((THE HEARING CENTER)))

NEW PATIENT INFORMATION

NAME: DATE:

ADDRESS:

DATE OF BIRTH: HoME PHONE: CELL PHONE:

WORK PHONE: MARITAL STATUS (CIRCLE ONE) S %/l) 5 8
RESPONSIBLE FOR BILLING (CIRCLE ONE) SELF/PARENT/OTHER

NAME: DOB:

ADDRESS:

WORK INFORMATION:

EMPLOYER:

ADDRESS:

INSURANCE COVERAGE (INSURANCE CARD MUST BE PRESENT AT THE TIME OF VISIT)

PRIMARY INSURANCE:

INSURANCE COMPANY: INSURANCE ID:
GROUP #
CARDHOLDER NAME: DOB:

SECONDARY INSURANCE:

INSURANCE COMPANY: INSURANCE ID:

GROUP #

CARDHOLDER NAME: DOB:

NAME OF PHYSICIAN: REPORT REQUESTED: (Y N)

ALL PROFESSIONAL SERVICES RENDERED ARE CHARGED TO THE PATIENT, NECESSARY FORMS WILL BE
COMPLETED TO EXPEDITE INSURANCE CARRIER PAYMENTS. THE PATIENT IS RESPONSIBLE FOR ALL FEES,
REGARDLESS OF INSURANCE COVERAGE. IT IS CUSTOMARY TO PAY FOR SERVICES WHEN RENDERED UNLESS
OTHER ARRANGEMENTS HAVE BEEN MADE IN ADVANCE.

INSURANCE AUTHORIZATION AND ASSIGNMENT

| AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO MY INSURANCE COMPANY FOR THE
PROCESSING F MY CLAIMS.

DATE: SIGNATURE:




(((The Hearing Center)))
Pediatric Case History

Name of patient: Date:
Address: Date of
Birth: Age: Gender:

Patient's pediatrician and phone:

Patient's School and phone: Grade:

Reason for visit:

Suspicion of hearing loss? Why?

Previous Hearing Test

Date and Results:

Hearing Aid Make/Model/Date of Fitting (if applicable)

Medical History (Circle all that apply)

Complications during Pregnancy [] Complications during Delivery []

Failed Newborn Hearing Screen [] Speech/Language Delay []

Other Developmental Delays ] Enrolled in Early Intervention [] History
of hearing loss in family [] Ear infections/Ventilation Tubes []

Other Illnesses/hospitalizations []



Please explain:
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Informed Consent

Audiological services during Covid-19 Pandemic

Thank you for your continued trust in our practice. AS with the transmission of any
communicable disease, such as the cold or flu, you may be exposed to Covid-19, the disease
caused by the coronavirus. Rest assured that we have always followed universal
recommendations for infection control and prevention, and will currently be following CDC
guidelines to limit transmission of all disease through the use of vigorous disinfection protocols
and PPE.

Despite our careful attention and best efforts, there is still a chance that you could be exposed
to an illness in our office, just as you might be at your grocery store, a gym, or any other public
facility. Social distancing has been demonstrated to be a successful means of limiting disease
transmission, and we will be utilizing social distancing to the extent that is feasible, though
there are times that it is not possible to maintain social distancing.

Although exposure is unlikely, do you accept the risk and consent to treatment.

Yes No

Patient/Guardian/POA Signature (Hand or E-signature) Date
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Covid-19 Health Questionnaire

If you have been exposed to a communicable disease, you may spread the disease to the Audiologist,
staff, or other patients at the practice. We are asking the following questions to reduce the likelihood of
disease transmission.

Do you, your family members, care-givers, any members of your household, or anyone you have been in
recent contact with have any of the following symptoms?

Fever (above 99.6 degrees) [1Yes [INo
Cough [1Yes [INo
Shortness of breath and/or trouble breathing [1ves [INo
Pain, pressure, or tightness in the chest [1Yes [INo
Loss of sense of smell or taste [1Yes [INo
Skin Rash ves [ INo

Have you been to any state or country on a restricted travel list in the past 3 weeks, including but not
limited to (AL, AR, AZ, FL, NC, SC, WA, UT, and TX).
[dves [INo

Have you, your family members, care-givers, any members of your household, or anyone you have been
in recent contact with tested positive for or been diagnosed as having Covid-19 or any other
communicable disease? [Cves [INo

If yes, what was the date of diagnosis?

