
 

 
 
Stuart Trembath, M.A., CCC-A                                                               Tanya Harper Rowe, Au.D., CCC-A 
Christine Heintskill, Au.D., CCC-A                            250 South Crescent Drive                                 Rachael Dolezal, M.A., CCC-A 
Carmen Wickering, HIS                                                         Mason City, IA 50401                                
                     641-494-5180                

NEW PATIENT INFORMATION 
 

NAME_________________________________________________     BIRTHDATE______________ 
            FIRST       MIDDLE INITIAL           LAST                 MM/DD/YYYY 
 
PREFERRED NAME ____________________________________ Gender Assigned at Birth:   MALE /  FEMALE 
 
EMAIL______________________________________________ Identified Gender If Other: ___________ 
 
STREET ADDRESS______________________________________________________________________ 
 
CITY_______________________________ STATE_________________________ ZIP________________ 
 
HOME PHONE________________________________ CELL____________________________________ 
 
EMPLOYMENT STATUS (CHECK ONE)      FT____    PT____    NOT EMPLOYED____    RETIRED____ 
 
EMPLOYER(S) ________________________________________________________________________ 
 
MARITAL STATUS SINGLE___   MARRIED___   WIDOWED___   DIVORCED___ 
 
SPOUSE’S NAME FIRST____________________________ LAST_____________________________ 
 
EMERGENCY CONTACT  NAME_________________________________________________ 
 
                 RELATIONSHIP __________________________________________ 
 
                PHONE________________________________________________ 
 
RESPONSIBLE PARTY                NAME_________________________________________________ 
(IF OTHER THAN SELF) 
             ADDRESS______________________________________________ 
 
                      ______________________________________________ 
 
                 PHONE________________________________________________ 
 
PRIMARY PHYSICIAN ___________________________________LOCATION________________________ 
 
INSURANCE CARRIER __________________________POLICY #_________________GROUP#__________ 
  

HOW DID YOU HEAR ABOUT US? (PLEASE CIRCLE ONE):  TV / RADIO / INTERNET / NEWSPAPER / PHYSICIAN / 

FRIEND / FAMILY / OTHER: ___________________IF REFERRED, BY (NAME):__________________________ 
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