
Welcome!

Thank you for choosing Milestones Speech and LanguageTherapy. We appreciate the
opportunity to assist you with this important process.

The attached new client packet includes important information about this practice including
insurance, financial, and privacy policies. Please take time to fill out as much information as
possible regarding your child’s developmental history as this information can be vital to the
direction of the therapy plan. It is important that your therapist has as much information as
possible prior to your first visit so that she may provide the best possible service for your child.
If your child has any recent evaluations completed by other health professionals (psychologist,
IEP, etc.), please bring copies of these with you or you may fax them to Milestones Speech and
Language Therapy in advance.

Completed packets may be faxed to (760) 406-4229 or emailed to
info@milestonesslp.orgPlease feel free to call our office at (760) 778-6111 with any questions or
concerns that you may have. We look forward to meeting you soon!

Sincerely,

Jy� A. Chandler
Jyll Chandler, M.A. CCC-SLP/QOT

Owner/CEO
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Milestones Speech and Language Therapy 

160 N. Luring Drive Ste E 
Palm Springs, CA 92262 

Phone (760)778-6111 
Fax (760) 406-4229 

 
 

Please Note: So that we may maintain the most up to date and accurate information on our patients, in addition to the face sheet presented to 
you at every visit, we will request that you review and update this form at least once a year. 

DATE: __________________ 
          

PATIENT INFORMATION 
 

Patient Name: First____________________________________MI_________ Last_____________________________________ DOB_____________________________ 
 

Address: ____________________________________________________Apt # _________ City_________________________St___________Zip _________________ 
 

Name of Mother _______________________________Phone: _____________________________E-mail_____________________________________ 
 

Name of Father _______________________________ Phone: _____________________________E-mail_____________________________________ 
  

EMERGENCY CONTACT 
 

Name: ________________________________________________________________ Relationship to Patient: _____________________________________________ 
 

Phone:  Home____________________________________ Cell_____________________________________ Work__________________________________________ 
 

Name: ________________________________________________________________ Relationship to Patient: _____________________________________________ 
 

Phone:  Home____________________________________ Cell_____________________________________ Work__________________________________________ 
 
 

ADDITIONAL PATIENT INFORAMTION 
 
 
   

Who lives at home with child? ________________________________________________________________________________________ 

 

What are your primary concerns about the child?  _________________________________________________________________________ 

 

Has this condition changed since it was first noticed?  Yes/ No. Please explain __________________________________________________ 

 

_________________________________________________________________________________________________________________ 

 

 

Have you consulted any other specialists (other than speech-language specialists), such as physicians, audiologists, psychologists, or 

neurologists?  Yes/ No. 

 

If yes, describe the type of specialist, the approximate dates attended, and the conclusions or suggestions of speech-language specialist. 

Specialist Name Phone Dates Attended Suggestions/ Conclusion 

    

    

    



 
Is the child taking any medication? Yes/ No.    If yes, please specify: 
 

Medication  Dose Frequency Reason 

    

    

    

 
 
Is there any other information that might be helpful in the evaluation of the child’s condition?  Please explain. 
 
 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



PARTY RESPONSIBLE FOR PAYMENT

Name:________________________________ DOB: ________________ SSN: __________

Address:__________________________________________Phone:_____________________

Employer Name: _______________________Contact Phone: ______________________

Company Address_____________________________________________________________

INSURANCE BILLING INFORMATION:

Card Provided: Y / N

Primary Insured: __________________________________________ DOB: ______________

Primary Insurance : __________________________ Phone Number:___________________

Billing/Claim Address:__________________________________ City:___________________

State: __________ID#:______________________  Group #: _________________________

Secondary Insurance: _________________Policyholder Name: ________________________

DOB: ______________________ Phone Number: ___________________________________

Billing/Claim Address: _______________City:_______________________ State:____________

Policy Group or #: ________________________________ Group #: _____________________

As a courtesy, we will verify your insurance benefits. However, due to continuous inconsistent
information provided by the insurance companies, verification is not a guarantee of payment.
Payment is ultimately the responsibility of the patient/guarantor. If your insurance does not pay
for services, it is YOUR responsibility.

**Please bring your driver’s license and insurance cards to the first appointment.**

Assignment of Benefits (insurance patients only): I___________________________________,

authorize the release of any payment and medical information necessary to process my or my

family member’s insurance claim and related claims. I hereby authorize payment directly to

Milestones Speech and Language Therapy of the insurance benefits otherwise payable to me for

all professional services.

Signature of Policyholder: _____________________________________ Date:_____________



POLICIES AND PROCEDURES

______ATTENDANCE POLICY

Clients may NOT be “dropped” off. An adult must be present in the clinic or parking lot while the
child is in their appointment. If you must cancel an appointment, please call at least 24 hours in
advance. Except under  emergency circumstances and acute illness, all appointments canceled
with less than 24 hours  notice will be subject to a $25 service fee for regular therapy sessions.
There will be ONE “failure to cancel” courtesy provided. If you arrive 10 minutes late for your
scheduled visit, you will be charged a $25 no show fee and will not be seen for your
appointment. Please note that most insurance companies will not reimburse for missed
appointment fees and you will remain responsible for these charges.

_______COVID COMPLIANCE AGREEMENT

I agree to abide by the following precautions that Milestones has implemented against the
spread of  COVID-19 in compliance with city, state, and federal guidelines: All adults must wear
masks or face coverings to enter the clinic, parents will wait in vehicle whenever possible, will
not congregate in the waiting room or in the hallways, and keep a six-foot distance between
people. I agree to contact Milestones if I or my child test positive for COVID-19 or are
experiencing fever, chills, cough, sore throat, shortness of breath, headaches, nausea,
vomiting, diarrhea, or loss of taste or smell. I will not return to the office without permission from
a physician or after isolating for 10-14 days as suggested by the CDC.

