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75 West Commercial Street, Suite 205
Portland, Maine 04101

Voice/TTY:  207/874-1065

Fax:  207/874-1068




CHILD CLIENT DATA SHEET
CLIENT’S NAME:  ________________________________________________________________________
 


FIRST NAME                                     MIDDLE INITIAL                                     LAST NAME

DATE OF BIRTH:  ____________________________            GENDER:           Male                     Female   
ETHNICITY/RACE (optional):      Hispanic Origin     African American     Asian      Native American       

   African       Pacific Islander        Multi-Racial      Caucasian       Other  _______________________________
ADDRESS:  ______________________________________________________________________________



Street                                                                City                                                            State                    Zip Code
PARENT/GUARDIAN 1:  ___________________________________________________________________
                                                Name                                                                                                              Place of Employment

ADDRESS (if different from child):  ______________________________________________________
                                                                           
 Street                                City                                    State                    Zip Code
 
PHONE:  _________________   _________________   __________________  ___________________
                                     Home                                        Cell                                           Work                                      Other
E-MAIL ADDRESS:  _________________________________________________________________

PARENT/GUARDIAN 2:  ___________________________________________________________________
             Name                                                                                                              Place of Employment
ADDRESS (if different from child):  ______________________________________________________
                                                                           
 Street                                City                                    State                    Zip Code
 
PHONE:  _________________   _________________   __________________  ___________________
                                     Home                                        Cell                                           Work                                      Other
E-MAIL ADDRESS:  _________________________________________________________________
NAME OF PERSON FILLING OUT THIS FORM:  ____________________________________________

RELATIONSHIP TO THE CHILD/CLIENT:  _________________________________________________

REFERRED BY:  ______________________   REASON FOR REFERRAL:  ________________________
PRIMARY CARE PHYSICIAN:  ____________________________________________________________
Name of Practice/Location/Phone #:  __________________________________________________________
IF the child is in foster care, please list the DHHS case manager’s name and office location:

__________________________________________________________________________________________

PLEASE COMPLETE THE REVERSE SIDE 
SIGNATURES REQUIRED!
IF Child Development Services (CDS) referred you for this appointment please provide
Case Manager’s Name:  _____________________________________________________________________

INSURANCE INFORMATION:  Please bring your insurance card/s and ID to your appointment!

Primary Insurance:  _________________________   Secondary Insurance:  _________________________

Policy Holder’s Name:  _____________________________________________________________________

Person Responsible for Payment after Insurance/s (Name/Address/Phone Number):
__________________________________________________________________________________________

If you do NOT have your insurance cards for us to scan at your appointment, please fill in the information below:
Primary Insurance

     Certificate Number:  __________________________________   Group Number:  ____________________________________
     Billing Address:  __________________________________________________________________________________________
Secondary Insurance

     Certificate Number:  __________________________________   Group Number:  ____________________________________

     Billing Address:  __________________________________________________________________________________________

Please initial the following statements and sign below:
__________  I authorize release of medical information necessary to process any insurance claims. I also                                                                    authorize assignment of benefits to Northeast Hearing and Speech and agree to pay any balance not       covered by insurance.
__________  I have reviewed Northeast Hearing and Speech’s Notice of Privacy Practices (HIPAA).  I understand that I may request a copy of the full version.

__________  I understand that written reports may be sent to the physicians involved in my ongoing care.

________________________________________________________________   Date:  __________________
Signature of Parent / Legal Guardian (circle one)

Please send written reports to (check those that apply):  

__________  Parent / Guardian address if different __________________________________________        

__________  Primary Care Physician listed on the front of this form  
__________  Maine Newborn Hearing Program (0-3yrs)  

__________  Child Development Services ___________  Other  _______________________________

                                                                                                                 Address and/or phone/fax number needed
Notes:  _________________________________________________

__________________________________________________________________________________________
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