
815 N Larkin Ave, Ste 100

Joliet, IL 60435

Patient Intake Form

Name: ___________________________________________________ Date of Birth: ____/____/____ Age: ______
First MI Last

Address: ____________________________________________________________________________________
Street Apt# City State Zip

Home Phone: _______________________ Cellular: ______________________ Work: ______________________

Email: ______________________________________ Patient Status:  Single_____  Married_____  Other________

Occupation: _________________________________  Employer: ________________________________________

Primary Insurance: ____________________________ Secondary Insurance: ______________________________

Primary Care Physician: ________________________________________ Phone: __________________________
(If you would like a copy of the test results forwarded to your physician, please sign the release below)

Spouse’s Name: __________________________________________  Daytime Phone: ______________________

Spouse’s Employer: ________________________________________ Date of Birth: _____/_____/_____
(Only needed if spouse is insurance policyholder)

In case of emergency, please contact:  Name: _____________________________ Relationship: ________________

Phone: ______________________

Who referred you to our office?

_____ Physician _____ Vocational Rehabilitation _____ Insurance
_____ Audiologist _____ Yellow Pages _____ Seminar
_____ Family Member _____ Newspaper Ad/Article _____ Internet
_____ Friend/Co-worker _____ Radio _____ Other:_________________

For us to file your insurance claim for you, the following MUST be signed:

I authorize the release of any medical and/or other information necessary to process my medical claim. I also request that
payment of government benefits, either to myself or to the party who accepts assignment.

Further, I authorize payment of medical benefits to be made directly to Prairieland Audiology for services rendered. This
authorization shall remain in effect until otherwise stated, in writing, by myself. I am responsible for any unpaid portion per
insurance contract allowance.

_______________________________________ _____/_____/_____
Patient/Parent/Guardian Signature Date

Release of Medical Information

I, _____________________, hereby authorize Prairieland Audiology to release any and all medical information in the
course of my treatment to the primary care physician listed above. I would also like to have this information forwarded to:
__________________________________

_______________________________________ _____/_____/_____
Patient/Parent/Guardian Signature Date



Patient Communication Consent

Name: ____________________________  Birth Date: ___/___/___  Sex: ☐ Male ☐ Female ☐ Non-Binary 

Phone: __________________  Cell Phone: ________________  Email: ______________________________ 

Address: __________________________________  City: _____________________  State: ___  Zip: ______ 

SSN: ___________________ Marital Status:  ☐ Single ☐ Married ☐ Widowed ☐ Divorced                   

Referred by: ______________________________

Emergency Contact: _________________________  Relationship: _______________  Phone: ____________

Patient Instructions for Communication Preferences: 

I authorize Prairieland Audiology to contact the following people with my test results:

Myself Only

____ Home

____ Cell

OK to leave a message on answering machine?  _____ Yes  _____ No

Other         Name: _______________________________  Relationship: ______________________________

Other         Name: _______________________________  Relationship: ______________________________

Authorization to Treat:

I hereby authorize my insurance benefits to pay directly to Prairieland Audiology, realizing I am responsible to
pay non-covered services. I authorize the release of medical information to my insurance carrier.

Signature: _________________________________________    Date: _________________



Pediatric Case History Form

Patient Name: _________________________________________     Age: ______     Date: ______________

1. For what reason was this hearing test arranged?
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________

2. Has your child ever had a hearing test before? ☐ Yes ☐ No

If so, when and where? __________________________________________________________________

3. Do you have any concerns about your child’s hearing? ☐ Yes ☐ No

4. Does your child seem to hear better on some days than other? ☐ Yes ☐ No

5. Does anyone in your family have problems with their hearing? ☐ Yes ☐ No

6. Were any of the following present after your child’s birth or during the first two months?

___ Prematurity ___ Low birth weight ___ Poor weight gain

___ Stayed in hospital ___ Was in incubator ___ Infections at birth

___ Failed newborn hearing test ___ Physical deformities ___ Difficulty Breathing

___ High fever ___ Jaundice/appeared yellow

7. Does your child turn toward sound? ☐ Yes ☐ No

8. Has your child had ear infections? ☐ Yes ☐ No If so, how many? _____________

9. Has your child had tubes placed in the ear(s)? ☐ Yes ☐ No     If so, which ear(s)_____________
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