
  
 
 
 
 

 

Referring Provider Name _______________________________ UT Provider Name __________________________________   Pt. ID #_____________________ 

PATIENT INFORMATION 
 
Patient Last Name ________________________________________  First Name _____________________________  Middle Initial ______ 
 
Address _____________________________________________________________ City__________________________ State _________ Zip_______________ 
 
Date of Birth ____________________________    Sex  __M   __F 
 
Home Phone______________________________  Cell Phone _____________________________ Emergency Phone __________________________ 
 
Email Address_____________________________________________________________________ SSN______________________________________________ 
 
Marital Status    __ Single __ Married         __ Other 
 
Race __ White    __ Black  __ Hispanic       __ Asian        __ Other 
 
Patient Employed  __ Yes __ No   Employer __________________________________________________________________________________ 
 
Student Status    __ Not a student    __ Full-time   __ Part-time     School _________________________________________________________ 
 

PARENT/GUARDIAN/SPOUSE INFORMATION 
 

Last Name _______________________________________________  First Name _______________________________  Date of Birth_______________  
 
Relationship to Patient _______________________________  SSN______________________________ Employer______________________________ 
 

INSURANCE INFORMATION 
 
Primary Insurance ___________________________________________         Secondary Insurance _____________________________________ 
 
Subscriber’s Name  ___________________________________________        Subscriber’s Name: _______________________________________ 
 
Policy/ID # ________________________ Group #___________________        Policy/ID #_______________________ Group #________________ 
 
Subscriber’s DOB ______________________________________________        Subscriber’s DOB __________________________________________ 
 
Subscriber’s SSN#______________________________________________        Subscriber SSN #___________________________________________ 
 
Patient Relation to Subscriber _______________________________        Patient Relation to Subscriber __________________________ 
 
 
The above information is true to the best of my knowledge. I authorize this medical treatment facility to furnish 
information to my insurance carries concerning my illness and treatments to process my claim and I authorize my 
insurance benefits to be paid directly to UT Hearing & Speech Center. I understand that I am financially responsible for 
any balance. 
Signature _______________________________________________________________        Date ___________________________________________ 

Hearing & Speech Center 
Patient Registration 

For Office Use Only 

Rev. 12/2016 



 
 

Hearing and Speech Center 
1600 Peyton Manning Pass 

Knoxville, Tennessee 37996-2500 
Phone: (865) 974-5451 Fax: (865) 974-4639 

 

 
PEDIATRIC CASE HISTORY 

 
Child’s Name: ________________________________ Birthdate: _________________Gender:______ 
 
FAMILY INFORMATION 
Parent/Guardian: _________________________ 
Relationship to child: ______________________ 
Date of Birth: _______________________ 
Address: (if different from child’s address) 
_______________________________________ 
_______________________________________ 
_______________________________________ 
 
Home phone:   
Cell phone: 
 
Employer: 
Occupation: 

Parent/Guardian: _________________________ 
Relationship to child: ______________________ 
Date of Birth: _______________________ 
Address: (if different from child’s address) 
________________________________________ 
________________________________________ 
________________________________________ 
 
Home phone: 
Cell phone: 
 
Employer: 
Occupation: 
 

Parents’ marital status: [ ] married  [ ] separated  [ ] divorced  [ ]single  [ ] widowed  [ ] other 
 

Language(s) spoken in the home: 
 
List all children and adults (other than parents) living in the home: 
 
 
 
Is this child currently in foster care?  [ ] Yes   or   [ ] No 
If YES, please describe the circumstances: 
 
 
Is there a family history of speech difficulties?  [ ] Yes   or  [ ] No 
If YES, please describe: 
 
 
 
 



COMMUNICATION CONCERNS 
Please check all that apply: 
[ ] Nonverbal [ ] Autism [ ] Spelling/writing 
[ ] Unintelligible speech [ ] Following directions [ ] Voice quality 
[ ] Mispronounces sounds [ ] Vocabulary [ ] Reading  
[ ] Stuttering [ ] Grammar [ ] Hearing 
[ ] Auditory processing [ ] Expressive language   [ ] Other: 
 
When did your child: 
  
Babble?   [ ] 3-6 months [ ] later [ ] not yet [ ] unknown     
Say single words?  [ ] 10-12 months [ ] later [ ] not yet [ ] unknown    
Say 2 - 3 word sentences? [ ] 18-24 months [ ] later [ ] not yet [ ] unknown 
 
 
Describe your child’s communication difficulties as completely as possible. 
                                                                                                                                                
