
Patient's Name:

Date:

Advance Beneficiary Notice (ABN)

NOTE: You need to make a choice about receiving these health care items or services.

We expect that your insurance will not pay for item (s) or service(s) that are described below. Your insurance does not pay for all of your health care costs. Your insurance only pays for covered items and services when rules are met. The fact that your insurance may not pay for a particular item or service does not mean that you should not receive it. There may be a good reason your doctor recommended it. Right now, in your case, your insurance likely will not pay for -

Items or Services:

Because:

The purpose of this form is to help you make an informed choice about whether or not you want to receive ~Iese items or services, knowing that you might have to pay for them yourself. Before you make a decision about your options, you should read this entire notice carefully.

· Ask us to explain, if you don't understand why your insurance likely will not pay.

· Ask us how much these items or services will cost you (Estimated Cost: $
in case you have, to pay for them yourself or through other insurance.

PLEASE CHOOSE ONE OPTION. CHECK ONE BOX. SIGN & DATE YOUR CHOICE.

0 Option 1. YES. I want to receive these items or services.

 0 Option 2. NO.
I have decided not to receive these items or services.
Date

Signature of patient or person acting on patient's behalf

NOTE: Your health information will be kept confidential. Any information that we collect about you on this form will be kept confidential in our offices. If a claim is submitted to your insurance, your health information on this form may be shared with this insurance. Your health information, which your insurance sees, will be kept confidential.


CHIEF COMPLAINT

When was problem first noted?

Extent of problem?

Previous examinations and evaluations (Doctors and Dates)

PRENATAL HISTORY

Was mother exposed to any of the following viral diseases during pregnancy?

Measles Y/N Syphilis Y/N Mumps Y/N Herpes Virus Y/N Chicken Pox Y/N

Influcnza Y/N German Measles Y/N CMV Y/N Other Y/N

If Other is Yes, please specify

Any drugs during pregnancy?

Any trauma during pregnancy?

Any other maternal illnesses?
BIRTH HISTORY

Gestation Age at Birth

Birth Weight
Natural or Caesarean Delivery
During delivery were forceps used? Y/N Did the baby have any ofthe following at birth'?

.Jaundice Y/N Meningitis Y/N Asphyxia Y/N Birth Defects Y/N Abnormalities Y/N

FAMILY HISTORY

Is there a family history of the (ollowing:

i-Iearing loss?
Y/N
Kidney disease?
Y/N
Thyroid problems? Y/N

DEVELOPMENTAL HISTORY

Age when child: Sat up

Crawled

Walked
 Does child have any eye problems? Y/N

If Yes, please specify
Does child have problems with Balance/Gait/In-coordination Y/N

Seizures Y/N
Dizziness Y/N
I-Iead/Skull Trauma Y/N

Was the child ever hospitalized for: Meningitis Y/N Measles Y/N Influenza Y/N CMV Y/N Rubella Y/N
Encephalitis Y/N
Chicken Pox Y/N

PHYSICAL HISTORY

Does the child have any of the following

Cleft lip or palate Y/N Submucous cleft Y/N Low-set ears Y/N Poorly formed cars Y/N High fever will illnesses Y/N Seizures Y/N Ear Infections
YIN

Previous treatment for ear infections Y/N

If Yes, please specify
What do you think as a parent/guardian caused this hearing problem?

Signature of Parent/Guardian

Created on 05/23/2005 4 17 PM/J.ocated: My Doc. New Forms Polder,
CHILD I IISTORY
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Auditory Processing Disorders Teacher Questionnaire

Date:
 Person Completing this Form:

Student's Name:
Date of Birth:
Grade:

Please rate child's listening behaviors, as compared to other children in the class, in your opinion, on the following :

	RATING SCALE:

N/A= not observed 1= Never 2=0ccasionally
3= Sometimes

1. Difficulty paying attention to oral instructions

2. Needs directions or information repeated.

3. Says "huh" or "what" frequently

4. Has a short attention span
	4=0ften

NA 1

NA 1

NA 1

NA
1
	5= Always
	4

4

4

4
	5

5

5

5

	
	
	2

2

2

2
	3

3

3

3
	
	

	
	5. Has more difficulty/is distracted in a noisy environment. NA
	1
	2
	3
	4
	5

	
	6. Demonstrates off-task behaviors.
	NA
	1
	2
	3
	4
	5

	
	7. Experiences problems with sound discrimination.
	NA
	1
	2
	3
	4
	5

	
	8. Forgets what is said in a few minutes.
	NA
	1
	2
	3
	4
	5

	
	9. Does not remember things heard last week, month.
	NA
	1
	2
	3
	4
	5

	
	10. Experiences difficulty following auditory directions.
	NA
	1
	2
	3
	4
	5

	
	11. Misunderstands what is said.
	NA
	1
	2
	3
	4
	5

	
	12. Cannot relate what is heard to what is seen.
	NA
	1
	2
	3
	4
	5

	
	13. Exhibits slow or delayed responses.
	NA
	1
	2
	3
	4
	5
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	14. Demonstrates attentive behavior in groups.
	YES
	NO

