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selectivehearing

DOCTORS OF AUDIOLOGY

Because it matters how well you hear.m











Lafayette-Denham Springs-Opelousas-Zachary-Crowley-Eunice-Jennings


Toll Free 877-358-6130








Last Name: ____________________________________First: ________________________________________M. ____________





Address: ____________________________________________________________________________________________________





City: _____________________________________State: ________________________________Zip Code; ___________________





Home #__________________________Work #___________________________Cell #__________________________________





Date of Birth: __________________________Social Security #________________________________Sex:  Male / Female





E-Mail Address: __________________________________________ Marital Status:  Married  Single  Widowed  Divorced





Employer/Student Status:  Full   Part Time  Retired   Not Employed Primary Care Physician_______________________





Emergency Contact: ___________________________Phone: _________________________Relationship_________________





How did you hear of our services:  Doctor: _______________________________Friend: _____________________________








   





                                                Responsible Party/Insured                          





Name: __________________________________Phone #’s_____________________________Date of Birth:__________________





Address: ___________________________________City: ______________________State: _______________Zipcode: _______





            Receipt of Notice of Privacy Practices Written Acknowledgement Form





_____________________________(patient) has received a copy of selective hearing’s Notice of Privacy Practices.





Signature of patient: __________________________________ Date: ______________________





I hereby assign, transfer, and set over to selectivehearing all of my right, titles, and interest to my medical reimbursement benefits under my insurance policy. I authorize the release of any medical information needed to determine these benefits.This authorization shall remain valid until I give written notice revoking the said authorzation. I understand that I am financially responsible for all charges whether or not they are covered in insurance. This authorization is also valid for release of medical records concerning my illness and treatment.





Signature:  _____________________________                  Date: ___________________








