(2 AUDIOLOGIC

——SERVICES—

PBatient Information (Confidential Date

Name Birth Date Age M/F
Responsible party (if minor) Relationship

Address City State Zip,
Telephone: Primary Secondary (home/work)

Preferred form of communication: Phone Call/Email

Alternative Contact Relationship Phone

Email Address: (never shared)

Primary Physician Address: Phone:

How did you learn about our office?

Privacy Consent

The Notice of Privacy Practices is required by the Privacy Regulations stemming from the Health
Insurance Portability and Accountability Act of 1996 (HIPAA). The act explains how medical information
about you may be used and disclosed. Please review this information carefully. | understand that my
medical data could be shared with another provider who is responsible for my care (physicians,
audiologists, nurse and any other healthcare professionals). My information may also be shared with my
health insurance plan about treatment received at our practice when filing an insurance claim or
determination of benefit. We may provide treatment communications with any additional medical
professionals you have requested, or those professionals who have requested such information.

| authorize Audiologic Services to release reports of my hearing evaluation results, treatment and
recommendations to said physicians, referring agency, and/or insurance company. | understand my
privacy rights and acknowledge Audiologic Services records release.

Signature Date

**The full HIPAA disclosure document is available upon request.

When trying to contact you, may we:

Leave messages on your voicemail? Yes No
Speak with family members? Yes No
Send postcards regarding appointments? Yes No



Marketing Consent

| understand that my information may occasionally be shared with a third party to provide the best
marketing experience possible. Your information will be kept confidential and will only be used to provide
the service you requested. | give permission to receive marketing communications through direct mail,
emails and phone calls?

Signature Date

Payment Responsibility Payment in full is expected at each visit unless otherwise covered

| authorize direct payment of insurance benefits to Audiologic Services for services provided. |
understand that | am responsible for any balance on my account that is not paid for by my insurance
including charges for co-pay, deductible, or non-covered charges. Audiologic Services will submit a claim
for verified hearing benefits to your insurance carrier as a courtesy to you. If Audiologic Services has not
entered into an agreement to provide services and accepted the contracted rate, you are responsible for
any amounts not paid by your insurance provider.

Any balance unpaid after 60 days will accrue 1 ¥2% finance charge per month and will be turned over to a
collection service after 90 days.

Signature Date

Missed Appointment Pali

Missing appointments without notifying us in advance prevents us from helping other patients in need.
We're happy to accommodate scheduling conflicts if you let us know.

Three (3) no-shows without notice will result in a $85.00 fee.

To avoid the charge: Contact us as soon as possible if you can’t make your appointment—we’ll gladly
reschedule.

Signature Date



@ AUDIOLOGIC Name

—SERVICES— Date
Presenting Problem
r— ™
What is your primary concern about your ears or hearing?
Do you have difficulty understanding in the following situations? (Check all that apply.)
[] Group Settings [] Noisy Environments [_] Quiet Environments [] TV [] Telephone
\, s
Audiological History
{ N
Have you ever had a hearing test? If yes, when and where?
Do you currently wear hearing aids? If yes, how old are they?
YES NO
Have you experienced dizziness, balance issues, or falls? ] ]
Is there a history of hearing loss in your immediate family? ] ] who?
Have you ever lost your hearing suddenly? ] [ rL?
Do you currently have pain, pressure, fullness, or drainage? |:| [ ] rRL?
Do you have a history of loud noise exposure? 1
Have you ever had any medical treatment for hearing loss? 1 1
Tinnitus
Do you have any ringing/buzzing/humming noise in your ears? | | [ | RIL?
If Yes,isit: [ __]Constant [Jintermittent
When did you notice this start?
\, s’
Medical History
(Do you have a history of: A
[] Diabetes [ ]Radiation Therapy [] Compromised Immune System
Cognitive Ability Chemotherapy D T™J
High Cholesterol |:| High Blood Pressure |:| Vision problem
D Other
Please list medications and the reason you take them (or give us a copy of your current medication list)
L .
(" A
Select the response that corresponds to your current housing situation:
[_] Alone [] Child/Children [_] Supportive Living  [__] Single Family Home
] Spouse [ ] Condo/Apartment [ __] Retirement Center [_] other
Is there a specific person who has motivated you to evaluate your hearing?
If you are currently employed, what is the nature of your work?
Do you own a smartphone? If yes, is it an Apple or Android?
On a scale of 1-10, with 10 being highly motivated, how motivated are you to proceed with hearing aids if
recommended?
1 2 3 4 5 6 7 8 9 10
\ J




