Desert Valley Audiology   
______________________________________________________________________________________________________________________________

2911  N Tenaya Way Ste 205 Las Vegas, NV 89128
Office (702)605-9133x3  Fax (702)-805-0812
Child Intake Form

I understand that if my insurance cannot be billed for any reason, I am responsible for all billed charges. Initials____
Patient Name_______________________________________________ 
Date of birth_______________________
Sex____________________________

Parent name(s) __________________________________________________________________

Address_______________________________________________________
City _______________State ________________Zip _________________ 

Telephone: Home________________________Cell____________________Work_________________

Email___________________________________________ Preferred method of contact_____________
Can we send you a text message to remind you of appointments? Yes/No
How were you referred to us? __________________________________________________________

Primary care physician_________________________________________________________________

Primary Insurance 
Insurance Name ___________________________________________
Member #______________________________

Policy Holder’s Name____________________________________________ 
Date of Birth_______________________

Relation to Patient_____________________________________ SSN (if needed)__________________

Secondary Insurance 
Insurance Name____________________________________________
Member #_______________________________

Policy Holder’s Name_____________________________________ Date of Birth__________________

Relation to Patient_____________________________________ SSN (if needed)__________________

Your privacy is very important to us.  None of the above information will be used in a manner that is not consistent with our patient privacy policy.  ______Your initials (you may obtain a copy of our privacy policy by asking)
