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Patient’s Name: _____________________________________________________________________________
Home Address: _____________________________________________________________________________
City: _______________________________   State: ___________________    Zip Code: __________________
Date of Birth: _______________________    Contact Phone Number: ________________________________
Primary Email: ______________________________________________________________________________
Father / Spouse’s Name:_____________________________________________________________________
Email: ____________________________________   Cell Phone Number: _____________________________
Mother / Spouse’s Name: ____________________________________________________________________
Email: ____________________________________   Cell Phone Number: _____________________________

Primary Care Physician: ______________________________________________________________________
Referred by: ________________________________________________________________________________
Insurance Co: _____________________________   Policy #: ________________________________________
Group #: __________________________________  Policy Holder: ___________________________________
Policy Holder DOB: ________________________   

For appointment confirmations, please check one:  Call ____        Text ____        Email ____
Cell Provider: ______________________________

Main Reason for Visit: _______________________________________________________________________
___________________________________________________________________________________________
Previous Speech Therapy (Y/N): ________            If so, where? ____________________________________

I hereby affirm that the above information is accurate and correct to the best of my knowledge. I understand that this information is considered private medical records and that a full explanation of my rights regarding this information is included in the “Notice of Privacy Practices.”

Signature: _______________________________________            Date: ____________________
BILLINGS
2625 Grand Ave, Billings MT 59102
406-969-2770




MILES CITY
2600 Wilson St, Miles City MT 59301
406-233-4327

                 hascmt.com/speech						

GLENDIVE
202 Prospect Dr. Glendive MT 59330
406-382-3220
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Hearing and Speech Connection

Audiology -Hearing Aids - Speech Therapy




