

[image: ]
New Patient
Personal Information:
Patient Name: _______________________________________________ Gender: __________
Date of Birth: ___________________ SSN: ___________________ Marital Status: _________
Address: ____________________________________________________________________
Primary Phone: ____________________________ Secondary Phone: ___________________
Email Address: _______________________________________________________________
Appointment Reminders (Please choose)  ☐Email     ☐Call     ☐Text
Occupation: _______________________________ Employer: __________________________
Primary Care Physician: _____________________________Phone: _____________________

Emergency Contact
Name: _______________________________________ Relationship to Patient: ____________
Address: __________________________________________Phone: ____________________

Insurance Information
Primary: ________________________ID: __________________Group: __________________
Insured(if not patient:) __________________ DOB: ______________ Employer: ____________
Secondary: ______________________ ID: __________________ Group: _________________
Insured(if not patient:) __________________ DOB: ______________ Employer: ____________

How did you hear about us?
Please choose the MOST influential source of information about our practice:
☐Physician   ☐Family Member  ☐Friend   ☐Social Media   ☐TV   ☐Mail  ☐Website   ☐Radio   ☐Insurance Plan   ☐Online (Google/Facebook)  ☐Newspaper
Other: ___________________________________ Name of Referral: ____________________

Persons with whom we may share personal health information: I hereby authorize Four States Hearing Center to release any and all medical information in the course of my (or my child’s) treatment to the primary care physician listed above. I would also like to give the following persons access to my medical records.
First/Last Name: _____________________________________________________________


Insurance Claim Filing
In order for us to file your insurance claim, the following statement must be signed: I authorize the release of any medical and/or other information necessary to process my medical claim. Further, I authorize payment of medical benefits to be made directly to Four States Hearing Center for services rendered. This authorization shall remail in effect until otherwise stated, in writing, by myself. I understand I will be financially responsible for any charges not paid by my insurance carrier.  _________
I have been given the opportunity to read or obtain a copy of the Notice of Privacy Practices. __________
E-Communications Consent: I acknowledge that I have received and read the Ensuring Complaint Communications information that has been provided to me regarding the risks of using E-Communications or communicate. I understand the risks associated with using E-Communications and consent to it’s use to communicate with my provider. __________

Printed Patient Name: __________________________________________________________
Patient/Guardian Signature: ______________________________________Date: ___________
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1617 W. 26th St, Suite B
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