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     PATIENT INFORMATION SHEET

*Please refrain from using your cell phone as it interferes with testing and scheduling.  Thank you.

PERSONAL INFORMATION

Patient Name:_____________________________________________      Date of Birth: _______________________

Address:_________________________________    City:_____________________     State:______     Zip:________

Primary Phone:___________________   Alternate:___________________    Email: __________________________

Emergency Contact:__________________________   Relationship:_______________   Phone: _________________

Primary Physician:___________________________   Referring Physician:__________________________________

Employer: _________________________________   Occupation:_________________________________________

Employer’s Address:_________________________________________________          Phone: _________________

How did you hear about our office? (Please circle one):          Physician            Insurance          Internet     

Phone Directory          Patient Referral           Other: ______________________________________________

Reason for today’s visit (Please circle all that apply):   Tinnitus (ringing or head noises)    Hearing Loss

Dizziness        Hearing Aid(s)       Other: ______________________________________________

Other concerns or related history:___________________________________________________________________

INSURANCE INFORMATION

Name of person who holds the insurance (if other than the patient): ________________________________________

Date of Birth:________________     Employer:________________________________________________________    

Primary Insurance Company: ____________________________________    Policy#: _________________________

Group#:____________________ Claims Address: __________________________________________________

Secondary Insurance Company: __________________________________    Policy#: _________________________

Group#:___________________ Claims Address: __________________________________________________

   I understand that I am responsible for determining insurance coverage for this visit.  Advanced Audiology, Inc. may 
bill my insurance company as a service, however, any unpaid balance is my responsibility.  Many services, including 
but not limited to earmolds, hearing aid evaluations and hearing aids may not be covered by my insurance plan, 
and even if they are Advanced Audiology, Inc. does not bill for nor accept insurance payments for these services.  
Payment is expected at the time of the visit.  Advanced Audiology, Inc. has the right to charge me for any collection 
fees incurred.  A late fee of $25.00 will be added to any bill not paid within sixty (60) days.   Additional charges may 
also apply, including no-show charges if your appointment is not cancelled within 24 hours.

_________________________________________________ ______________________________    ________________

Patient or Responsible Party Signature Relationship to patient    Today’s date



NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED 
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.  THIS   
NOTICE APPLIES TO ALL OF THE RECORDS OF YOUR CARE GENERATED BY THE PRACTICE, WHETHER 
MADE BY THE PRACTICE OR AN ASSOCIATED FACILITY.
This notice describes our Practice’s policies, which extend to:  All employees, staff and other personnel that work for or 
with our Practice.  The Practice provides this Notice to comply with the Privacy Regulations issued by the Department 
of Health and Human Services in accordance with the Health Insurance Portability and Accountability Act of 1996 
(HIPAA).
OUR THOUGHTS ABOUT YOUR PROTECTED HEALTH INFORMATION:
We understand that your medical information is personal to you, and we are committed to protecting the information 
about you.  As our patient, we create paper and electronic medical records about your health, our care for you, and the 
services and/or items we provide to you as our patient.  We need this record to provide for your care and to comply with 
certain legal requirements.  We are required by law to:
 make sure that the protected health information about you is kept private;
 provide you with a Notice of our Privacy Practices and your legal rights with respect to protected health information 

about you; and
 follow the conditions of the Notice that is currently in effect.
HOW WE MAY USE AND DISCLOSE MEDICAL INFORMATION ABOUT YOU:
The following categories describe different ways that we use and disclose protected health information that we have and 
share with others.  Each category of uses or disclosures provides a general explanation and provides some examples of 
uses.  Not every use or disclosure in a category is either listed or actually in place.  The explanation is provided for your
general information only.
Audiology Care:  We use previously given medical information about you to provide you with current or prospective 
treatment or services.  Therefore we may, and most likely will, disclose medical information about you to doctors, 
nurses, technicians, or medical students, or other hearing professionals who are involved in taking care of you.  For ex-
ample, a doctor to whom we refer you for ongoing or further care may need your medical record.  We may also discuss 
your medical information with you to recommend possible treatment options or alternatives that may be of interest to 
you.  We also may disclose audiological information about you to people outside the Practice who may be involved in 
your auditory care after you leave the Practice; this may include family members, or other personal representatives    
authorized by you or by a legal mandate (a guardian or other person who has been named to handle your decisions, 
should you become incompetent).
Appointment and Patient Recall Reminders:  We may use and disclose medical information to contact you as a reminder 
that you have an appointment for medical care with the Practice or that you are due to receive periodic care from the 
Practice.  This contact may be by phone, in writing (postcards), e-mail, or otherwise and may involve the leaving of an e
-mail, a message on an answering machine, or otherwise which could (potentially) be received or intercepted by others.
Payment:  We may use and disclose medical information about you for services and procedures so they may be billed 
and collected from you, an insurance company, or any other third party.  For example, we may need to give your health 
care information, about treatment you received at the Practice, to obtain payment or reimbursement for the care.  We 
may also tell your health plan and/or referring physician about a treatment you are going to receive to obtain prior      
approval or to determine whether your plan will cover the treatment, to facilitate payment of a referring physician, or the 
like.
Required By Law: We will disclose medical information about you when required to do so by federal, state or local law.
To Avert a Serious Threat to Health or Safety:  We may use and disclose medical information about you when necessary 
to prevent a serious threat either to your specific health and safety or the health and safety of the public or another per-
son.  Any disclosure, however, would only be to someone able to help prevent the threat.  You have the right to access 
your records.  Our office will provide copies of these records at your request.  If you have any questions or objections to 
the above privacy practice, please address them prior to signing.

_________________________________________________________      __________________________
Patient/Legal Guardian                                             Date

______________________________________________________            _________________________
Witness Date

04/2010


