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Pediatric Intake/Release

 Patient’s First Name: ______________________ MI: ____ Last: ______________________
___


 Male___ Female_____ Age: _____ DOB: _____________ Social Security #: _______________
Primary Guardian’s Name__________________________ Relation to patient ____________
Home Address_____________________________________ Apt, Suite or Unit # __________
City___________________________________ State __________ Zip_____________________
Employer_________________________________ Occupation ___________________________
Home # ______________________Work#_____________ Cell#_________________________
    Email_______________________________________________________________________
Secondary Guardian’s Name________________________ Relation to patient ____________
Home Address_____________________________________ Apt, Suite or Unit # __________
City__________________________________________ State ______ Zip__________________
Employer_________________________________ Occupation ___________________________
Home # ______________________Work#________________ Cell#______________________
    Email_______________________________________________________________________
Patients School _________________________________________________________________
School Address     _______________________________________________________________
City___________________________________ State __________ Zip______________________
How did you hear about us? _______________________________________________
Referred by:       □ Pediatrician
□ Self
      □ School
 □ Other: _____________
Referring Physician______________________________________________________

Referring Physicians Address: _______________________________________

Referring Physicians Phone #: _______________________________________
Primary Physician_______________________________________________________

Primary Physicians Address: ________________________________________

Primary Physicians Phone #:  ________________________________________
Primary Insurance
Primary Insurance _______________________________________________________

Subscriber#__________________ Group#______________ Contact #_______________

Secondary Insurance _____________________________________________________

Subscriber#__________________ Group#______________ Contact #_______________

Primary Cardholder Information
Name _______________________________________ Relation to patient____________
           (Last)                                    (First)                 (Initial)   

Date of Birth _____________Social Security_____________ Phone_________________
Address (If different from patient’s) __________________________________________

City_____________________State________________Zip________________________

Employer_______________________________________Occupation_______________

Business Address_________________ Business Phone___________________________

Name of other dependents under this plan______________________________________

Release of Information and Payment Guarantee
The undersigned hereby authorizes the release of any information relating to all claims for benefits on behalf of myself and/or my dependents. I realize that it is solely my responsibility to pay for services as well as to determine what my insurance coverage, benefits and limits are. I further expressly agree and acknowledge that my signature authorizes SOUND CARE HEARING GROUP to submit claims for benefits rendered. I understand that I am financially responsible for all charges incurred and understand that any insurance benefits paid will be credited to my account in accordance with the above assignment. I authorize release of information to my insurance company, to my physician, and to the following other parties, with the reasons noted.

Subscriber Signature____________________________ Date__________________
Reason for visit…

________________________________________________________________________
_______________________________________________________________________ 

Has your child been seen elsewhere in regards to the problem?

No
Yes

If yes, when was he/she seen? _______________________________________

What was suggested? _____________________________________________
About Your Child’s Hearing…
Are you concerned with your child’s hearing? 

No
Yes

If yes, which ear?                                                       Right      Left     Both

When was the problem first noted? ______________________________

What do you think caused the problem? ___________________________ 

Previous Hearing Aid Use:  


       

No
Yes    


If yes, which ear?                                                       Right      Left     Both

At what age was he/she fitted with hearing aids? ____________________
Type of hearing aid worn: ______________________________________

Speech/Language and Developmental…
Are you concerned with your child’s speech? 


No
Yes 
If yes, describe_____________________________________________
Is his/her speech intelligible to people outside the family?

No
Yes

When did your child walk? 


______________

When did he/she sit? 



______________

When did he/she crawl?

 
______________

When were your child’s first words?  
______________
Birth History…
Were there any complications during pregnancy?                             No    
Yes
If yes, describe_______________________________________________
Did the mother take any medications during pregnancy? 

No
Yes


If yes, please list medications___________________________________

___________________________________________________________
Was any of the following present during or after your child’s birth? 

