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FINANCIAL	POLICY	

Payment	is	due	at	the	time	of	your	visit.	We	accept	cash,	local	checks,	Visa,	Master	Card	and	Discover.	Salyer	Hearing	
Center,	PLLC	does	not	file	or	participate	with	insurance.	If	you	have	a	hearing	benefit	as	a	part	of	your	insurance	plan	we	
will	be	happy	to	provide	you	with	documentation	of	the	services	you	have	received	to	assist	you	in	filing	your	claim.	In	
most	cases,	your	insurance	company	will	send	payment	of	your	benefit	directly	to	you.	Please	contact	your	insurance	
company	directly	to	determine	the	specifics	of	your	plan.	

ADVANCED	BENEFICIARY	NOTICE	

Medicare	does	not	pay	for	everything,	even	some	care	that	you	or	your	health	care	provider	have	good	reason	to	think	
you	need.	Our	Audiologists	are	participating	providers	under	Medicare	as	required;	however,	hearing	services	for	the	
purposes	of	hearing	aids	are	not	covered	services	under	Medicare.	Cerumen	removal	and	ear	cleaning	are	not	Medicare	
covered	services	when	performed	by	an	Audiologist.	These	services	which	are	non-covered	WILL	NOT	be	billed	to	
Medicare	and	the	patient	is	responsible	for	payment.		

If	you	have	any	other	questions	on	this	notice	or	Medicare	billing,	call	1-800-MEDICARE	(1-800-633-4227).	

By	signing	below,	you	acknowledge	that	you	have	received,	read	and	understand	the	Financial	Policy	and	Advanced	
Beneficiary	Notice.	

Signature	_______________________________________	 Date	________________________________	

HIPPA	ACKNOWLEDGEMENT	

I,	__________________________________,	have	been	given	the	opportunity	to	receive	the	Notice	of	Privacy	practices	
from	Mountain	Ear,	Nose	&	Throat	Associates,	P.A.	and	Salyer	Hearing	Center,	PLLC	 revised	on	September	23,2013.	 I	
consent	to	the	uses	and	disclosures	of	my	health	information	as	outlined	in	the	Notice.	

________________________________________	 	 	 _______________													
Signature	of	Patient	or	Representative	 	 	 	 	 Date									
	
________________________________________________	 	 ____________________________________	
Print	Name	 	 	 	 	 	 	 	 Relationship	to	Patient	


