The W. Paul Biggers
Carolina Children’s Communicative Disorders Program
5501 Fortune’s Ridge Drive, Ste. A
Durham, NC 27713

Phone 919-419-1449, Fax 919-419-1399
PROGRAM APPLICATION

(Note: This form must be completed in full and will require the participation of the referring audiologist or professional. Please
return it to the address above, accompanied by your most recent STATE AND FEDERAL TAX RETURNS, and the
GUARANTOR'’S FINANCIAL STATEMENT.)

Date:

1. Name of Patient:

2. Name of Parent(s) or Guardian(s):

3. Street Address:

City: State:

ZIP: County:

Telephone number (including area code):

4. Date of Birth: 5. Gender: Q Male 0O Female
(Month) (Date) (Year)

6. UNC Hospital Unit Number (if patient has been assigned one):

7. lIs the child covered by private health insurance? 0 Yes [ No
8. Is the child covered by secondary health insurance? U Yes 0 No

9. Please copy your insurance card(s) and attach to this application.
(Note if either insurance company is a Managed Care Plan!)

10. Is child now covered at all by O Medicare O Medicaid 0 CSHS
(If child is covered by Medicaid, please send documentation of benefits.)

11. Have you applied for Medicaid benefits and been turned down? U Yes 0 No
(If child is either covered or been denied coverage by Medicaid, please send documentation of
benefits or a copy of the letter of denial.)

12. Onset of hearing loss: U Congenital 0 Acquired Age of onset

13. Age at first diagnosis of hearing loss:




14.

Etiology (meningitis, Waardenburg, CMV, trauma, maternal rubella, other—please specify):

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

Degree of hearing loss: Right Left
Mild
Moderate
Severe
Profound
Type of hearing loss: Right Left
Conductive
Sensorineural
Mixed
Hearing loss is: O Progressive O Stable O Fluctuating
Mode of communication: Q TC O Manual O Cued U Oral
Educational Facility:
Street address:
City: State: ZIP:
Phone:
Type: O Home O Residential Q Self-contained QO Mainstreamed: Q Fully
Q Partially
If the patient has ever had a hearing aid, date of first fitting:
Most recent fitting: Date: Type: U Body U BTE QITE

Ear: O Binaural U Right monaural Q Left monaural
Consistency of previous hearing aid use: 1 Fulltime 0O Part-time 0 Never

Reason for refitting:

Make and model of device requested:

Right Left Other

PLEASE INCLUDE MOST CURRENT AUDIOLOGICAL AND OTOLOGICAL RECORDS,
INCLUDING AIDED THRESHOLDS IF POSSIBLE.



25. Patient learned of the Carolina Children’s Communicative Disorders Program from (name of
person, Institution, or other source):

26. Does the patient grant permission to the University of North Carolina Hospitals and the
Carolina Children’s Communicative Disorders Program to use pictures, statements, and other
documentary evidence of his or her participation in the CCCDP?

O Yes UNo Signed

Please send a current photo of your child with this application. Any photo will do (can be an
individual photo, or a photo with family or friends).

27. Dispensing Audiologist (DO NOT LEAVE BLANK):

Address:

Telephone Number (including area code):

28. Name and title of person completing this form (if different from above):

Today’s date:
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U PLEASE CHECK HERE AND COMPLETE THE FOLLOWING
IF YOU ARE REFERRING A CHILD FOR A COCHLEAR IMPLANT EVALUATION:

29. Has the child ever been evaluated for a cochlear implant? QYes QO No

30. If yes, please specify place and date:

31. What was the recommendation from this evaluation?

32. Please give us the name, address and phone number of the child’s pediatrician.

PLEASE INCLUDE THE RESULTS OF ALL COCHLEAR IMPLANT EVALUATIONS
(AUDIOLOGICAL, SPEECH/LANGUAGE, OTOLOGICAL, PSYCHOSOCIAL, AND RADIOLOGICAL).



Carolina Children’s Communicative Disorders Program Guarantor’s Financial Statement

For your child(ren) to be considered for acceptance into the CCCDP, this financial statement must be completed. This information will be
held in confidence. All questions must be answered, the form signed, and a copy of your latest federal and state tax returns attached.

Patient’s name SS#
Guarantor (person financially responsible for patient)
Marital status of guarantor Guarantor’s relationship to patient
Does the patient reside with the guarantor? If not, with whom?
Total number of dependents (including guarantor) Names and ages of dependents
Guarantor’s employer Work phone number How long employed?
Employer’s address
Spouse’s employer Work phone number How long employed?
Employer’s address
INCOME: ASSETS:
Guarantor’s Annual Gross Salary Residence: O Rent
Spouse’s Annual Gross Salary O own Mortgage Balance
(Copy of last tax return must be attached.) Lender
Farm or business income Checking account balance
OTHER INCOME: MONTHLY ANNUAL Savings (include Savings and Loan, Credit Union)
Interest
Dividends Bank Name/Branch
Social Security Value of:  Stocks Bonds
Retirement Cash IRA’s
Unemployment Comp. Certificates Other Assets
Disability Life insurance
Child Support Rec.
Rental Property ADDITIONAL COMMENTS/HEIR PROPERTY OR LIFETIME RIGHTS/
Other PROPERTY TRANSFERRED LAST 30 MONTHS/INCOME-PRODUCING
TOTAL GROSS INCOME: PROPERTY MAY BE LISTED ON SEPARATE SHEET.
OTHER ASSETS: Description Tax/Market Value Loan Balance
Real Estate Other Than Residence
Vehicles
Vehicles
Farm Equipment
Boat/Cycle
EXPENSES:
$ Telephone $ Water/Sewer $ Mortgage $ Rent
$ Heat $ Property Tax $ Health Ins. $ Car
$ Electric $ Cable TV $ Life Ins. $ Other
$ Food $ Work Expenses $ Auto Ins. (list)

MEDICAL EXPENSES OVER LAST 12 MONTHS:

MEDICAL DEBTS: Institution Original Balance Monthly Payment Balance Due

| certify that the answers written above are true to the best of my knowledge. | understand that fraudulent or misleading information will
make me ineligible for any financial assistance. | authorize the release of any information needed to verify income and assets from my
employer and other holders of information.

SIGNATURE DATE RELATIONSHIP TO PATIENT
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