   __ Premature
 __ Jaundiced
__ Poor weight gain

__ Blindness


   __ Hospital stay
 __ in incubator
 __ Infection at birth
 __ High fever

   __ Physical deformities   __ Difficulty breathing   __ Birth weight less than 5 lbs  
Medical/Family History…
Did your child pass the newborn hearing screening?
     
       
No
Yes

Is there any history of hearing loss or deafness in the family?

No
Yes

If yes, please describe: ________________________________________
How many children are in the family? __________________________________


Does your child have- 
Frequent colds


     
       


No
Yes

Allergies 






No
Yes
Sinusitis






No
Yes


Excessive ear wax





No 
Yes

Dizziness/vertigo/imbalance




No
Yes

Tinnitus/ringing/buzzing in ears



No 
Yes


Facial numbness





No
Yes

Blurred vision






No
Yes


Convulsions






No
Yes

Blackouts






No
Yes

Heart Problems





No
Yes


Illnesses with high fever (i.e. malaria, typhoid, etc.)

No
Yes

Has your child-

taken medications that may have affected hearing?      
No
Yes

been exposed to very loud noises?


       
No
Yes

had ear infections? 





No
Yes

If yes, when was the last episode _____________________________
How was it treated? _______________________________________
ever been hospitalized?




No    Yes

experienced any injuries?  




No     Yes

had any surgeries on ears, nose, or throat?


No     Yes


If yes, please list: _________________________________________
had any other type of surgeries?



No     Yes


If yes, please list: _________________________________________
Is he/she currently taking any medications?



No     Yes


If yes, please list _______________________________________________

_____________________________________________________________
Educational History…
What grade is he/she in school? ___________________________________________
Is he/she in a special class?





No    Yes
If yes, please describe: _____________________________________________
Does he/she receive special services in school?

  
No    Yes

If yes, please describe: _____________________________________________
Do you mind if we discuss his/her special services in front of your child?    No    Yes

Do any subjects cause particular difficulty?              
  

No    Yes

 
If yes, please specify: _______________________________________________
Does he/she like school?





No      Yes

Is his/her work satisfactory?





No       Yes

Additional Comments: _____________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Summary Notice of Privacy Practices

Sound Care Hearing Group is committed to preserving the privacy of your personal health information. In fact, we are required by law to protect the privacy of your medical information and to provide you with notice describing:

HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED 

AND HOW YOU CAN ACCESS THIS INFORMATION.  

PLEASE REVIEW THE FOLLOWING CAREFULLY.

“Protected health information” is information about you, including demographic information, present or future physical or mental health or condition and related health care services. We are required by law, in most instances, to have your written consent before we use or disclose to others your medical information for the purpose of providing or arranging for your health care, the payment for or reimbursement of the care that we provide to you, and the related administrative activities supporting your treatment.

We may sometimes use or release your information without your consent or authorization as may be required or permitted by certain laws. 

You have the right to the following:

· Look at and make copies of your protected health information

· Ask us to not release parts of your protected health information

· To be told when we release your protected health information

· Ask us to contact you only in certain ways

· Request us to change parts of your protected health information

· File a complaint if you think your rights have been violated

THIS IS ONLY A SUMMARY
We have available a detailed Notice of Privacy Practices which fully explains your rights and our obligations under the law. We may revise our Notice from time to time. You have the right to obtain a copy of our most recent Notice in effect. Please ask the front desk if you wish to receive a full copy of our Notice of Privacy Practices.

If you have any questions, concerns, or complaints about the Notice or your protected health information, please contact Dr. Rebecca L. Anderson, Au.D. at (708) 660-2350.

My signature below indicates:

· I have been provided with this Summary Notice of Privacy Practices and I am aware that I may obtain the most recent copy of the Notice of Privacy Practice in its entirety at the front desk or by calling (708) 660-2350.

· I authorize Sound Care Hearing Group to use and disclose my health and medical information for the purposes of Treatment, Payment, and Healthcare Operations.

__________________________________________________________       _________________

Signature of Patient/Guardian






   Date

__________________________________________________________



Printed Name of Patient/Guardian
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