DENTON HEARING HEALTH CARE

'Pf‘im_ﬁ';)’ Care Doctor__ - I

“Referral Source

~E-Mail Address:_

Date:

Patient N a_rﬁ C

'-Date. DfBirt:h: __ | | I et A'gﬂé | '_ _ Male: Female:
Social Security #.___  Mamed: | Single:
Address = ) . B il e Clty b State:, i ZID
Home Phc: ;S | WDrk Pho # g ' T Cell Pho #

'Please descnbe the type o‘f "__mblem ';-f-’.ou are expef |enc|ng

Do you have a hearmg aid at this tlme? ' Brand:
DO You HA\AE APACEMAKER'-’ Yes . i - i

Persan respanmb!e for.account: lf dlﬁerent than above.

=
I '

LASTNAME . FIRST NAME & MIDDLE INITIAL
Date of Birth: | Social Security #:
Employed by:. il - | Bus;ing_'ss Phone: |
Insurance Co.;____ e e
Gmup# T il YT iy _ Su‘bSCribﬂr.#;- ——
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-
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Pleﬂse. I‘EEId The ffﬁl Iﬂwmg

I understand and agree that regardiess of my: insurance, l am ultlmately respanmble fer the balance of
my account ﬁ:arany professional services rendered

By signingbelow, l:also authorize release of- my medical records for insurance purpﬂses only. ‘No other
_-mfc}rrnatlen w:ll be released without my wrltten censent

Date:

Signature:
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