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              Client Information:                                                     Date: _____________

Patient Name________________________       Date of Birth________________
Address_____________________________________    City/State/Zip__________________________________
Phone Number (Home) __________________________ (work/cell)___________________________________
Current Diagnosis (list):_______________________________________________________________________
Physician______________________________________________ Phone Number_______________________ 
Address_____________________________________    City/State/Zip__________________________________
_______________________________________________________________________
 
Primary Contact (the person to call for scheduling appointments, and additional info.)
Mother’s Name ___________________________ Father’s Name _______________________
Address_________________________________    City/State/Zip_________________________________
Phone Number (Home) ______________________ 
(work/cell) ______________________________________
Email________________________________ (by providing your email you agree we can email you about appointments, billing, and newsletters)
Person making the Referral:  (the person who told you about GCRC)
Name: _______________________________________                Relationship___________________________
Phone Number (Home) ________________________  
(work/cell) ____________________________
Address_____________________________________                  City/State/Zip_________________________

Insurance Information:
SoonerCare/Medicaid (if applicable)
Full Name on Card_______________________________________________
I.D. #________________________
Primary Insurance Information (for Private Insurance only)
Insurance Carrier: __________________________________
Subscriber Name: __________________________
Address: _________________________________________ 
Phone Number: ___________________________
Marital Status: _______________________         
Social Security Number: ______________________________
ID Number: _________________________        
Group Number: _____________________________________
Employer Name: ___________________________________________
Address: _________________________________________________ 
Phone Number: ____________________________ 







Secondary Insurance Information:

Insurance Carrier: __________________________________
Subscriber Name: __________________________
Address: _________________________________________ 
Phone Number: ___________________________
Marital Status: _______________________         

ID Number: _________________________         
Group Number:______________________ 



Payment Responsibility: I understand that I am financially responsible for all services and products rendered to me by Great Changes Resource Center.
Insurance Authorization and Assignment: I hereby authorize Great Changes Resource Center to furnish information to insurance carriers concerning my products rendered to myself or my dependents. **Private Insurance may/may not reimburse you for the amounts charged. Please check with your insurance company. By signing, you are stating that you recognize that Great Changes Resource Center billing is due on a monthly basis, regardless of reimbursement to you through your insurance policy.

Consent for Treatment: I, or my representative, acknowledge(s) my need for evaluation and intervention for speech and/or occupational therapy services, as indicated. 

__________________________________         _________________________________
Client’s Signature                                Date                 Insured’s Signature                        Date

________________________________________       ______________________
Parent/Legal Guardian’s Signature                                   Date

(A photocopy of the authorization and assignment shall be considered as valid as the original)
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