	15. Demonstrates attentive behavior in small groups.
	YES
	NO

	16. Demonstrates attentive behavior one on one.
	YES
	NO

	17. Volunteers information in class.
	YES
	NO

	18. Has appropriate response when called upon.
	YES
	NO

	19. Completes work.
	YES
	NO

	20. Ability to follow verbal directions.
	YES
	NO

	21. Appropriately socially interacts with classmates
	YES
	NO


22. Has a weakness in the following areas: (Circle all that apply.)

Reading
Spelling
Speech
Language
Math
Other

Is there anything else that you think might be helpful in assessing this student in relation to auditory skills?

Developed from: O'Connor Listening Observation Form (2004), Fisher Auditory Problems Checklist (1976), Florida Dept Education Technical Assistance Paper #10967 (2002)

/

	77 East Merrimack Street

Lowell, MA 01852
	
	
	
	I Elm Square

Andover, MA 01810

	(978) 454-1966
	
	
	
	
	(978) 475-9595

	Auditory Processing Disorder Case History: Children

	Name:
	 
DOB 
Date
	

	School:
	
	
	
	
	

	
	
	
	
	
	-----------​

	Classroom Type:
	Open Podium
	Traditional
	
	Portable
	

	Student's preferred hand:
	Right
	Left

--------
	-----
	---
	------------------​

	Referririg Physician: --​
	-------------
	
	
	
	


Referring Physician Address: 


Form completed by:
1

DEVF'~I_,OPMIIVTAL HLSTORY

1. Were there complications during the pregnancy?
No
Yes If yes, describe:


2. Were there complications during the birth?
No
Yes If yes, describe:--- -r


3. Was the birth premature?
No
Yes If yes, how many weeks? 


What was your child's APGAR score?
What was your child's birth weight?


4. Has your child had any serious illness or accidents?
No
Yes

Ifyes, describe:


--------------------​

Please check if your child had any of the followirig:

Fetal alcohol syndrome 
Ototoxic medication

Hyperiiilirubinemia 
Mechanical Ventilation

 
Bacterial Meningitis 
Craniofacial abnormalities

Congt+niCal Perinatal infections 
Maternal substance abuse

 
Asphyxia

Head/neck deformity Fever over 104 Syndromal abnormality


OTOLOGICAL HISTORY

1. Does your child have a history of ear problems?
No
Yes

Please check all that apply:

- Ear Infections
Ear aches
Ear canal discharge

 
Excessive ear wax 
Tubes in the ear
Hole/perforated eardrum

- Fluids behind the eardrum
Soreness/pain in the ear 
Other:

2,How many episodes of ear problems since birth? 

3. Has your child had an ear infection in the last six months?
No
Yes

If yes, when? 
What type?
Was medicine given? No
Yes

4. Is there a family history of ear problems?
No
Yes

If yes, who? ____=
What type? 
Was medicine given? No
Yes

5. Has your child ever been treated by an Ear, Nose & Throad (ENT) doctor?
No
Yes

If yes, who?
When?
For What?

Was medicine given?
No
Yes

6. Has your child ever had ear surgery?
No
Yes If yes, describe:

7. Has your child previously had his/her hearing tested by an Audiologist?
No
Yes

If yes, where?
When? 

-------------------------------------
-

What were the results?

8. Has your child had any permanent hearing loss?
No
Yes If yes, describe:

Has your child ever used amplificaiton?
No
Yes


OTHER HISTORY:

	1. Does your child have any learning problems?
	No
	Yes

	If yes, explain:


-​
	
	

	
	
	

	Has your child been evaluated for learning problems?
	No
	Yes

	2.Does your child have any speech or language problems?
	No
	Yes

	If yes, explain:~

	
	

	
	
	

	Has your child been evaluated by a Speech Language Pathologist?
	No
	Yes

	I's your child in speech therapy?
	No
	Yes

	How often?
	
	

	-------------​
	
	

	3. Does your child have any known attention deficit or hyperactivity problems?
	No
	Yes

	If yes, explain:

	
	

	4.Does your child have any known behavioral problems?
	No
	Yes


If yes, e7cplain:
LISTENING AND UNDERSTANDING 

1.Do you think your child has a problem listening or understanding?
No

Yes

Ifyes, explain:

---------------------------------------------------- ------​

2. Does your child have difficulties with any subjects at school?
No
Yes

If yes, please list: 


3-What are your child's best subjects in school?


