my insurance carrier does not
approve or reimburse my medical services for any reason, including but not limited to medical non-necessity, I am
responsible for all charges and fees. I understand I am responsible for fees not paid in full, co-payments, and policy
deductibles and co-insurance. I agree to pay for all charges within 30 days of billing.

Signature of Financially Responsible Party Date

Printed Name of Financially Responsible Party Relationship to Patient




