Cornerstone Audiology, PLLC


“The personal treatment you deserve.”

   Pediatric Intake





Date_________________________


Patient_________________________________________       DOB___________________________


Home Address______________________________________  Phone(______)_____________________  


City___________________________________________ State _____Zip____________

     Social Security #_____________________________             Age______       Male            Female

     Mother’s Name_________________________Mother’s Work#________________ Cell#_______________


Email____________________________________________________________
     Father’s Name__________________________ Father’s Work #______________ Cell # ______________


Email____________________________________________________________
 Pediatrician or Referring Physician__________________________________ Phone _____________________

   Insurance Information:
Primary Insurance       Company______________________________________________________________________
ID or Policy#_________________________________________________Group#________________________
Policy Holder Name___________________________ Policy Holder relationship to patient____________________

Policy Holder’s Social Security #________________________                     DOB:_________________
Secondary Insurance Company__________________________________________________________________

ID or Policy #_________________________________________Group#____________________________
Policy Holder Name _________________________ DOB:______________ Relationship to patient_____________

  I, the undersigned, understand that I am financially responsible for all charges whether or not paid by my 
  insurance. I certify that I (or my dependant) have insurance with the above plan(s).  I also authorize the 
  audiologist to release all information necessary to secure the payment of benefits from my insurance company.

   Responsible Party Signature____________________________________
   Date___________________
Cornerstone Audiology, PLLC


“The personal treatment you deserve.”

Child Case History





Date_________________
Name:______________________________________________ DOB___________________________


Pediatrician/ Primary Care Physician:  _____________________________PH_____________________
Referred by:   
 □ Pediatrician
    □ ECI
□ Self
      □ School
    □ Other: __________________

Reason for visit:  ______________________________________________________________________________
____________________________________________________________________________________________
Hearing:
Are you concerned with your child’s hearing? 


          __ No
__ Yes (why) _________________

Did your child pass the newborn hearing screening?
     
          __ No
__ Yes

Has your child taken medications that may have affected hearing?         __ No
__ Yes

Had ear infections?





          __ No
__ Yes If yes When___________

Family History of Child-onset Hearing Loss:  


          __ No
__ Yes
Noise Exposure:  





          __ No
__ Yes
Hearing loss:






          __ No
__ Yes
__ Unknown

 

How long has your child experienced hearing loss? ____________ Ear:  __ Right __ Left
__ Both

Previous Hearing Aid Use:  
__ None
__ Both  
__ Right 
__ Left





      Type of hearing aid worn: ________________________________________________________________
Speech/Language and Developmental:
Are you concerned with your child’s speech?  __ No   __ Yes (describe) __________________________________

When did your child walk? 

______________

When did he/she sit? 


______________

When did he/she crawl?

 
______________

When were your child’s first words?  
______________
What were they?_____________________________
Birth History:
Were there any complications during pregnancy?  __ No   __ Yes (describe) _______________________________

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 pounds  


Other:
Has your child-

 ever been hospitalized?
__ No    __ Yes

experienced any injuries?    __ No    __ Yes

 had any surgeries?
__ No    __ Yes

had problems in school?
      __ No    __ Yes

Is there a family History of Kidney Disease?   
 __ No    __ Yes

Is there anything else we should know about your child’s history?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Cornerstone Audiology, PLLC


“The personal treatment you deserve.”


Phone: 806-687-0580

   7202 Slide Rd, Suite 300

Fax 806-687-8965

      Lubbock, TX 79424
Please initial each paragraph & sign at the bottom of the page
________Consent to Treatment:
The patient is under the control of his/her attending Physician and audiologist and consents to any audiology services necessary for the care and treatment rendered the patient under the general and special instructions of the audiologist.

________Release of Information:

I the undersigned hereby authorize Cornerstone Audiology to release my records to the physician(s) listed below and provide updated medical records needed to aid in my evaluation and treatment.

I also authorize Cornerstone Audiology to release/discuss my medical records with persons listed below.
Physician:_______________________________   Physician:_______________________________

Name:__________________________________   Name:__________________________________
________Consent to File Insurance: 

I authorize Cornerstone Audiology to file my insurance in order to   receive payment for services rendered.  I further give consent to release medical information and bills necessary to third parties for the purpose of review, case, record and payment.
________Financial Agreement: 

The undersigned agrees, whether he or she signs as agent or as patient that in consideration of the services to be rendered to the patient, he or she herby individually obligates themselves to pay the account of the clinic in accordance with the regular rates and terms of the clinic. Should the account be referred to an attorney for collection, the undersigned shall pay reasonable attorney’s fees and collection expenses. All delinquent accounts bear interest at the legal rate. I understand that I am financially responsible for all clinical services and charges that are incurred.
Patient Signature:_____________________________________ Date:________________________

Printed Name:___________________________________
