advantage i

thel 1Py 5CrY

O I understand that Advantage Speech Therapy Services will bil my insurance company but that
any unpaid balances are my resPonsibiIiT\/ whether denied, Par‘rial!y Paid, or not covered b\/ my
insurance company. There is a minimum of a $30 cl/wge for any returned checks.

{11 —

O L understand that I wil be a private pay clent and that all invoices must be paid within Z weeks
of receipt of invoice. )17 J—

[ L gve consent fo have Advantage Speech Therapy provide specch therapy services 1o my chid.
L1/ J—

O I give concent for my chids pieture/video fo be taken (no names) fo be used for social medial
and marketing materials. 1117 —

O L agree to alow Advantage Speech Services to obtain, release, discuss and/or exchange
Perﬁnerﬁ information about my child with other Jrlaempidrs and/or medical Professionms in order
to best treat my child. Witiol: __

Forent/Caregiver Sgature: Dot

Fovment, Coneent and Release of nformation -ASTS o, 0478427720, Ermaikcobyn@achantagesyeechcom



