@ Raleigh Hearing
= &Tinnitus Center PATIENT INFORMATION FORM

=
Patient Full Name: Preferred Name:
DATE OF BIRTH OM OF 00 Marital Statys: Dsingle OMarded DObDivorced Cwidowed
Address:
City: State; e Zip:
Phone (Home): Phone (Cell): Phone (Work):

Can we leave you a volcemail with medical information at your (cheek a) that epply): OOHOME OICELL [DWORK
Emall Address:

Current Employment: DFulkTime DPart-Time ORetred CSel-Employed Ounemployed DiStudent CIChild under 18°
‘(fmﬁmwmmmoﬂmw:&mmlmmmeﬂewmOMMwammmlmmmmmmmm

Occupation (if retired, list prior ceccupation/type of work performed):
Name of Family Physician: Phone:
*How did you hear about us?

Is It OK to send you periodic practice updates and occasional newsviaemall? OYES ONO
Emergency Contact: Relationship: Phone:

INSURANCE INFORMATION: To assure your insurance benafits are maximized and protected, please provide the following Informatian
and provide your Insurance eard(s) and photo identificaticn tomrmmwemmqulmdtomakewpis of your insurance cards.)

PRIMARY INSURANCE SECONDARY INSURANCE
Insurance Company
ID# Group# D8 Group#
Is the Patient the Policyholder? Oves ODONo Oves ONO

IF NO — COMPLETE THE FOLLOWING INFORMATION {(POLICY HOLDER aka SUBSCRIBER or PRIMARY MEMBER)
Who is the policy holder?

Birthdate
Relationship to Patient Ospouse OParent ClOther: O Spouse ClParent [lOther:

If you do not have insurance or do not want your insurance billed, initial that you accept responsibility for all charges for services
rendered due at time of service. A 20% cash discount will be applied if paid at time of service.

AUTHORIZATIONS & POLICY ACKNOWLEDGEMENTS: My signature below Indlcates tha following:

O  insurence Authorization: | authorize Ralelgh Hearing and Tinnitus Canter to bill my health insurance company for covered benegts 1::: ::m‘:
the usa of my signature on all insurance submisstans. | requast payment of benefits be made on my behalf to Ralelgh Hearing an:
for services fumished to me.  agree to premptiy pay (within 30-days) any amounts my insurance Indicatas are my responstbllity.

Q medlee! Records Release: | authorize release of all information nmwmmmmmmdbmﬁulmmm:dmz:e;&
Infermation to my referring physician and/or primary care provider. | authorize any heldar of medical information about me to

services.

nnitus Center any Information needed to datermine benefits payable and/or to cocrdinata my care for ralated

=} :im::;lw: lunderstand l:m Ralelgh Hesring and Tinnitus Center will bill my Insurance for services rendeted;;l':‘; P;::t;tv:m P:!!cy is
on the following page. | understend lwmmoe!veammentoflﬂv,ﬂcﬂwntandamempaygwmmcwed

Appointment No Show Policy: | understand that there is a $50 no-show fee for 2 missed appointments. +o road the NOTICE OF PRVACY
HIPAA Privacy Practicas Acknowledgement of Recelpt: | acknowledge that § have been given the opportunity s sty roguest
PRACTICES, a copy of which is avallabla tn the walting areo. | understand a copy of this notice will ba made avellable

oo

Date e

Signature (Parent/Guardian) Qgﬂﬁpﬁmﬂn%%iﬁ Ftids Psticht NSRSt R Cirdiu 2 08

T2/2- 2421