________CONFIDENTIALLITY

Your privacy is very important to us. We strongly recommend that you review the Notice of
Privacy Policy for important details regarding policies for maintaining confidentiality. In
particular, you should be aware that we will only contact you via means that you have
specifically authorized in your new client paperwork. If you would like us to exchange
information with persons other than yourself, an Authorization for Release of Information form
must be completed.

_______FEES

It is the parent/client’s responsibility to verify/clarify charges prior to attending evaluations or
treatments. Fees apply to various types of services including direct client contact (clinic
based or offsite), phone consultations, travel, and consultation with other professionals.

________PAYMENT

The person who completes the Party Responsible for Payment section is responsible for
payment of all services rendered. Payment is due at the time services are rendered unless  you
have made other arrangements in advance. Accounts more than 30 days overdue will  be
subject to a $20.00 late fee and 5% interest charge. Accounts more than 90 days
overdue will be sent to collections. For clients seeking third-party reimbursement, please  be
aware that you are ultimately responsible for the payment of services rendered. If  your
insurance carrier denies payment (including recoupment) or does not remit  payment
within 45 days, the client will be responsible for payment of all services rendered.



______HEALTH INSURANCE

We participate with some insurance companies, but not all. If Milestones Speech and Language
Therapy is not contracted with your insurance, we will be happy to provide you with a superbill to
assist you in seeking reimbursement for out-of-network provider services. Please  also be
advised that many health insurance plans have limited coverage for speech language pathology
services. We recommend that you contact your insurance company to  discuss the limits of your
coverage.

________TERMINATION OF SERVICES

In the event that you do not keep your financial obligations to Milestones Speech and
Language Therapy and remain delinquent on your account for more than 2 sessions, services
will be suspended until payment is received. Services may also be terminated if it is
determined that continued participation will be a detriment to the child or their family. Due to  the
importance of continuity of care, regular attendance to appointments is necessary. Two
consecutive missed appointments without office notification will result in removal from the
schedule. Families are responsible for reconciling with the front desk in order to resume
sessions.

The Speech Language Pathologist reserves the right and professional judgement to
discontinue services. Optimal outcomes are the goal, however not guaranteed.

______HEALTH POLICY

Help and cooperation is required to maintain a healthy environment. A child must be
temperature-free for 24 hours before returning to therapy. If your child has experienced  vomiting
and/or diarrhea, he/she should not return to therapy until 24 hours have passed since  the last
episode of the same. Please do not bring sick or febrile family members to the clinic.

Children will not be seen if any of the following is present: Too ill or uncomfortable to function
in the therapy setting, continual runny nose; thick or discolored nasal discharge; excessive
sneezing or coughing and mucus-producing cough; an elevated temperature.

_______CONSENT/PAYMENT FORM

This form must be completed before services can be initiated. If the client is under the age of
18 years, the form must be signed by all legal guardians.

Consent for Treatment I hereby attest that I have voluntarily applied for and entered into
treatment, or give my consent for the minor or person under my legal guardianship, at
Milestones Speech and Language Therapy. I understand that I may terminate these services
at any time.

_______RECEIPT OF POLICIES AND PROCEDURES

I hereby attest that I have received a copy of Milestones Speech and Language Therapy’s
Policies and Procedures, including payment policies, and have read, understand and consent
to be bound by its content.



_______CONSENT TO TELETHERAPY

I give consent for myself or my child to participate in speech therapy services via HIPAA
compliant video chat.

_______RECEIPT OF PRIVACY POLICY AND CONSENT FOR DISCLOSURE OF HEALTH
INFORMATION

I have been provided a copy of Milestones' Notice of Privacy Policies detailing how my medical
record may be used and disclosed under Federal and State law. I understand that as a part of
Milestones Speech and Language Therapy's treatment, payment, or health care operations, it
may become necessary to disclose my protected health information to another entity (i.e.,
insurance, emergency, etc.), and I consent to such disclosure for these permitted uses,
including disclosures via fax and e-mail only to appropriate parties. I fully understand and
accept the terms of this Consent and acknowledge the receipt of the Privacy Notice. I
understand that I may revoke this consent in writing, except to the extent that the organization
has already taken action in reliance thereon. I understand that by refusing to sign this consent
or revoking this consent, Milestones may refuse to treat me. I further understand that
Milestones reserves the right to change its privacy policies and will provide me with a copy of
any revised notice.

______TEACHING FACILITY

I understand that Milestones is a teaching facility that utilizes students in therapy sessions in
order to gain clinical experience. I give permission for students to conduct therapy session
under the supervision of the SLPs on site

PHOTO CONSENT
Milestones would like to incorporate our clientele and their families in the marketing

Name of Patient (Printed): _______________________________Date:_______________

By signing below, you are attesting to the accuracy of the above statements including all
consents and authorizations implied therein. A copy of this agreement is available upon
request.

Legal Guardian Signature:___________________________________ Date: ___________

CONSENT TO AUDIO OR VIDEO RECORDING

I consent to allowing this speech therapy session to be recorded via audio or video. I
understand the purpose of this recording is to provide assessment points and tools of
measurement. I have been advised it will not be released for use in any public material
or presentation.

Legal Guardian Signature:_____________________________________ Date__________


