
We believe all of your hopes and dreams for your child are within reach! 
 

 

CLIENT INFORMATION FORM 
General Information: 

Child’s Name:                                                              
 
Date of Birth:                                                                                                               Age: 
                                                                                     

Child’s Address (City/State/Zip): 
 
 
 

Guardian:   
                         
 

Address if different than child’s (City/State/Zip): 
 
 
 
Contact phone numbers (cell/work): 
 
 

Email: 
 
Guardian 2: 
 
 

Address if different than child’s (City/State/Zip): 
 
 
 

Contact phone numbers (cell/work) 
 
 

Email: 
 

 
 
 
 

 

 

Time 2 Talk, LLC 

P.O. Box 314 Chatham, IL  62629 
Phone: 217.299.1713 

Fax: 217.670.0305 



We believe all of your hopes and dreams for your child are within reach! 
 

Client Name:____________________________ 
 

Medical Information: 
Referring Diagnosis: 
 

Referring Physician (Name/Facility): 
 
 
Physician phone number:                                                                                            Fax Number : 
 
 

 

Insurance Information: 
Primary Insurance Company: 
 
 

Primary Insurance ID number: 
 
 

Primary Insurance Phone number: 
 

Eligibility & Claims Phone number: 
 

Policy Holder’s Name:                                                                                                            DOB: 
 
Policy Holder’s SS#: 
 
Employer Name: 
 

Employer Address: 
 
 
Employer Phone: 
 

Primary Send Claims Address: 
 
 

Secondary Insurance Company: 
 
Secondary Insurance ID number: 
 

Secondary Insurance Phone number: 
 

Secondary Send Claims Address: 
 

 
 



We believe all of your hopes and dreams for your child are within reach! 
 

 
Client Name:____________________________ 

 

Emergency Medical Information: 
Allergies: 
 
 

Medical Precautions: 
 
 
 

In Case of ER Contact: 
& Phone Number 
 

2nd Contact & Phone Number: 
 
 

Hospital Preference: 
 
 
Our policy is to call 911 in the event of any medical emergency.  Please indicate if you would like us to do 
otherwise: 
 
 
 
 
 
 

 
 
 
Legal Guardian Printed Name:___________________________________________________________________  
 
 
Legal Guardian Signature:_______________________________________________________________________  
 
 
Date:________________________________________________________________________________________ 
 
 
 
 


