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The mission of BEGINNINGS is to provide emotional, informational and technical support to (1) parents of children, from birth through age 21, who are deaf or hard of hearing, (2) deaf parents with hearing children, and (3) the professionals serving those families.  BEGINNINGS believes that given accurate, objective information about hearing loss parents are empowered to make sound decisions and to advocate for their children about educational placement, communication methodology, and related services needs.

NOTIFICATION TO BEGINNINGS

Parent/Guardian Name:__________________________________________________________________

Address: _______________________________   Home Phone # area code (          )__________________  _______________________________________    Work Phone     # area code (          )__________________

County of Residence:_______________________ e-mail address: ________________________________

Notification Source Information: 





Date: ________________

Name: _______________________________________ Phone # area code (         )_________________

Firm Name:___________________________________ Fax #    area code (         )_________________

Address: ______________________________________________________________________________

E-MAIL ADDRESS:____________________________________________________________________

Please fill in any necessary information BEGINNINGS may need to serve this family.

Child’s Name: _________________________________________________  Male/Female ____________

Age of Identification: _______________________________  D.O.B. _____________________________

Degree of Hearing Loss: _____________________________

Pertinent Information i.e. (language spoken in the home): ______________________________________

Audiologist’s Name: ____________________________________________________________________

Phone # area code (        ) ______________________   Fax #  area code  (         )____________________

EI Service Coordinator’s Name: _________________________________________________________

Phone # area code (         )_____________________    Fax # area code (          )____________________

Signature of Parent/Legal Guardian: ____________________________  Date: ______________________

By signing this notification to BEGINNINGS I hereby request and authorize release of audiological evaluation report to BEGINNINGS.  I certify that this authorization is made freely, voluntary and with out coercion.  I understand that the information to be released unless otherwise provided for by state or federal law.  A photocopy of this authorization may be considered as valid and original.                                                                                                                      
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BEGINNINGS


For Parents of Children Who are Deaf or Hard of Hearing, Inc.


(Para Padres de Niños Sordos o con Problemas de Audición, Inc.)


P. O. Box 17646


Raleigh, North Carolina 27619   919-850-2746 (V/TTY)  919-850-2804 (FAX) 


800-541-4327 (V/TTY) en Carolina del Norte















