
PATIENT INFORMATION

Name __________________________________________________________________Date of Birth_________________ Social Security Last 4#________

Address_________________________________________________________________City_ _______________________ State/Zip___________________

Phone__________________________________________________________________County________________________________________________

Insurance Carrier Primary______________________________________________ Secondary _________________________________________________

ID#___________________________________________________ Precertification/Auth# ____________________________________________________ 

REFERRING PROVIDER

Name ______________________________________________________________________________ NPI _____________________________________

Address_________________________________________________________________City_ _______________________ State/Zip__________________

Phone __________________________________________________________Fax _________________________________________________________

Signature ___________________________________________________________________________ Date ____________________________________

Audiology and 
Hearing Services

SBL Fayette County Hospital
Physician Specialty Clinic
650 West Taylor St., 2nd floor •  Vandalia, IL 62471
618-283-5531  •  Fax 618-283-4933

SBL Effingham Clinic
905 North Maple •  Effingham, IL 62401
217-347-7077  •  Fax 217-347-7197

Sarah Bush Lincoln Health Center
Prairie Pavilion 1
1005 Health Center Dr., Suite 201 • Mattoon, IL 61938
217-258-2568  •  Fax 217-238-3420

Specialty Service Referral 

INFORMATION NEEDED  

Diagnosis _________________________________________________________________________   ICD-10 Code ___________________________

Diagnosis _________________________________________________________________________   ICD-10 Code ___________________________

Diagnosis _________________________________________________________________________   ICD-10 Code ___________________________

Procedures or Tests to be performed

q ______________________________________________________________________________________________________________________

q ______________________________________________________________________________________________________________________

q ______________________________________________________________________________________________________________________


