
________________________________________________________________________
      Confidential

Service Authorization Form

I authorize Frankly Speaking SLP Services, Inc. to provide therapy (ST, OT, PT) for myself or
my child, as indicated on the physician’s service plan, individual family services plan, and/or
evaluation report.

_________________________________________________________________________
Patient Name

__________________________________        _________________        ______________
Signature            Relationship    Date

_____________________________________________________________________________________
4166-B Newton Drive N.E. • Covington, Georgia • 30014 • 770-788-1521 (Office) • 770-788-1522 (FAX)


