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1519 Dale Mabry Highway, Suite 105, Lutz, FL  33548-3033
(813) 949-1331

PATIENT INFORMATION and RELEASE OF MEDICAL RECORDS

Last Name  



First 


MI_____ DOB ____/_____/_______ Home Phone #__________________ Cell #  



 Circle Preferred #
Street Address  




City  


 ST 
    Zip  


e-mail: _________________________________  Physician’s Name  



 
Emergency Contact  



(Relation:______________) Phone  



Primary Insurance: ________________________  Secondary Insurance 


 

Would you like us to determine hearing related insurance benefits?
     Yes       No
I will pay any balance due by: Cash  

 Check
 
 Credit Card  


Please initial below:
___ I authorize JC Audiology, Inc. to release information to my physician, to my insurance company with regard to processing my claims, and to others I so designate.

___ I authorize payment of related benefits to JC Audiology, Inc. where applicable.
___ I understand and agree that, regardless of my insurance status, I am ultimately responsible for the balance on my account for professional services rendered or products provided.  I have read all the information on this sheet and certify that this information is correct to the best of my knowledge. I will notify JC Audiology, Inc. of any changes in my health status or in the above information.
Authorization for Audiological Services:

I, ________________________________, hereby voluntarily consent to audiological services by JC Audiology, Inc. deemed advisable and necessary to determine the need and type of treatment for my hearing condition.
I acknowledge that no guarantees have been made to me as a result of treatment or examination in the office.

Patient’s Signature ______________________________________ Date  



 
Responsible Party (if other than above)



 Date 




Initial here








