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Sample White Card

Name Clinic#

Purdue Address

Phone

Home Address

Parent or Guardian

Gender Date of Birth
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No: 8202
| 'RD' 'E PU Staft GshA
PU Student Private
UNIVERSITY GLASS Other/Name J
Department of Speech, Language, and Hearing Sciences I JFIRST STEPS 1Member ID# ]
Name DOB Date Clinic #
Bill sent to
Address Phone #
City State Zip
Procedure CPT Fee Procedure CPT Fee
Audiological A 1t Procedures !
Screening test, pure tone, air only 92551 Acoustic reflex decay test “ 92569
Pure tone audiometry (threshold); air only 92552 Visual reinforcement audiometry 92579
Pure tone audiometry; air and bone 92553 Conditioning play audiometry 92582
Speech audiometry; threshold 92555 Electrocochleography 92584
Speech audiometry w/speech recognition 92556 Auditory Evoked Potentials 92585
Comprehensive audiometry 92557 Evoked otoacoustic emissions 92587
Audiometric testing groups 92559 Central auditory function test(s) 92620
Tympanometry 92567 Removal of impacted cerumen 69210
Acoustic reflex testing; threshold 92568 Nursing home visit
Procedure CPT Fee Procedure CPT Fee
Habilitative and Rehabilitative Services Hearing Aid Assessment and Fitting Procedures
Treatment Hearing aid exam and selection:
Individual 92507 Monaural 92590
Group 92508 Binaural 92591
AR Prelingual 92630 Hearing aid check;
AR Postlingual 92633 Monaural 92592
Binaural 92593
VR Dispensing fee
Monaural Digital
Binaural Digital
Procedure CPT Fee Procedure CPT Fee
Hearing Aids (HCPCS Level Il Codes)
Hearing Aid, Monaural, in the ear V5050 Battery for use in hearing device V5266
Hearing Aid, Monaural, behind the ear V5060 Earmold / insert, not disposable V5264
Hearing Aid, Binaural, in the ear V5130 Swim mold V5264
Hearing Aid, Binaural, behind the ear V5140 Hearing protection device V5264
Make / model Musician's earplugs V5264
Serial # Earmold / insert, disposable V5265
1st 50% D 2nd 50% D Hearing aid supplies / accessories V5267
Repair / Modification of a Hearing Aid V5014 Hearing Service, Miscellaneous V5299
Make / model Assistive listening device (specify)
Serial # Other
Audiological Diagnosis ICD-9 Code Audiological Diagnosis ICD-9 Code
Unilateral Bilateral Middle ear Unilateral Bilateral Assymetric
Conductive hearing loss 389.05 389.06 389.03 Sensorineural hearing loss 389.15 389.18 389.16
Mixed hearing loss 389.21 389.22 389.20 Tinnitus 388.30
Abnormal auditory perception 388.40 Delayed speech & language 315.31
Other (specify)
Audiologist signature: License #:
Date paid: Check #: Cash: § To be billed: Today's Fee: $
Credit Card: MC Visa Discover Paid: $
Card #: Exp. Date: Balance: $
Signature:

White copy: Client
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M.D. Steer Audiology and Speech-Language Clinics

1353 Heavilon Hall, 500 Oval Drive, West Lafayette, IN 47907-2038

Billing Questions:(765) 494-3790; Appointments:(765) 494-4229
Fax: (765) 494-0771; http://www.cla.purdue.edu/academic/slhs

Yellow copy: Business Office

97

Pink Copy: File



INFANT CASE HISTORY FORM
PURDUE UNIVERSITY AUDIOLOGY CLINIC
1353 Heavilon Hall, 500 Oval Drive
West Lafayette, IN 47907-1353
(765) 494-4229/3789

PATIENT INFORMATION
Child's Name DOB Gender
Home Address
Phone
Parent I: Name: Relationship:
Age  Home Address ((if different)
Phone

Parent II: Name Relationship:
Age  Home Address (if different)

Phone
Does either parent work or go to school at Purdue?
Who referred you to this clinic?
Form completed by
Child’s Physician Phone number

Address

I understand that payment is due at the conclusion of each appointment, unless other
method of payment has been arranged. I will be provided with an itemized receipt and am
responsible for filing insurance reimbursement claims. Purdue University does not file
claims to insurance companies and cannot file claims to Medicaid, Medicare, Veteran’s or
Military insurance.

