Welcome to Gardner Audiology

Patient Information

Patient Name: ________________________________________________________        Sex:   Male     Female     


       Last



First


         M

Address: __________________________________________________________________________________

_________________________________________________________________________________________

         City





       State



               Zip Code
Seasonal Address: __________________________________________________________________________

__________________________________________________________________________________________
        City




                     State




Zip Code

Email Address: ____________________________________________________________________________

Home Phone: ________________________________     Cell Phone: _________________________________
Work Phone: ________________________________
Date of Birth: _______________________________          Social Security#_____________________________

Martial Status:    Single    Married    Widow(er)    Divorced      Other       Spouse Name____________________________
Whom may we thank for referring you? ________________________________________________________
Insurance Information

Primary Insurance

Name of Company __________________________________________________________________________

Secondary Insurance

Name of Company __________________________________________________________________________

I authorize the release of any information by Gardner Audiology to determine insurance benefits and assignment of benefits for payment of services provided to me.  I request that my insurance carrier make payments to Gardner Audiology.  I understand that not all office services and cost of an aid are covered by my insurance and that any unpaid balance not covered by my policy will be payable by me.  I hereby agree to the terms of payment as discussed at time of ordering my aid and in accordance with Gardner Audiology insurance policy.
Patient’s Signature __________________________________________________Date ____________________

Permission for Treatment
I hereby voluntarily consent to audiological care and audiological diagnostics by Gardner Audiology deemed advisable and necessary in the diagnosis and treatment of my hearing condition.

I acknowledge that no guarantees have been made to me as a result of treatment or examination in the office.

 Patient’s Signature _________________________________________________Date ____________________
Patient Authorization Record

I authorize that my personal information, hearing healthcare treatment and financial information may be assessed by and disclosed to the individuals listed. (Doctor, family member, caregiver, friend)
Name







Relation

_____________________________________________           _______________________________________
_____________________________________________           _______________________________________
_____________________________________________           _______________________________________
_____________________________________________           _______________________________________
_____________________________________________           _______________________________________
Receipt of Notice of Privacy Policy
I have received a copy of Gardner Audiology’s Privacy Policies and understand its contents.
Patient’s Signature _________________________________________________Date ____________________

