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77 East Merrimack Street




 
              1 Elm Square

Lowell, MA 01852





         
   Andover, MA 01810

(978) 454-1966





                                     (978) 475-9595
Child Case History

Child’s Name: ________________________________ DOB: ____________________

Parent’s/Guardian Name: _________________________________________________

Address: ______________________________________________________________

City: _______________________________ State: __________ Zip: _______________

Email address: __________________________________________________________

Home Phone: ________________________Work Phone: ________________________

School: _____________________________ Teacher: ___________________________

Insurance: ___________________________ Policy #: __________________________

Insurance Holder: __________________________ DOB: ________________________

SSN: _____________________________ Pediatrician: __________________________

1. Chief Complaint: _____________________________________________________

______________________________________________________________________

When was problem first noted? _____________________________________________

Extent of problem _______________________________________________________

Previous examinations and evaluations (Doctors and dates) ______________________

______________________________________________________________________

2. Prenatal History: 

Was mother exposed to viral diseases during pregnancy?  Y/N   Measles  Y/N

Mumps  Y/N   Chicken Pox  Y/N   German Measles  Y/N   Syphilis  Y/N  CMV  Y/N

Herpes Virus  Y/N   Influenza  Y/N   Other  Y/N  Specify ______________________

Any Drugs during pregnancy  Y/N  If yes, specify_____________________________

Maternal illnesses  Y/N  Specify ___________________________________________

Child Case History Cont.
3. Birth History:

Gestation Age at Birth: ________________ Birth Weight: ______________________

Bilirubin Level High? _________________ Asphyxia? ________________________

Meningitis  Y/N   Forceps used during delivery  Y/N   Caesarean Section  Y/N

Birth Defects  Y/N   Abnormalities  Y/N

4. Family History

Is there a family history of hearing loss?  Y/N   Kidney Disease  Y/N   

Thyroid Problems  Y/N

5. Developmental History

Age when child sat up? _________ Crawled? _________ Walked? ____________

Does child have eye problems  Y/N   Specify ________________________________

Balance/Gait/non-coordination problems  Y/N   Seizures  Y/N   

Dizziness  Y/N   Head/Skull Trauma  Y/N

Was child ever hospitalized for: Meningitis  Y/N   CMV  Y/N   Encephalitis  Y/N

Measles  Y/N   Rubella  Y/N   Influenza  Y/N  Chicken Pox  Y/N   Other ____________

6. Physical History

Does child have cleft lip or palate?  Y/N   Submucous cleft  Y/N  Low-set ears  Y/N

Poorly formed ears  Y/N   High fever with illness  Y/N   Seizures  Y/N

Ear Infections  Y/N  Previous treatment for ear infections  Y/N   If yes, please 

Specify ________________________________________________

7. What do you as a parent/guardian think caused this hearing problem? ________________________________________________________________________________________________________________________________________________

Child Case History Cont.
Other Physicians who have seen this child: ________________________________________________________________________________________________________________________________________________

_______________________________________           ___________________________

Signature Parent/Guardian


         Date


I understand that my insurance carrier may require a referral from my Primary Care Physician as authorization for treatment.  It is my responsibility to obtain this referral. If a claim is denied by my insurance carrier for failure to obtain a referral, I will be held responsible for the full balance of the claim.  This form authorizes Audio Hearing Center to invoice my insurance directly.  Signing this form provides consent for the insurance carrier to pay monies directly to Audio Hearing Center.  I understand that I am responsible for any fees that are not paid by my insurance company, including (but not limited to) deductibles, co-payments, or services not covered by my insurance.

Signed: _________________________________ Date:  _________________ 

OUR FINANCIAL POLICY     

We are committed to providing you with the best possible care, and we are pleased to discuss our professional fees with you at any time.  Your clear understanding of our financial policy is important to our professional relationship.  Please ask if you have any questions about our fees, Financial Policy, or your responsibility.  

· FULL PAYMENT is due at the time of service (unless we have contracted with your insurance carrier for your particular service.  After full payment is made, you will receive a receipt with all the necessary information for your reimbursement by your own insurance carrier).  Co-payments, deductibles and non-covered charges are due at the time of service.

· WE ACCEPT cash, personal checks, Discover, Mastercard and VISA.

· ADULT patients are responsible for full payment at the time of service.

· MINORS accompanied by an adult – the adult (parent or guardian) accompanying the minor is responsible for full payment.

· UNACCOMPANIED MINORS – the parents or guardian of the minor are responsible for the full payment to be sent with the child.

· TREATMENT may be denied if:

1. A minor (under age 18) is unaccompanied by an adult.

2. A patient with insurance does not have a valid insurance card or I.D. number.




3. A referral is not obtainable when required by the patient’s insurance.

4. A patient has been delinquent on payments and/or the account has been sent to a “Collection” Agent.                                           

5. A patient has missed more than 3 previous appointments and been denied another appointment.

 6. A patient has not signed the Acknowledgement of receipt of notice of the privacy policy.
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