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	Audio Hearing Center

1 Elm Square

Andover, MA 01810

(978) 475-9595



                                         PLEASE PRINT

Today’s Date: ____________
___  Name:  ____________________________________________________

How Did You Hear About Us______________________________________________________________


Date of Birth: ________________ Parent or Guardian’s Name (if applicable): _______________________

Address:  __________________________________City:__________________ State & Zip: ____________

Home Telephone:  __________________________ 
 Work Telephone:  _____________________________

Cell Telephone: _____________________________Email address:_________________________________

Occupation Or School:  ______________________ 
 Employer or Teacher:  __________________________

Family Doctor:  ____________________________
 Last Seen:  ___________________________________

Ear Doctor: __________________________
______ Last Seen:  ___________________________________

Medicare #: __________________________________     

Other Coverage or Insurance: _____________________________________________________________


Subscriber Name (if different): _______________________________________________________


Subscriber Relationship:__________________________ Date of Birth:_______________________


Company ___________________________ Subscriber or Certif.#: __________________________ 


Medex #:  ___________________________ Masshealth #:  ________________________________




Referred By: ______________________________________________

I understand that my insurance carrier may require a referral from my Primary Care Physician as authorization for treatment.  It is my responsibility to obtain this referral. If a claim is denied by my insurance carrier for failure to obtain a referral, I will be held responsible for the full balance of the claim.  This form authorizes Audio Hearing Center to invoice my insurance directly.  Signing this form provides consent for the insurance carrier to pay monies directly to Audio Hearing Center.  I understand that I am responsible for any fees that are not paid by my insurance company, including (but not limited to) deductibles, co-payments, or services not covered by my insurance.

Signed: _________________________________ Date:  _________________ Proc Code ________ Diag _______

OUR FINANCIAL POLICY     

We are committed to providing you with the best possible care, and we are pleased to discuss our professional fees with you at any time.  Your clear understanding of our financial policy is important to our professional relationship.  Please ask if you have any questions about our fees, Financial Policy, or your responsibility.  

· FULL PAYMENT is due at the time of service (unless we have contracted with your insurance carrier for your particular service.  After full payment is made, you will receive a receipt with all the necessary information for your reimbursement by your own insurance carrier).  Co-payments, deductibles and non-covered charges are due at the time of service.

· WE ACCEPT cash, personal checks, Discover, Mastercard and VISA.

· ADULT patients are responsible for full payment at the time of service.

· MINORS accompanied by an adult – the adult (parent or guardian) accompanying the minor is responsible for full payment.

· UNACCOMPANIED MINORS – the parents or guardian of the minor are responsible for the full payment to be sent with the child.

· TREATMENT may be denied if:

1. A minor (under age 18) is unaccompanied by an adult.

2. A patient with insurance does not have a valid insurance card or I.D. number.




3. A referral is not obtainable when required by the patient’s insurance.

4. A patient has been delinquent on payments and/or the account has been sent to a “Collection” Agent.                                           5. A patient has missed more than 3 previous appointments and been denied another appointment.

                                
6. A patient has not signed the Acknowledgement of receipt of notice of the privacy policy.

See other side for HIPAA guidelines.                                                                                      Revised 1/20/09

I understand that, under the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”), I have certain rights to privacy regarding my protected health information.  I understand that this information can and will be used to:

· Conduct, plan and direct my treatment and follow-up among the multiple healthcare 

      providers who may be involved in that treatment directly and indirectly.

· Obtain payment from third party payers.

  -    Conduct normal healthcare operations such as quality assessments and physician certifications.

I have been shown, if given the opportunity to read the Notice of Practices containing a more complete description of the uses and disclosures of my health information and understand I may have a copy upon request.  I understand that this organization has the right to change its Notice of Privacy Practices from time to time and that I may contact this organization at any time at the address above to obtain a current copy of the Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment, payment or health care operations.  I also understand you are not required to agree to my requested restrictions, but if you do agree then you are bound to abide by such restrictions.

Patient Name________________________________________________________

Relationship to Patient_________________________________________________

Signature___________________________________________________________

Date_______________________________________________________________

I attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy Practices acknowledgement, but was unable to do so as documented below:

Date:




Initials:


Reason:
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