                                                                                                                                                
                                                                                                                                                
 
When does your child communicate best?                                                                         
                                                                                                                                               
 
How does your child communicate with other children?                                                 
                                                                                                                                               
 
MEDICAL INFORMATION: 
Were there any problems during pregnancy, labor or delivery?   [ ] Yes     or    [ ] No 
If YES, please describe: 
 
Has your child ever had difficulty with any of the following:  (check all that apply) 
 Check if “yes” Describe the occurrence(s): 
Low birth weight   
Jaundice   
Breathing    
Sucking    
Chewing   
Swallowing   
Choking    
Food preferences   
High fevers   
Ear infections   
Allergies   
Hearing loss   
PE tubes   
 



MEDICAL INFO (cont.) Check if “yes” Describe the occurrence(s): 
Upper respiratory 
infections 

  

Fine motor skills (e.g., 
using hands, holding a 
pencil) 

  

Gross motor skills (e.g., 
standing, walking)  

  

Vision   
Sensory processing 
(e.g., unusual response 
to sound, touch, food) 

  

Other:    

 
Has your child had any medical diagnoses (e.g., Cerebral Palsy, Down Syndrome), major illnesses, 
surgeries or injuries?  [ ] Yes  or  [ ] No  
If YES, please describe.                                                                                                                               
___________________________________________________________________________________ 
 
DEVELOPMENTAL & SOCIAL INFORMATION 
When did your child: 
 

roll over? [ ] at 3-5 months  [ ] later  [ ] not yet  [ ] unknown 

crawl?  [ ] at 6-9 months   [ ] later  [ ] not yet  [ ] unknown 

pull up? [ ] at 6-9 months  [ ] later  [ ] not yet  [ ] unknown 

sit alone? [ ] at 4-6 months  [ ] later  [ ] not yet  [ ] unknown 

walk?  [ ] at 10-14 months  [ ] later  [ ] not yet  [ ] unknown 

Describe how your child plays with other children.   
 
 
Describe how your child interacts with adults. 
 
 
What activities does your child like?  
 
Dislike? 
 
Do you or anyone else have any concerns about your child’s behavior? 

Compared to other children your child’s age, describe how your child is able to sit, 
stand, run, use his/her hands. Indicate if you have concerns regarding clumsiness or other physical 
abilities. 



 
Please outline a schedule of activities that your child carries out on a typical day. 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
 
PRESCHOOL/SCHOOL INFORMATION 
Does your child currently attend a:  
[ ] Day Care      [ ] Pre-School      [ ] K-12     [ ] Home School 
 
If so, please complete the following: 
Name of School: 

City:                                 County: 
Current Teacher’s Name: 
Grade Level:                
Has the school staff made any comments about your child’s speech?  [ ] Yes  or  [ ] No  
If YES, please explain. 
 
 
Do you have any concerns about your child’s performance in school?  [ ] Yes  or  [ ] No 
If YES, please explain. 
 
 
Has your child received any special services (speech therapy, physical therapy, learning resources, 
special school class, etc.)?    [ ] Yes  or  [ ] No 
If YES, please explain. 
 
Does your child have an IFSP, IEP or 504 plan?    [ ] Yes  or   [ ] No 
If YES, please explain. 
 
 
 
Person completing this form: ___________________________________________________________ 
 
Relationship to child: _________________________________ 
 
Date: _____________________________________________ 



                                                                  

 

                                            Attendance Policy 

 

 

Welcome to the University of Tennessee Hearing and Speech Center. Our goal is 

to provide state of the art assessment and treatment services to you and/or 

your family. To achieve these goals, we design evidence –based treatment 

programs for our clients and we take responsibility for managing those 

programs so the rate of progress can be determined routinely. Please feel free 

to question the protocol as well as the rate of progress at any time. 

 

A critical factor in successful treatment is the client attendance. While we 

expect clients to attend all scheduled sessions, we understand emergencies do 

occur. In these situations, we request you call the office to cancel your session 

at 865-974-5451. If emergencies require you to miss more than two scheduled 

sessions, we may temporarily dismiss you from treatment until a time you can 

return on a regular schedule. If this occurs, you will be given priority for 

placement when vacancies in treatment allow. We are here to support your 

success in treatment 

During the semester breaks, we are required to establish new schedules for our 

clients, those who have attended regularly will receive first priority for 

placement in treatment. 