Method of payment:
Private Pay: Cash Check Credit Card

Third Party Payer: FIRST STEPS:
OTHER:

Signature of Parent/Legal Guardian Date
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GENERAL INFORMATION
‘What hospital was your child born at?

Has your child's hearing ever been tested before? Yes No

If yes, what were the results?

HEALTH HISTORY
Is your child adopted? Yes No

Is your child in foster care? Yes No
If yes, for how long?

Were there any problems during pregnancy? Yes No
If yes, please explain

Was the mother diagnosed with any of the following during pregnancy?
_____Herpes virus

____ Influenza

_____Cytomegalovirus (CMYV)

_____Toxoplasmosis

____Syphilis

Were any medications taken during pregnancy or while breast-feeding? Yes No
If yes, please describe

Was your baby full term? Yes No If not, how many weeks?

What was the child’s birth weight?

Were there any problems with the delivery, or immediately after the birth of the child?
Yes No
If yes, please explain

Was your baby in the well baby nursery or the special care nursery F 3

Has the child had any head trauma, skull fracture or loss of consciousness?
Yes No
If yes, please explain

Has the child been hospitalized since birth?  Yes No
If yes, please explain

Has the child ever taken medication regularly? Yes No
If yes, please describe
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Does the child have any known allergies? Yes No
If yes, please describe

Does anyone in your family have a hearing loss or speech problem? Yes No

If so, what is their relation to the child?

Is the child's general health: Excellent Good Fair Poor
Does your child:
Startle to sound while resting look toward sounds

Please check all that apply to your child:
Jaundice at birth
Bacterial Meningitis Heart problems
Frequent ear infections Oxygen given at birth
Ear Tubes Seizures

Breathing problems

Please check all that apply: My child has been diagnosed with:

Muscular Dystrophy Vision Problems
Mental Retardation Down Syndrome
Cleft Lip/Palate Cerebral Palsy
Other

Please explain any other health concerns:

If you have any further questions, please call (765) 494-3789.
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CHILD CASE HISTORY FORM
PURDUE UNIVERSITY AUDIOLOGY CLINIC
1353 Heavilon Hall, 500 Oval Drive
West Lafayette, IN 47907-1353
(765) 494-4229/3789

PATIENT INFORMATION

Child's Name DOB Gender
Home Address

Phone
Parent I: Name Relationship:
Age  Home Address ((if different)

Phone
Purdue Student: Yes No Purdue Staff: Yes_~ No__
Parent II: Name Relationship:
Age _ Home Address (if different)

Phone

Purdue Student: Yes__ No___  Purdue Staff: Yes No
Who referred you to this clinic?
Child’s Physician Phone number
Address

Form completed by

I understand that payment is due at the conclusion of each appointment, unless other
method of payment has been arranged. I will be provided with an itemized receipt and am
responsible for filing insurance reimbursement claims. Purdue University does not file
claims to insurance companies and cannot file claims to Medicaid, Medicare, Veterans or
Military insurance.

Method of payment:

Private Pay: Cash: Check: Credit Card:
Third Party Payer: GLASS: FIRST STEPS:
Signature of Parent/Legal Guardian Date
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GENERAL INFORMATION
What is your primary concern?

When did you first notice the problem?

Has your child's hearing ever been tested before? Yes No

If yes, what were the results?

HEALTH HISTORY
Is your child adopted? Yes No

Is your child in foster care? Yes No
If yes, for how long?

Were there any problems during pregnancy? Yes No
If yes, please explain

Was your baby full term? Yes No , If not, how many weeks?

What was your baby's birth weight?

Were there any problems with the delivery, or immediately after the birth of your child?
Yes No
If yes, please explain

Were any medications taken during the pregnancy or while breast-feeding? Yes
No
If yes, please describe

Was your baby in the well baby nursery or in the special care nursery /s

Has your child had bacterial meningitis, or other infections? Yes No
If yes, please explain

Has your child had any head trauma, skull fracture or loss of consciousness? Yes
No
If yes, please explain

Has your child ever been hospitalized? Yes No
If yes, please explain

Has your child ever had repeated ear infections? Yes No

Has your child ever had ear tubes? Yes No
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