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Kiddos’ Clubhouse

11539 Park Woods Circle, Unit 502
Alpharetta, GA  30005
   







         “Reach for the Stars”

Phone:  (678) 527-3224








      Pediatric Therapy Services

Fax:  (678) 366-5886

www.kiddosclubhouse.com
PATIENT DEMOGRAPHICS & INSURANCE VERIFICATION FORM
	Patient’s Name:
	
	Date of Birth:
	

	Mailing Address:
	 
	Home Phone:
	 

	Parents’ Names:

	 
	Alternate #:

	 

	E-mail address:

	
	Alternate e-mail:
	

	Pediatrician:
	 
	Ped’s Phone #:
	 

	Primary Insurance:
	 
	Secondary Insurance
	

	Provider Info #:
	 
	Provider Info #:
	 

	Subscriber’s Name: 
	 
	Subscriber’s Name: 
	

	Subscriber’s DOB:
	 
	Subscriber’s DOB:
	

	Policy ID #:
	 
	Policy ID #:
	

	Group #:
	 
	Group #:
	

	Employer Name:
	  
	Employer Name:
	

	Does child have Katie-Beckett/Deeming Waiver:

	______ YES    ______ NO

	Medicaid ID #


	

	Diagnosis (if known):
	

	Services Needed:
	_____  OT  _____  PT  _____ ST _____ ABA


	INSURANCE BENEFIT COVERAGE

(TO BE COMPLETED BY INSURANCE COORDINATOR AT KIDDOS’ CLUBHOUSE)

	
	Occupational 


	Physical 
	Speech 
	Cognitive/ABA

	Annual Deductible:
	 
	 
	 
	

	Coinsurance/Copays:
	 
	 
	 
	

	Number of Visits allowed:
	 
	 
	 
	

	Deductible/OOP YTD:
	 
	 
	 
	

	Authorization Required?
	 
	 
	 
	

	Effective Date of Policy:
	 

	Exclusions to the policy?


	    

	Developmental Testing**
	

	Insurance Rep’s Name:
	 
	Date of call:
	 

	Please make certain to bring a prescription from your Pediatrician to your first visit.  It must specify diagnosis, type of service (OT, PT, ST), and frequency of treatment.  If your child has Medicaid, we will also need a current IEP or IFSP (if under the age of three).  


My signature indicates that, to the best of my knowledge, all information provided above is accurate and current.  I understand that if my insurance information changes at any time, it is my responsibility to notify a representative of Kiddos’ Clubhouse of the noted changes.  Failure to do so will result in my responsibility for payment of services if insurance denies services due to lack of authorization and/or verification of benefits.  Verification of benefits does not ensure payment, and I understand I am financially responsible for services rendered may not be covered through my insurance.

Signature of Parent/Guardian:  _____________________________________________________
Date:  _________________________

