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I PEDIATRIC PATIENT INFORMATION

Date: Child's Name: ___ Name child is called
Age: Date of Birth: Sex:
M_ailing Address: :
City: State:_ Zip:
Home Phone #: Cell Phonet# (if any):
May we leave a message? Yes No With whom? On machine?
School: If Tricare, Sponsor's Name
If Tricare, Sponsor's SSN
Mother's Name: Work Phone:
Father's Name: Work Phone:

Brief explanation of why child is here today:

Currently wears hearing aids? If so, which ear? R L Both
If yes, what type of aids are worn? How long?
Primary Insurance: Phone:

Secondary Insurance: Phone:

How did you hear about us?

Pediatrician: Phone:
Doctor/Facility that referred you to our Office?

Has child ever seen an ENT Physician? If yes, who?
If so, what were they seen for?

Has the child ever had their hearing tested?
If so, where and why?

Is child on any medications, including vitamins and/or supplements? If so, for what purpose?

ASSIGNMENT OF BENEFITS-RELEASE OF INFORMATION

By signing below, 1 certify that the above information is true and correct to the best of my
knowledge. | hereby assign all insurance benefits to which | am entitled, including Tricare,
Medicaid, private insurance, and any other health plans to Coastal Audiology. The assignment will
remain in effect until revoked by me in writing. | understand that | am financially responsible for all
charges whether or not paid by said insurance. | hereby authorize said assignee to release all
information that is necessary to secure payment. /f you have not met your required deductible for
the year, you will be responsible for the remaining charges after insurance has been billed.

GUARDIAN'S SIGNATURE DATE




FAMILY HISTORY

Parents related before mammiage @ YES  NO Family history of kidney disease YES NO
Family history of thyroid problems YES  NO History of progressive blindness YES NO
History stilibirths / miscarriages YES NO Other children with hearing loss YES NO
Mother worked outside home during pregnancy YES NO
If yes, whereAwhat type of work?
Father worked outside home during pregnancy YES NO
If yes, where/what type of work?
History of hearing loss in family (besides due to aging?)
Exposure to direct or indirect secondhand smoke?
Has a history of noise exposure via:
Hunting/Shaooting - Race Cars - Other (please explain)
Power tools - Farm Machinery_______
Music - Military/Aircraft _______
| MATERNAL FACTORS
Mother smoked while pregnant ‘ YES NO

Mother exposed to secondhand smoke while pregnant YES NO
Drugs taken during pregnancy (including antibiotics) YES NO

If yes, specify:
Exposure lo chemicals during pregnancy YES NO

If yes, specify:
Exposure to radiation / chemotherapy during pregnancy YES NO

if yes, specify:
Amniocentesis performed during pregnancy YES NO
Rh immunoglobulin given; Rh or ABO incompatible YES NO
llinesses during pregnancy . YES NO

If yes, specify:
Anemia (low iron) during pregnancy YES NO
Diabetes during pregnancy YES NO
Toxemia during pregnancy YES NO
During pregnancy, was mother exposed to: Chickenpox  Measles

Mumps German Measles
During pregnancy, was mother diagnosed with: Syphyllis Herpes Influenza
Cytomegalovirus (CMV) HIV/AIDS  Toxoplasmosis
Other:

L DELIVERY AND LABOR FACTORS
Full-term pregnancy YES NO If no, how many weeks early:
Labor was induced YES NO Bleeding YES NO
Labor less than 3 hours YES NO Forceps Delivery - YES NO

Labor longer than 24 hours YES NO Cesarean Section (C-section) YES NO



Premature membrane rupture YES NO Other
Was a Newborn infant Hearing Screening Test Performed at birth?
If so, did the child pass? If not, has the child been rechecked?

| NEWBORN FACTORS ]
Birth weight less than 5 pounds YES NO If yes, specify birth weight:

APGAR score low at birth YES NO  Ifyes, APGAR score if known:

Placed in intensive care YES NO If yes, specify how long:

Breathing problems at birth YES NO

Oxygen given at birth YES NO If yes, specify how long:

Bilirubin > 15mg/100m| YES NO

Cangenital rubella YES NO

Defects of ear, nose, throat YES NO  Ifyes, specify:

Congenital heart disease YES NO

Drugs given (inc. antibiotics) YES NO If yes, specify;

Exposure to chemicals . YES NO If yes, specify:

Paralysis at birth YES NO

Seizures at birth YES NO

Septicemia YES NO

L INFANT / CHILDHOOD FACTORS i
Eye problems YES NO |fyes, specify: :

Balance/gait/dizziness problems YES NO Cerebral Palsy 'YES NO

Seizures YES NO Head/skull injury YES NO

L_CHIL.D EVER HOSPITALIZED FOR / DIAGNOSED WITH / TREATED FOR:

Meningitis Encephalitis Measles Influenza (Flu) Cytomegalovirus (CMV)
Chickenpox Septicemia Diabetes Sickle Cell Rubella

Other.

[ HISTORY OF EAR PROBLEMS i

Earinfections: NONE LEFT RIGHT BOTH If yes, specify what ages, how many and how often:

When was last ear infection:
Ever had “tubes” inears? NONE LEFT  RIGHT BOTH  Specify when & how many times:

If so, who performed the surgery?

