
speech and occupational therapy 
speech motion 

                              phone: 281-242-1117   |   fax: 281-242-0474 
15510 lexington blvd, suite A2 

sugar land, tx 77478 
 

speechandmotiontherapy.com 

 
 

 PEDIATRIC PATIENT FORM 
 

 

Client’s Full Name:_________________________________ Age:_______ Birth date:______________   

Address:_______________________________ City:________________ State:__________________   

Zip Code:____________ Sex: M / F  

Referred By: _______________________________________________________________________ 

School/Daycare:_______________________________________   School/Daycare Address: 

__________________________________________________________________________________   

  

 

Father’s Name:___________________________________ Date of Birth:_______________________  

Primary Phone#_____________________  Alt. Phone #_____________________  

Email Address: ______________________________________________________________________  

Place of Employment:_____________________________ Work Phone#:_______________________   

Occupation:_______________________________ Education:________________________________   

  

Mother’s Name:___________________________________ Date of Birth:_______________________  

Primary Phone#_____________________  Alt. Phone #_____________________  

Email Address: ______________________________________________________________________  

Place of Employment:_____________________________ Work Phone#:_______________________   

Occupation:_______________________________ Education:________________________________   

 

  

Insured’s Name: ____________________________________________________________________  

Primary Insurance Company:___________________________________________________________  

Insurance Phone #___________________________________________________________________   

Group Number# _______________________  ID# ____________________________  

  

Release of Information:   I hereby authorize Speech and Motion Therapy to release any information 

required to process my claims.          

  

Signature: _________________________________________     Date: ____________________  

 


