


  

Children’s History Information Sheet 

Child’s Name:______________________________ DOB:________________

Informant:_______________________ Relationship:___________________

Who referred you? ___________________________

1. Is your primary concern about your child’s:

 Speech  Language  Hearing  Development

2. Do you believe your child has a hearing loss?

Yes  No

3. Has your child had a previous hearing evaluation?

Yes   No Where?__________ When?___________

4. Has your child had a speech/language evaluation?

Yes         No             Where?___________ When?___________

5. Does your child have a history of ear infections?

Yes             No How many?________

6. How treated?

Medication      Tubes (# of sets)_______      On last set now

7. Birth History:

On time Overdue (# of weeks) ______

Early (# of weeks)_____ Days baby hospitalized ______

Day ventilator used _______ Days in ICU _______

8. Where any problems present at birth

Yes No    Specify____________________________________.

9. Hospitalized after birth?

Yes No Age________ Reason ______________________.

10. Is there a family history of hearing loss?

Yes No Relationship__________________

11. Has your child had any of the following and at what age.

Chicken Pox _____ Measles_____

Meningitis_____ Fever (105+) _____

Pneumonia_____ Concussion _____

Mumps _____ Dizziness _____

Headaches _____ Draining Ears _____



Angela Bright-Pearson, Au.D
Lisa Barbour, AuD

BRIGHT AUDIOLOGY
1620 S Third St. Sanford, N. C. 27330
Phone: 919-774-3277   Fax: 919-774-1643

AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION

Patient’s Name: Date of Birth:

Guardian’s Name Social Security #:

I request and authorize to

release healthcare information of the patient named above to:

Name: BRIGHT AUDIOLOGY

 Healthcare information relating to the following treatment, condition, or dates:

 All healthcare information

 Yes    No I authorize the release of any records regarding medications, drug, alcohol, or mental health 

treatment to the person(s) listed above.

Patient Signature: Date Signed:

I request and authorize  BRIGHT AUDIOLOGY  to release healthcare information of the patient 
named above to:

The Patients Primary Care Physician if requested ( )  To provide continuing treatment  ( )

To obtain Insurance or Governmental  benefits ( ) To help patient obtain monetary help thru T-Coil,

Care Credit,  or Vocational Rehabilitation ( )

This request and authorization also applies to the provider: calling me with appointment reminders 
and other administrative operations.

I understand that I have the right to restrict how my personal health information is used and disclosed for 

treatment, payment and administrative operations if I notify the practice, I understand that BRIGHT 

AUDIOLOGY  will consider requests, but does not have to agree to request for restrictions.

Patient signature  ___________________________________   Date __________________

Witness signature ___________________________________

THIS AUTHORIZATION EXPIRES 360 DAYS AFTER IT IS SIGNED !




	Who referred you? ___________________________

