
Let’s Talk Speech and Language Therapy Services, LLC. 
 

_____________________________________________________________________________________ 
120 W. Center St., Unit #2, W. Bridgewater MA 02379          phone (508) 230-8181     fax (508) 230-8182 
 

CHANGE OF INSURANCE FORM 

 

Client Name: ___________________    Date: _____________ 

 
 

Date Effective: ____________ 

Primary Insurance: _____________________________________________________ 

Plan Type (i.e., HMO, PPO): _____________________________ Copay: __________ 

Insurance Identification Number (all characters): ______________________________ 

Subscriber’s Name: _____________________________________ D.O.B.: _________ 

Subscriber’s Employer: __________________________________________________ 

Relationship to Client: ___________________________________________________ 

Physician Name: _______________________________________________________ 

Physician’s Phone/Address: ______________________________________________ 

____________________________________________________________________ 

Authorization #___________________ 

Secondary Insurance: ___________________________________________________ 

Plan Type (i.e., HMO, PPO): _____________________________ Copay: __________ 

Insurance Identification Number (all characters): ______________________________ 

Subscriber’s Name: _____________________________________ D.O.B.: _________ 

Subscriber’s Employer: __________________________________________________ 

Relationship to Client: ___________________________________________________ 

 

Parent/Guardian/Client Signature to Bill Insurance: X __________________________ 

Date: ___________________ 

 


