wegeSpeak

Therapy & Learning Center

INSURANCE RESPONSIBLE PARTY INFORMATION

Child’s Name: Birthdate:

PRIMARY INSURANCE

Insurance Company’s Name:

Address:

Phone:

Group Number: Policy/ID Number:

Insured’s Name:

Date of Birth:

Social Security No.:

Employer:

Relationship to Child:

SECONDARY INSURANCE

Insurance Company’s Name:

Address:

Phone:

Group Number: Policy/ID Number:

Insured’s Name:

Date of Birth:

Social Security No.:

Employer:

Relationship to Child:

** How were you referred to Wee Speak? (Circle one) **

Physician Friend Internet Family Patient

Newspaper

Other
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