 

Nola T. Radford, Ph.D. CCC-SLP, BCS-F 

Director of Clinical Education and Research 





                                                                       Financial Agreement 
 
Patient ID Number: 
 
I understand and agree to pay for the speech and language services I receive at The UT Hearing and 
Speech Center that are not covered by my insurance. I also  
Understand that the current fee rates are: 
 
(A): $200.00 for complete speech-language evaluation 
(B): $80.00 for each individual speech-language therapy session. 
(C):$85.00 for swallowing/feeding therapy 
 
I understand that payment is due at the time services are rendered unless other alternate payment 
arrangements have been made by the front office staff as follows: 
 
           The center will file claims for the services with my TennCare/Bluecare Insurance Company and I 
am responsible for the deductible and copays or co insurance as outlined by my insurance plan at time 
of service. 
 
              The center will file claims for the services with my Insurance company and I am responsible for 
the deductible, copays and coinsurance as outlined by my insurance plan at the time services are 
rendered. 
 
              The center will file claims with my Medicare and I am responsible for the deductible and copays 
or co insurance and any non-covered service as outlined by my Medicare Plan at the time services are 
rendered. 
 
               The center will file claims for the services with my insurance  company and or bill the  remaining   
balance to Tennessee Early Intervention System. 
 
                The center has a contract with                                        School System for the services received 
and I am responsible for any services that is not covered by the school contract. 
 
               I am also aware that The UT Hearing and Speech Center is not in network with United 
Healthcare and Aetna and that I am responsible for services rendered. 
            
It is my responsibility to inform the Hearing and Speech Center of any changes with my address, 
phone number and or insurance. I also understand that any changes to this financial agreement affect 
subsequent charges and that I am responsible for all charges on my account. I authorize the release of 
information necessary to process all claims for the services rendered at The Hearing and Speech Center. 
I authorize payment directly to The UT hearing and Speech Center from my insurance policy benefits 
payable to me and I hereby assign all such policy benefits to the UT Hearing and Speech Center. 
 
Signature of Client                                                                                   Date ______________________  
 
Staff Signature                                                                                          Date    _____________________                   
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HEARING & SPEECH CENTER 
CONSENT TO RECEIVE INFORMATION  

 

Date of Request ___________________________________ 
 
 
Patient Name ________________________________________________________________ Date of Birth ______________________________ 
 
Parent Name (if patient is under 18 yrs) _________________________________________________________________________________ 
 

I hereby authorize The University of Tennessee Hearing and 
Speech Center to RECEIVE the following information via mail, 

email, fax, and/or telephone. 

☐   Medical records (reports, video, images, etc.) 
 

☐   Evaluation Reports       re:_______________________________ 
 

☐   Treatment Reports       re:_______________________________ 
 

☐   Academic records 
 

☐   Other (describe) ___________________________________________ 
 

Receive from (list agency/program/physician) ____________________________________________________________________ 
 
Address______________________________________________  City ____________________________ State _______  Zip _______________ 
 
Phone ________________________________________________ 

 
Patient/Parent Signature ______________________________________________________________       Date _______________ 

 
 
 
********************************************************************************************************** 
 
☐   I do not wish for any information from outside agencies be sent to the UT Hearing 
and Speech Center at this time.  
 
Patient/Parent Signature _____________________________________________________________            Date ________________ 

 
 
 
 

NOTE: This release is good for one year from the date signed. 
 



                                                                                                                                                                                                                           Rev 1/2017 
 

 

HEARING & SPEECH CENTER 
CONSENT TO RELEASE INFORMATION  

Date of Request __________________________________ 
 
 
Patient Name _______________________________________________________________ Date of Birth ______________________________ 
 
Parent Name (if patient is under 18 yrs) ________________________________________________________________________________ 
 

I hereby authorize The University of Tennessee Hearing and 
Speech Center to RELEASE the following information and via 

mail, email, fax, and/or telephone. 

 

☐   Evaluation Reports 
 

☐   Treatment Reports 
 
 

☐   Other (describe) _____________________________________ 
 

Release to (list agency/program/physician) _______________________________________________________________________ 
 
Address _________________________________________________________ City __________________ State ______ Zip _______________ 
 
Phone _________________________________________________________________ 
 
 
Patient/Parent Signature ________________________________________________________      Date ____________________________ 

 

*************************************************************************************************************
* 
 

☐   I do not wish for any information from the UT Hearing and Speech Center to be sent to any 
outside agencies at this time aside from the referring physician.  
 
Patient/Parent Signature ___________________________________________________________   Date ___________________________ 
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