
Hearing Solutions of Arizona 
2501 East Southern Avenue #20 7525 East Broadway Road #7 
Tempe, Arizona 85282 Mesa, Arizona 85208 

Please complete BOTH sides of this form. 

How did you hear about us? ________________________ _

PATIENTS NAME _____________ -=-::-:-:=-----------:--:-;::;-:;::-------
MIDDLE LAST FIRST 

MAILING ADDRESS, __________________ -::-:::::'.==-----=:-----
STREET CITY STATE ZIP 

911 ADDRESS IF DIFFERENT ____________ --::-c-=--:-------�==------::;;;::_---
STREET CITY STATE ZIP 

TELEPHONE (HOME) __________ __ (WORK), ___________ _

BIRTH DATE R 
NAME OF PRIMARY CARE PHYSICIAN ______________________ _

NAME & TELEPHONE OF GUARDIAN/PARENT __ -________________ _

DISCLAIMER: As a professional courtesy, we will submit your claim to your provider. This does 
not guarantee their payment for services. You accept responsibility for co-pay, deductibles, or 
uncovered procedures. If there is a hearing aid benefit on your policy, payment is required from 
the patient We will then submit the claim to your insurance company. Upon receipt of payment 
from your insurance company, we will then reimburse you for the amount that the insurance 
company covered/paid. PLEASE INITIAL: ____ _

INSURANCE IS IN WHOSE NAME ________________________ _ 

THEIR BIRTHDATE ______ THEIR EMPLOYER IS ____________ _ 

PERSON RESPONSIBLE FOR PAYMENT _____________________ _ 

PRIMARY INSURANCE __ ��=-=---------:��==--::-------:-::==-,:-:--�=------=---NAME MEMBER# ADDRESS/TELEPHONE 

SECONDARY INSURANCE_---:----:-,-=-----�====-:-:-------:-=-------------
NAME MEMBER# ADDRESS/TELEPHONE 

-- -�- - -- - �- -- --- -- - -- -

' !REASON FOR TH�S ���IJ: J�h��J< Alt Th�t !\P.P��L -�:: · ... · .. ' ' I 
□ Parent/Guardian Concern

□ PCP Concern

□ Risk Factors - Check all that Apply in Section C

□ Missed/Failed Hospital Screening

D Failed School Hearing Screening

□ Part of a Diagnostic Process
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