| | S DC New Client Intake Form

Hearing, Speech & Deaf Center

Patient Information

First Name: Middle Initial: | Last Name:
Date of Birth: Pronouns:
Address: Apt/Unit: City: State: Zip:

Email Address:

Phone (home): Phone (mobile):

Parent/Guardian or Alternate Contact Information

First Name: Last Name: Relationship to Patient:

Email Address:

Phone (home): Phone (mobile):

Primary Concerns for Coming In

Hearing, Speech & Deaf Center 1625 19" Ave Seattle WA 98122
Phone: (206) 323-5770 | Fax: (206) 328-6871 | Email: clinics@hsdc.org



Insurance Information: Primary

Insurance Company/Insurer:

Plan Type (PPO, HMO, etc.):

Subscriber (name on the card):

Subscriber Date of Birth:

Member or Subscriber ID #:

Group or Policy #:

Insurance Information: Secondary

Insurance Company/Insurer:

Plan Type (PPO, HMO, etc.):

Subscriber (name on the card):

Subscriber Date of Birth:

Member or Subscriber ID #:

Group or Policy #:

Hearing, Speech & Deaf Center 1625 19" Ave Seattle WA 98122
Phone: (206) 323-5770 | Fax: (206) 328-6871 | Email: clinics@hsdc.org
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