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WSU SPEECH LANGUAGE HEARING CLINIC FINANCIAL POLICY 

PART 1: PATIENT INFORMATION 

Fill out this form completely. Please print legibly. 

Last Name: First Name: Middle Initial: 

PART 2: WSU SPEECH LANGUAGE HEARING CLINIC FINANCIAL POLICIES 

1. The cost of services provided by WSU Speech Language Hearing Clinic is your responsibility, whether you are covered by
health insurance or not. Payment is expected at the time of service unless arrangements have been made prior to treatment.
WSU Speech Language Hearing Clinic accepts cash, checks and credit cards. Please note: checks must be imprinted with the
bank name and the account holder’s name.

2. WSU Speech Language Hearing Clinic will process claims for any In Network Private Health Insurance Plans.

3. By giving WSU Speech Language Hearing Clinic your insurance information, you are authorizing WSU Speech Language
Hearing Clinic to file a claim with (send a bill to) your insurance company for services rendered.

4. If you do not want WSU Speech Language Hearing Clinic 
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By signing below, I am agreeing that I: 

1. Have read any understand the SHS Financial Policies as set forth above, and which may be amended from time to time;
2. Am financially responsible to pay for all services that I receive, whether covered by insurance or not;
3. Authorize WSU Speech Language Hearing Clinic 
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PATIENT PHOTO/VIDEO/AUDIO AUTHORIZATION AND RELEASE FORM 

NOTE: This form is NOT required for photos or videos of patients used for the purposes of treatment or diagnosis, where the photo and/or video 
becomes part of the patient’s medical record and is not used for any other purpose. The Wichita State University (WSU)       (insert name of clinic) 
is a training facility for students enrolled at WSU. It is standard procedure for appointments and treatment to be videotaped or observed by others 
for supervision and educational purposes. In addition, students and faculty present clinical cases during their academic classes. You understand that, 
regardless of whether you sign this Authorization, your health information and Media may be shared internally at WSU in classrooms and other 
teaching and consultative environments.  

SECTION A. INDIVIDUAL INFORMATION 

INDIVIDUAL’S NAME (LAST, FIRST, MIDDLE INITIAL): DATE OF BIRTH (MM/DD/YYYY): 

STREET ADDRESS (INCLUDING CITY, STATE, AND ZIP): 

PHONE NUMBER: 

SECTION B. PHOTOGRAPHY/VIDEOGRAPHY/AUDIOGRAPHY RELEASE 

I authorize the WSU       (insert name of clinic) to take photographs and/or videos and/or audio recordings, or to allow third parties to take 
photographs and/or videos and/or audio recordings (collectively, “Media”) of me for the following uses (check all that apply). You understand that 
by checking boxes below, the Media you have authorized for disclosure may be seen by members of the general public.  

For Educational or Training Purposes Within WSU 
 In presentations by WSU faculty, staff, employees, and students to 

entities or individuals within WSU, for educational or training 
purposes 

 In small group or one-on-one meetings with WSU faculty, staff, 
employees, or students for educational or training purposes 

For Public Relations Purposes Outside of WSU 
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