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Central Maine Audiology

..we're listening.




Patient Information Form
	Last Name:
	First Name:
	M.I.:

	Gender:    M      F
	Date of Birth:
-              -   
	Age:
	Marital Status:
	Spouse name:

	Street:
	Home phone:             

	City:
	State:
	Zip:
	Cell phone:                 

	Email:
	Other phone:                    

	Occupation (prior occ. If retired):
	Employer: 

	Emergency Contact   Name:                                         Relationship:                              Phone: 

	Referring Physician:
	Primary Care Physician: 

	Parent / Guardian name(s) (if a minor):

	Responsible party name:
	Resp. party  DOB:                       SSN: 

	Primary Insurance:
	Card number:

	Policy holder name: 

	Secondary Insurance:
	Card number:


Whom may we thank for referring you to our office? (mark all that apply)
( My physician
 ( A friend or family member (please list name)________________________________
( Newspaper   (  Yellow pages  (  Internet search  (  Our website  ( Other _______________________

I authorize Central Maine Audiology to release my hearing healthcare records to (include names and addresses of physicians or other agencies where you would like a report sent):

____________________________________________________________________________________________________________________________________________________________________________________________________

Please present your insurance card(s) upon check-in.  I understand that co-payments and other payments not covered by insurance are due at the time of service.  I authorize Central Maine Audiology to release any medical or other information necessary to my insurance provider to process insurance claims.   I authorize payment of medical benefits to be made directly to Central Maine Audiology for services rendered.  Regardless of my insurance status, I understand that I am ultimately responsible for payment of professional services rendered.  
___________________________________________________

   __________________

Signature of patient or responsible party




   Date

Acknowledgement of Review of Privacy Notice

I have reviewed this office’s Notice of Privacy Practices that explains how my health information will be used and disclosed.  I understand that I am entitled to a copy of this document.

___________________________________________________

   __________________

Signature of patient or person acting on patient’s behalf


   Date

Central Maine Audiology


12 Bates St., Lewiston, ME  04240


207.782.1160    fax 207.783.4284








