
Jennifer Bauer, MA, CCC-SLP 
P: 970-590-6206 
F: 970-587-6497 

www.bauertherapy.com 
jennifer@bauertherapy.com 

 

 

Patient Insurance Information & Authorization 

 

Primary Insurance: 

Patient Name:____________________________________   DOB:______________________________ 

Insurance Company:_______________________________ Phone:_____________________________ 

ID Number:______________________________________ Group Number:______________________ 

Policy Holder:____________________________________ DOB:______________________________ 

Copayment: $_________________  Prior Authorization #_________________________________________ 

# Visits Authorized:____________per calendar year  or other:______________________________________ 

 

Secondary Insurance: 

Insurance Company:_______________________________ Phone:_____________________________ 

ID Number:______________________________________ Group Number:______________________ 

Policy Holder:____________________________________ DOB:______________________________ 

Copayment: $_________________ Prior Authorization #_________________________________________ 

# Visits Authorized:____________per calendar year  or other:______________________________________ 

 

 

I, ______________________________(please print) certify that my child _____________________________ 

has insurance coverage with_____________________________________________ (insurance company) 

and assign directly to Bauer Stuttering & Speech Therapy, LLC all insurance benefits, if any, otherwise payable 

to me for services rendered. I understand that I am financially responsible for all charges whether or not paid 

by insurance. I hereby authorize Bauer Stuttering & Speech Therapy, LLC to release all information necessary 

to secure the payment of benefits. I authorize the use of this signature on all insurance submissions.  

 

_______________________________________    _____________________________ 

Parent/Guardian Signature       Date 

Providing In-Home Services 


