
Today’s Therapy Solutions 
P.O. Box 30034 

Edmond, OK  73003 
(405) 735-6388 

www.todaystherapysolutions.com   
 
 

Client Information: 
Name _____________________________________Date of Birth___________Date______________________ 
Address___________________________________City ____________________State/Zip ________________ 
County __________________ Telephone Number (home) _______________________ (work) _____________ 
Diagnosis _______________________________________Social Security Number ______________________ 
 
Physician _____________________________________ Telephone number ___________________________ 
Address__________________________________________ City/State/Zip___________________________ 
 
Primary Contact (the person to call for scheduling appointments and additional information) 
Name ______________________________________________________Relationship____________________ 
Telephone (home) _________________________________(work)____________________________________ 
Address________________________________________________City/State/Zip________________________ 
 
Person Making the Referral (the person who told you about TTS) 
 
Name ____________________________________________________Relationship______________________ 
Telephone (home) _____________________________(work) _______________________________________ 
Address________________________________________________City/State/Zip________________________ 
 
What type of services are needed (check all that apply) 
   [] Speech Therapy Services 
   [] Occupational Therapy Services 
          
What activities would this client like to do that he/she is unable to currently do? 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
PRIMARY INSURANCE INFORMATION: 
Insurance Carrier: ____________________________  Subscriber name: _______________________________ 
Address: ____________________________________________________Phone number:__________________ 
Marital Status:  ______________________ Social Security Number: __________________________________ 
Employer Name: ___________________________________________________________________________ 
Address: _______________________________________ Policy/Claim number: ________________________ 
Phone number ____________________________________________ Group number: ____________________ 
Primary Care Physician: ____________________________________ Telephone number: _________________ 
 
 
 
 
 



SECONDARY INSURANCE INFORMATION: 
Insurance Carrier: ____________________________  Subscriber name: _______________________________ 
Address: _____________________________________________________Phone number: ________________ 
Marital Status:  ______________________ Social Security Number: __________________________________ 
Employer Name: ___________________________________________________________________________ 
Address: _______________________________________ Policy/Claim number: ________________________ 
Phone number ____________________________________________ Group number: ____________________ 
Primary Care Physician: ____________________________________ Telephone number: _________________ 
 
Payment responsibility:  I understand that I am financially responsible for all services and products rendered 
to me by Today’s Therapy Solutions. 
 
Insurance Authorization and Assignment:  I hereby authorize Today’s Therapy Solutions to furnish 
information to insurance carriers concerning my conditions and treatments and I hereby assign to the center all 
payments for services and products rendered to myself or my dependents.  I understand and I am responsible for 
any amount not covered by insurance. 
 
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’s/Legal Guardian’s Signature: _________________________________  Date: ____________________ 
(A photocopy of the authorization and assignment shall be considered as valid as the original) 
  


