WELCOME TO THE KIREKER CENTER FOR CHILD DEVELOPMENT

Today’'s Date:

ADULT AUDIOLOGY

Does Birth Sex Match Gender Identity? ¥ N

Race:

Patient's Name: DOB:

Full Address and Zip:

Hospital/Place of Birth:

Patient’s Social Security Number:

Home #: Celkt:
Next of Kin: Address:

Physician:

Other Referring Physician:

*|s treatment today due to an accident: { Y or N ) If yes, type of accident:

Primary Insurance: (If Medicare is primary fill out information on the back of formj}:

Secondary Insurance:

Guarantor: { Holder of Insurance )

Relationship to Patient: Qccupation:
Guarantor’s Social Security Number:
Guarantor’s Employer:
Employer’s Fuil Address and Zip:
Employer’s Phone:
Follow-Up Phone Calls:
Patient Signature Date
Permission to Call: Yes No (Please Circle One)
Permission to Leave a Message: Yes No (Please Circle One}
Permission to Correspond via E-Mail: Yes No (Please Circle One)

If yes, please enter E-Mait address here:
We cannotl accept any payment for services at this office. Please be sure to give us your insurance card and driver’s license in order

to process billing through your insurance company. Thank You!

Disclaimer: Please keep in mind that communications via email over the internet are not secure. Although it is unlikely, there is a
possibility that information you include in an email can be intercepted and read by other parties besides the person to whom itis

addressed.




