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AUDIOMETRICS, INC.
AUDIOLOGY AND HEARING AIDS
Phoenixville, Bryn Mawr, Center City
215-546-6050

HEARING EVALUATION AND HEARING SERVICES PERMISSIONS

DATE:_____________________
NAME:________________________________                  DATE OF BIRTH:___________________________

HOME ADDRESS:___________________________________________________________________________________

BEST PHONE NUMBER:_________________________________  MOBILE    HOME
ALTERNATE PHONE NUMBER:____________________________ MOBILE    HOME

EMAIL:______________________________________________

SITUATIONS YOU MOST STRUGGLE WITH HEARING:_______________________________________________________

AUTHORIZATION OF BENEFITS:
I authorize Audiometrics, Inc. to provide services and bill my insurance.  Audiometrics, Inc. may participate with my insurance. However, I understand that all deductibles, copays and services not covered by my insurance company, are my responsibility.  Audiometrics, Inc. will file insurance claims on my behalf.

I authorize payment of medical benefits to Audiometrics, Inc. for services.

HIPAA:
I also understand that as a part of my treatment, payment or healthcare services, it may become necessary to disclose my health information to another entity and I consent to such disclosure for these permitted uses, including via fax.
You may request a copy of our Health Insurance Portability and Privacy Act statement.

.Release of Information:
Please list other parties that we may share your protected health information with:    ____________________________

_________________________________________________________________________________________________
									
Your Primary Care Physician:___________________________		 Send a report:         YES			NO
IF YOU WOULD LIKE A REPORT SENT, PLEASE PROVIDE THE ADDRESS:
PCP Address:___________________________________________________________________________________

PRIMARY INSURANCE:_______________________________
SECONDARY INURANCE:_____________________________

SIGNATURE:             