Is the child currently being treated for any medical condition, including, but not limited to ear infections,
tonsillitis, swollen glands, allergies, sinus infections, etc? If so, please explain

By signing below, | certify the above information is true and correct to the best of my knowledge
Signature Date,




FINANCIAL AGREEMENT

We participate in many different insurance plans. We will file your insurance claims for the companies
with whom we are contracted. You will be responsible for any co-payments or deductibles at the time
services are rendered. For some other insurance, we accept assignment of benefits, but in all cases, we
require that the guarantor, the person who is financially responsible, is personally liable for all balances
not covered by insurance. It is your responsibility to understand and comply with any predetermination of
benefits or referral requirements. It is your responsibility to notify us if your insurance has changed and
to provide us with your new insurance card if one has been issued. Please be aware that some, and
perhaps all, of the services provided may be non-covered services or may not be considered medically-
necessary under the Medicare program or by other medical insurance companies. Our professional
services are rendered to you, not your insurance company, therefore payment for treatment is ultimately
your responsibility. You will be responsible for co-payments, deductibles, out-of-network amounts or any
portion your insurance company states you are responsible for. Payment for co-pays are expected at the
time of service. If this fee is not covered by insurance, it will be your responsibility. We allow your
insurance company 45 days to pay your claim. If we do not receive payment in 45 days, you will be given a
bill at that time. For our HMO/PPO patients, if we are contracted with your HMOIPPO company, you will
not receive a bill until we have heard from your insurance company. You will be responsible for any and
all reasonable costs associated with collection, including filing fees as well as reasonable attorney’s fees
should this account be turned over to collections for non-payment. We reserve the right to charge a $35
fee for no-show, no-call cancellations or cancellations made without 24 hours notice. This fee cannot and
will not be paid by your insurance company. We reserve the right to not provide service to you for any
unpaid balance owed on your account that is more than 30 days past-due.

ASSIGNMENT OF INSURANCE BENEFITS:

| hereby authorize direct payment to Coastal Audiology, Inc. and/or Dr. Dawn Hostetler-MacMillan,
Audiologist (provider of services) of any insurance or health benefits otherwise payable to or on behalf of
the patient for examination, treatment, or devices delivered to me by Coastal Audiology, Inc. and its
representatives, at the rate not to exceed Coastal Audiology's usual charges. | understand that
verification of insurance coverage obtained over the phone, fax, or online is estimated and does not
guarantee payment and that insurance coverage is a relationship between the patient and his or her
insurance company(s). | agree to accept financial responsibility for any charges for goods or services
rendered to the patient that are not paid by insurance or health benefit plan pursuant to this assignment
of benefits. | have been informed that Medicare does not provide payment for hearing aids, other assistive
listening devices or fitting examinations. This also applies to most Medicare ‘supplement’ policies.

RELEASE OF INFORMATION:

| hereby authorize Coastal Audiology to release any medical information about the patient necessary to
determine liability for payment and to process any claim for examination, treatment, or devices received
by the patient. | also authorize Coastal Audiology to release the medical records of the patient to the
patient’s referring physician or family physician indicated within this document.

I have read and agree to the terms above and verify that the information provided is true and correct to the
best of my knowledge.

Signature of Patient or Legal Representative Date




HIPAA Notice of Privacy Practices

Coastal Audiology, Inc. has a policy of complying with the Health Insurance Portability
and Accountability Act of 1996 (HIPAA). Our objective is to be 100% compliant at all

times.

The following method of operations will be used to insure privacy of a patient's

Protected Health Information (PHI).

1.

N

10.

1.

Based on HIPAA guidelines your medical records may be transferred to another care
provider upon your signed authorization. Records will not be transferred without your or
your guardian’s signed authorization.

You may review your records by scheduling a time with our office.

After review of your records if you disagree with any of the documentation in the records
you have the option of writing your own documentation to be placed in the chart.

If an appointment with another medical provider is required, only the necessary
information to schedule an appointment will be provided.

If you elect not to allow any other member of your family access to your records you
have the right to notify our office. That notice must be in writing. If you wish to provide
access to your records to a designated individual, you may also provide that in writing or
in the space below.

Our office will not provide any information about you or your medical condition to any
other party other than other medical providers to whom you have been referred for
treatment without your specific authorization.

If you are chosen or volunteer to be a part of any research program you will be required
to sign additional authorizations and releases so that your PHI may be used in the
program.

Under HIPAA rules, we may use the necessary PHI from your medical records to file
insurance claims on your behalf. Your authorization and insurance assignment allows
the practice to file insurance on your behalf.

There will be certain circumstances where public health authorities and health oversight
agencies may require a copy of your records. They are authorized under law to collect
that information and we are required to furnish a copy of your PHI.

All efforts will be taken to ensure that your PHI will not be shared with any unauthorized
persons.

If you are on active duty military or are called to active duty military, under federal law we
are required to supply you with a copy of your record upon request.

If you have any questions concerning any of the above statements or wish to receive a signed
copy, please ask.

Patient Signature (or guardian) Date

I wish to allow the person(s) below access to my medical records:

HIPAA 2010 update