Patient/Guardian/POA E-Signature or handwritten Date



((THE HEARING CENTER)))

OFFICE POLICIES

o Ul

. ALL PATIENTS WILL BE ASKED TO PRODUCE A VALID PHOTO ID AT THE TIME OF

THEIR APPOINTMENT. IF YOU HAVE HAD AN APPOINTMENT WITHIN THE LAST SIX
MONTHS, THIS REQUIREMENT WILL BE WAIVED. IF NOT, THE STAFF WILL VERIFY
YOUR CURRENT INFORMATION AND IF APPROPRIATE, REQUIRE YOU TO COMPLETE
A NEW PATIENT REGISTRATION FORM.

. ALL PAYMENTS AND CO-PAYMENTS ARE DUE BEFORE SERVICES ARE RENDERED.

WE CANNOT BILL YOU FOR CO-PAYMENTS. WE ACCEPT CHECK, CASH, CREDIT
CARDS (VISA, MASTERCARD, DISCOVER, AMEX). THE PATIENT/GUARANTOR IS
RESPONSIBLE FOR ALL PAYMENTS REGARDLESS OF INSURANCE COVERAGE.

. IF YOUR HEALTH INSURANCE REQUIRES A REFERRAL, IT IS YOUR RESPONSIBILITY

TO OBTAIN A REFERRAL FROM YOUR PRIMARY CARE PHYSICIAN PRIOR TO YOUR
APPOINTMENT. IF YOU DO NOT HAVE A REFERRAL AT THE TIME OF YOUR
APPOINTMENT, YOU ARE RESPONSIBLE FOR PAYMENT AS YOUR INSURANCE
COMPANY MAY NOT PAY FOR YOUR VISIT WITHOUT A REFERRAL.

. PATIENTS WITH OUTSTANDING ACCOUNT BALANCES WILL BE NOTIFIED 10 DAYS

PRIOR TO SUBMISSION TO COLLECTION. ACCOUNTS THAT GO INTO COLLECTION
WILL BE SUBJECT TO A 35% COLLECTION CHARGE. ACCOUNTS WITH BALANCES
THAT EXCEED 60 DAYS WILL BE SUBJECT TO A LATE FEE OF $10.00, WHICH WILL
THEN BE ADDED TO THE ACCOUNT BALANCE EVERY 30 DAYS THEREAFTER.

. THERE IS A $35 CHARGE FOR RETURNED CHECKS
. IT IS YOUR RESPONSIBILITY TO NOTIFY OUR OFFICE OF ANY NAME CHANGES OR

CHANGES IN ADDRESS, PHONE NUMBERS, OR INSURANCE COVERAGE. WE NEED
THIS INFORMATION TO BILL YOUR INSURANCE COMPANY, AND IN THE EVENT THAT
WE HAVE OUTDATED INFORMATION, ANY ACCUMULATED ACCOUNT BALANCES
WILL BE YOUR RESPONSIBILITY.

. PATIENTS UNDER THE AGE OF 18 MUST BE ACCOMPANIED BY AN ADULT.

PATIENT SIGNATURE:

GUARDIAN SIGNATURE:

PRINTED NAME:




Privacy Practices Acknowledgement

Patient Name:

Please fill out the following information sign and date below.

The Hearing Center may leave private health information, on an answering
machine or voice mail, regarding the above named patient.

Please list phone numbers where we may contact you or leave messages:

HOME:

WORK:

CELL:

EMAIL:

List people or family members with whom we may leave private health
information.

relationship

relationship

relationship

[ have been provided an opportunity to review the Notice of Privacy Practices.

Signed Date




	Patient Name: 
	HOME: 
	WORK: 
	CELL: 
	EMAIL: 
	information 1: 
	information 2: 
	information 3: 
	relationship: 
	relationship_2: 
	relationship_3: 
	Signed: 
	Date: 