4.Does your child participate in any special class(es) or therapies?
No
Yes

If yes, explain:
=


5. Has your childbeen tutored?
No
Yes If yes, explain:


Educational Audiologtl Review

Page 13/Spring 2004


BEHAVIOR AND CHARACTERISTICS

Please check if your child exhibits any of the following behaviors or characteristics

	
	
	Lacks motivation

	Extremely sensitive to loud sounds
	Difficulties with time concept
	

	
	
	Uncooperative

	Appears to be confused in noisey
	Daydreams
	

	places
	
	

	
	
	Disobedient

	
	Forgetful
	

	Easily upset by new situations
	
	

	
	
	Destructive

	
	Often asks for repetition
	

	Difficulties following and/or
	
	

	understanding TV programs
	
	Inappropriate social behavior

	
	Reverses words, numbers or letters
	

	Difficulties following directions or
	
	Difficulties or does not complete

	instructions
	Prefers to play with older children
	assignments

	Does opposite of whatis requested
	Prefers solitary activities
	Easily frustrated

	Restless; problem sitting still
	Seeks attention
	Tires easily

	Overly active
	Disruptive or rowdy
	Irritable

	.
l
	
	

	Short attention span
	Temper tantrum
	Dislike school

	Impulsive
	Shy
	Fakes/exaggerates illness

	Easily distracted
	Anxiety
	Awkward/clumsy

	Poor listener
	Lack self-confidence
	Depressed

	Says "what" or "huh"?
	Reluctant to try new task
	Uncoordinated or disorganized

	Difficulties recalling short or long
	Give inappropriate responses to
	Difficulties reading an writing

	term information
	questions
	



APS - Buffalo Model-Questionnaire Name
 Age
 Date

*a) Please circle 'Y' if this may be a problem, b) if not a problem don't circle anything, c) if it does not apply, circle 'NA' 

 after the problem listed (e.g., for a kindergartner who does not aet foreign language training, circle `NA' for #39)*

These 8 columns are for office use

	#
	1
	Problem
	
	

	1
	Y
	Auditory Processing
	N
	17

	
	Y
	Speech (articulation)
D
	N
	18

	3
	Y
	Learning Disability
U
	:
	19 i

.

	
	
	Responds quickly
	i
	

	5
	Y
	Frequently interrupts
	N
	?1

	
	Y
	Hypersensitive to noise
N
	N
	,-,

	7
	Y
	Hypersensitive to touch
G
	N
	1

213

	8
	Y
	Understanding language
I)
	
	A

24

	
	Y
	Following oral directions
	N

A
	?5

	10
	Y
	Keeping things in order

O
	N
	26

	11
	Y
	Reading Comprehension M
	
	27

	
	Y
	Distracted by noise
	N
	28

	13
	Y
	Extreme Handwriting
l N
	{
	29

	14
	Y
	Understand oral directions D
	
	30

	15
	Y
	Memory long-term
G i N
	
	a

31

	16
	Y
	Mentally challenged
	N
	32

	,~_SEE_below:_help that can influ
	ence

	A
	
	Has had auditory training?

yea rs
	B

	
	Y
	 
...........

Has had intensive phonics
	E


training? 

years

Questions/explanations (over)

1

Problem

1

Problem
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Behavior
G N 35 Yj Anxietv (e.g., new situations)
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Using language v ; N I A

Oral reading
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36

Y Memory recent or short-term \-1

Y

37

Y; Ear infections / fluid early yrs

I

Y

Coordination

N

8

Y

Responds slowly / delayed

[image: image42.wmf] 

D

Y

Head injury
C

N

A

39

Y! Foreign language learning i
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I

Y

Allergies
G N

A
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D

G

N A

Autism or related problem

Y

Phonics
D

N

A

41 Y

Speaks slowly

D

N A

N A

Y

Spelling

N A

42

YI Reading/ spelling severe l

I

N

t Y

I

A

Math
G

A

43

Y'; Norsy child / makes noises

N

Y

Sequencing

0

N

44 Y~ Severe Visual perception

[

N A

N A

Y

Hearing

C~ N

-1 5

Y' Eye contact with speaker

G

N

Y

ADHD/ADD V

N

A

46 ' Y1, Remembering oral directions

N 1
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A

Y

Dyslexia

t

47

Y! Messy / tends to lose things I

0

N

Y

Speaks quickly M

N

48

Y

Sometimes very long delays
I

A 

N

A

our

r tests.- -Please- indicate 'Y' if ~ou -​

Has had speech therapy?
C

 
years

Has had reading therapy/
F

tutoring?
years

r c Y

hild has had one or more.~

__

 
,

Has had phonological awareness

tra iningn 

years

--------------------------​

Has had sensory-integration

training?  
years

D N V I O C G

Y
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