
                    Pediatric Patient Information Form

Last Name____________________________ First Name___________________________MI______________________

Date of Birth__________________________ Sex:    □  M      □  F 

Parent/Guardian Name:_______________________________________________________________________________

Email_____________________________________________________________________________________________

Primary Phone # ___________________________________      □  Home    □  Cell □  Work 

Secondary Phone # _________________________________      □  Home    □  Cell □  Work 

How would you like to be contacted?  □  Call □  Text □  Email

Address __________________________________________ City _______________ State ______ Zip _______________

Primary Care Physician ______________________________ Phone # _________________________________________
  Fax # ___________________________________________

Referring Physician__________________________________Phone#__________________________________________

(If different from Primary)   Fax # ___________________________________________

  

PRIMARY INSURANCE INFORMATION:

Insurance Company:______________________________ Subscriber ID#:______________________________________ 
Subscriber Name:________________________________ Subscriber Date of Birth:_______________________________
Relationship to Insured:       □  Self     □  Child              Other_______________________________________________

Other Insurance:          □  Yes     □  No 

Insurance Company:______________________________ Subscriber ID#:______________________________________ 
Subscriber Name:________________________________ Subscriber Date of Birth:_______________________________
Relationship to Insured:       □  Self     □  Child              Other_______________________________________________

Who can we release information to:

Name:__________________________________________Name:_____________________________________________

Relationship:_____________________________________Relationship:________________________________________

Phone Number:___________________________________Phone Number:______________________________________

Emergency Contact           □  Yes      □  No          Emergency Contact           □  Yes      □  No

What brings your child in today?________________________________________________________________________

How did you hear about us?___________________________________________________________________________

      □  Patient Referral    □  Newspaper     □  Direct Mail     □  Physician Referral     □  Yellow Pages     □  Online     
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Patient's Name: _________________________________________________  Today's Date:______________________

■ What is the main reason your child is here today?  
______________________________________________________________________________________________

_________________________________________________________________________________________________

■ Do you have any concerns about your child's hearing?    □  Yes          □   No

   ▪ If yes, briefly explain: ________________________________________________________________________

■ Does your child seem to hear better some days than others?    □  Yes          □   No

■ Does anyone in your child's immediate or extended family 
    have a hearing loss that started before the age of 30?    □  Yes □   No

    ▪ If yes, what is their relationship to your child?_____________________________________________________

■ Does your child wear hearing aids or 
   assistive listening devices?               □  Yes □   No

■ Was the pregnancy/delivery of your child 
    abnormal in any way?    □  Yes □   No

    ▪ If yes, briefly explain: _______________________________________________________________________

■ Did your child stay in the NICU for any duration after birth?    □  Yes □   No

■ Was there a history of STD or drug use during pregnancy?    □  Yes □   No

     ▪ If yes, briefly explain: _______________________________________________________________________

■ Did your child pass the newborn hearing screening?               □  Yes □   No

■ Do you have any concerns about your child's 
   speech or language?    □  Yes □   No

   ▪ If yes, briefly explain: _______________________________________________________________________

■ Is your child currently receiving speech therapy?    □  Yes □   No

 Hearing History

 Speech/Language History

 Pregnancy and Birth History
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■ Has your child ever been hospitalized?    □  Yes          □   No

   ▪ If yes, what for?: ____________________________________________________________________________

■ Does your child have a history of ear infections?    □  Yes          □   No
   ▪ If yes, which ear?: ___________________________________________________________________________

■ Does your child have a history of ear surgery?    □  Yes          □   No
   ▪ If yes, which ear? ___________________________________________________________________________

   ▪ Type of surgery? __________________________ Date of surgery?____________________________________

■ Is your child on any medications?    □  Yes          □   No
   ▪ If yes, please list: ___________________________________________________________________________

■ Does your child have any allergies?    □  Yes          □   No
   ▪ If yes, please list: ___________________________________________________________________________

■ Does your child have/has your child ever had any of the following? (Please check all that apply)
□  Head Trauma/Injury □  Chicken Pox       □  Dizziness           □  Noise exposure   
□  Heart Problems  □  Usher's Syndrome       □  Meningitis           □  Kidney Problems       
□  Down's Syndrome             □  Measles       □  Vision Problems         □  Tonsillitis
□  Mumps □  Asthma       □  Seizures            □  Encephalitis      

□  High fever      

□  Cancer Type:______________________________________   □  Radiation       □  Chemotherapy

□  Other:_______________________________________________________________________________

■ Do you have any other concerns about your child? □  Yes          □   No

   ▪ If yes, briefly explain: ________________________________________________________________________

■ Does your child:    
    ▪ Play/interact well with other children? □  Yes          □   No
    ▪ Have attention/concentration difficulties? □  Yes          □   No
    ▪ Receive any special education services? □  Yes          □   No
    ▪ Have difficulty in school? □  Yes          □   No
    ▪ Have delayed physical or mental development? □  Yes          □   No

■ Is your child okay with having his/her ears touched? □  Yes          □   No

■ What is your child's favorite animated character? ___________________________________________________

■ Any additional comments or concerns? ___________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

 Medical History

 Additional Questions
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