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NEW PATIENT INFORMATION PACKET

Thank you for scheduling your appointment with our office.  We look forward to meeting you.  We have reserved this time especially for you.  If you need to reschedule or cancel, please let us know as soon as possible as we have a waiting list of patients that would like to come in sooner.  If you have any questions or need directions to our office, please feel free to call us at:

	CHICAGO
	NAPERVILLE
	OAK BROOK
	HIGHLAND PARK
	RESURRECTION

	312-263-7171
	630-369-8878
	630-571-7111
	847-681-7000
	773-466-8878


APPOINTMENT DATE: ______________   APPOINTMENT TIME: ___________

Please take a moment and complete the enclosed papers and bring them with you to your appointment.

We look forward to seeing you!

~ The Hearing Health Center Team

HEARING HEALTH CENTER, INC.

PEDIATRIC INFORMATION SHEET

PLEASE PRINT CLEARLY, ALL INFORMATION MUST BE PROVIDED
Patient Name: __________________________________________________  Gender:   M         or          F
Address: _________________________________________City: ____________ State: ___ Zip: _________

Date of Birth: ______________________ Home Phone: (___)_____________________________________

Parent’s Names: _________________________________________________________________________
Parent’s e-mail address (please print): ________________________________________________________
Insured's Name: _______________________________________  Insured’s Date-of-birth: ______________

Insured ID#:  _____________________________________ Insured’s Grp # _________________________ 

Who referred you to Hearing Health Center? ___________________________________________________
Reason for Appointment ___________________________________________________________________
Father’s Employer: ________________________________________________________________________
Employers Address: _______________________________________________________________________
City: ______________________________________ State: ________ Zip: ___________________________
Work Phone: (___)__________________Ext: ______ Father’s Social Security #: ______________________
Mother’s Employer: ______________________________________________________________________ 

Employers Address: ______________________________________________________________________
City: 




_______________ State: ________  Zip: ________________________
Work Phone: (___)_________________Ext: ______ Mother’s Social Security #: 
_____________________
Relative not living with you: _____________________________
Phone: (_____) _____________________
Friend not living with you: _______________________________ 
Phone: (_____) _____________________
Name of Child’s Physician:  ______________________________________________________
May we contact your physician with these results?    ______ Yes     ______ No

Phone: (____)____________________________________ Fax: (_____) _____________________________ 
Address:  __________________________________________City: 

__  State: __ Zip:
____
Primary Insurance:  ________________________________________________________________________ 
Phone: (____)___________________  Claims Address:  ___________________________________________

Secondary Insurance:  ______________________________________________________________________
Phone: (____)___________________  Claims Address: ____________________________________________
Statement of Financial Responsibility

Your visit today may include a diagnostic hearing evaluation or more specialized hearing or balance testing. Please verify your insurance coverage for any hearing evaluation or procedures recommended prior to any testing if you are concerned as to the extent of your coverage.

By agreeing to the recommended evaluation(s) you are also acknowledging that you either have verified your benefits with your insurance company or choose not to do so prior to testing.  Any portion of the testing not paid by your insurance company is your sole responsibility.  Hearing Health Center will file to your insurance, but is not responsible for securing payment. 

Authorization to Release Information: I hereby authorize release of any medical information necessary in the course of treatment. 

PARENT’S SIGNATURE: ____________________________________________ DATE _______________________
NAME: ________________________________________________
DATE: ____________________
HEARING HEALTH HISTORY











CIRCLE ONE

Were there any difficulties during the pregnancy or delivery?

YES

NO

Was the patient tested in the Hospital at birth?



YES

NO

Has the patient ever been tested at another place?



YES

NO
If Yes, where was test done?











Was a hearing loss noted at that time?




YES

NO
Recommendations?












Has the patient had ear infections?





YES

NO

Has the patient had any ear surgeries?




YES

NO

If Yes, how long ago?












Any draining or pain in either ear within the last 90 days?


YES

NO

Any speech delay noted?






YES

NO

If Yes, is patient in speech therapy?





YES

NO

Do other members of your family have a hearing loss?


YES

NO

NOTES:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

                  www.hearinghealthcenter.com


