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Consent to Evaluate/Treat

I consent for Traci W. Flome or a member of the Express Yourself Speech Pathology team to provide my child ______________________ with speech/language therapy services.  I will inform the therapist of any changes regarding insurance or Medicaid services.  I assign benefits for filed claims to be paid to Express Yourself Speech Pathology Services, LLC.  I understand that I am responsible for payment of any services not by insurance or Medicaid.

______________________________

____________________________

Parent/Legal Guardian



Date

______________________________

____________________________

Therapist/Witness




Date

Release of Medical Information

I authorize Traci W. Flome or a member of the Express Yourself Speech Pathology team to release necessary and pertinent medical information to physicians, case managers, and insurance companies as needed for my child, ________________________.  I authorize Traci W. Flome or a member of the Express Yourself Speech Pathology team to obtain medical and pertinent medical information from the patient’s physician, therapists, teachers, case managers and insurance companies as needed.

______________________________

____________________________

Parent/Legal Guardian



Date

______________________________

____________________________

Therapist/Witness




Date

