
UNIVERSITY OF SOUTH ALABAMA 
DEPARTMENT OF SPEECH PATHOLOGY        _________________________ 
AND AUDIOLOGY     ______________________          Physician/Therapist 
       Account Number  _________________________ 
           Referring Physician  

SECTION A: PATIENT INFORMATION 
NAME _____________________________________________________ BIRTHDAY ___________________________________ 
ADDRESS _______________________________________________________________________________________________ 
   STREET     CITY   STATE   ZIP 
SOCIAL SECURITY NUMBER ______________________________ SEX _______ MARITAL STATUS ________________________ 
EMPLOYER _____________________________________________ OCCUPATION ____________________________________ 
WORK PHONE _____________________________ HOME PHONE ______________________ CELL _______________________ 
E-MAIL ADDRESS ___________________________________________________ Can we use this e-mail address to 
communicate with you regarding health information? ___________ 
 

SECTION B: SPOUSE I RESPONSIBLE PARTY 
NAME _____________________________________________________ BIRTHDAY ___________________________________ 
ADDRESS _______________________________________________________________________________________________ 
   STREET     CITY   STATE   ZIP 
SOCIAL SECURITY NUMBER ___________________________________ 
RELATIONSHIP TO PATIENT________________________ HOME PHONE________________ CELL ________________________ 
EMPLOYER ___________________________ 
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