
WELCOME TO THE CHARLOTTE SPEECH AND HEARING CENTER 
 

PATIENT NAME: RACE SEX DATE OF BIRTH SOCIAL SECURITY NUMBER 

ADDRESS                                                      CITY                          STATE ZIP CODE HOME TELEPHONE 

 
COMPLETE, IF PATIENT IS OVER THE AGE OF 18: 
MARITAL STATUS – CIRCLE APPROPRIATE: 
          MARRIED       SINGLE       WIDOW       DIVORCED 

EMPLOYMENT STATUS – CIRCLE APPROPRIATE: 
           FULL-TIME           PART-TIME         UNEMPLOYED 

EMPLOYER WORK PHONE CELL PHONE 

EMPLOYER ADDRESS                                                                  CITY                                   STATE ZIP CODE 

 

SPOUSE NAME: SPOUSE DATE OF BIRTH SPOUSE SOCIAL SECURITY NUMBER 

SPOUSE EMPLOYER SPOUSE WORK PHONE SPOUSE CELL PHONE 

SPOUSE EMPLOYER ADDRESS                                                    CITY                                   STATE ZIP CODE 

COMPLETE, IF PATIENT IS A MINOR: 
STUDENT STATUS – CIRCLE APPROPRIATE: 
           NON-STUDENT       PART-TIME       FULL-TIME 

NAME OF SCHOOL OR DAYCARE 

 

MOTHER (GUARDIAN) NAME DATE OF BIRTH SOCIAL SECURITY NUMBER 

EMPLOYER WORK PHONE CELL PHONE 

FATHER (GUARDIAN) NAME DATE OF BIRTH SOCIAL SECURITY NUMBER 

EMPLOYER WORK PHONE CELL PHONE 

PRIMARY CARE PHYSICIAN, PEDIATRICIAN, FAMILY DOCTOR INFORMATION: 
DOCTOR NAME OFFICE NAME 

ADDRESS                                                CITY                          STATE ZIP CODE TELEPHONE 

WOULD YOU LIKE OUR RESULTS SENT TO THIS PERSON: 
                                                                                                                   YES                    NO               ____________ 
                                                                                                                                                     INITIALS 

REFERRING PHYSICIAN, AGENCY OR ORGANIZATION (IF DIFFERENT THAN ABOVE): 
DOCTOR NAME OFFICE NAME 

ADDRESS                                                CITY                          STATE ZIP CODE TELEPHONE 

WOULD YOU LIKE OUR RESULTS SENT TO THIS PERSON: 
                                                                                                                    YES                    NO              ____________ 
                                                                                                                                                      INITIALS 

 
IF YOU WOULD LIKE TO BE CONTACTED BE E-MAIL, PLEASE PROVIDE: 
 
 
 
HOW DID YOU HEAR ABOUT US: 
 

 PHYSICIAN    AGENCY/FACILITY      DAYCARE SCREENING      FRIEND      YELLOW PAGES      WEBSITE 
 OPEN HOUSE      MAILER      OTHER:  ________________________________________________ 

 

BECAUSE WE DEPEND ON GRANTS TO HELP THOSE WITH FINANCIAL LIMITATIONS, MANY ORGANZATIONS REQUIRE THE 
INCOME GUIDELINES OF OUR PATIENTS, PLEASE TAKE A MOMENT TO WRITE THE TOTAL NUMBER OF PERSONS IN THE 
HOME AND SELECT THE INCOME RANGE OF YOUR ENTIRE HOUSEHOLD – THIS SECTION IS OPTIONAL, AND IS NOT REQUIRED 
TO RECEIVE SERVICES: 
TOTAL NUMBER OF PERSONS IN THE HOME:  _______________________________ 
 

 $0 to $9,999      $10,000 to $14,999      $15,000 to $24,999      $25,000 TO $34,999      $35,000 to $49,999 
 
 $50,000 to $74,999      $75,000 to $99,999      $100,000 to $149,999      $150,000 to $199,999      $200,000± 


