[image: ]
KF Audiology, LLC



	Spouse’s Name: ______________________________________ Date of Birth:  _____________ Phone: ___________________________
Zip
State
City
City
EMAIL address: ______________________________________________________________________________________________________

I authorize direct payment of any medical benefit for services rendered to Hears To You Audiology.  I understand that it is my responsibility to contact my insurance carrier to determine if Hears To U Audiology is in my network.  I understand that it is my responsibility to know what coverage is included in my plan.  I understand that I am ultimately responsible for the balance on my account for services rendered and/or products purchased and co-payments are due at the time of service.  I also understand that I will be billed on the current balance of my account, regardless of the insurance claim status.  I understand that any balance on my account that is 90-days past due may be referred to collections.  I expressly agree that in the event my account or said balance is referred to collections, I will pay any fees associated with my past-due account, including collection or reasonable attorney’s fees and it will be added to my account balance. 
By signing below, it is stated that I have read and agree to the above Signature Authorization section.
SIGNATURE AUTHORIZATION

INSURANCE INFORMATION
Please present your health insurance and/or Medicare card/s to be photocopied.  Failure to do so could result in your claims not being filed and/or non-payment of your claims.

Please complete form and print clearly. 
DATE: ______________________________________
Zip
State
Street
Street
How did you hear of CHEARS or KF Audiology?   (Check all that apply.)
Employer: _________________________________________________        Occupation: _____________________________________
Work Phone: _____________________________________________       Other Phone: __________________________________________

Secondary Address: _______________________________________________________________________________________________
Home Phone: ____________________________________________          Cell Phone: __________________________________________

Primary Address: _________________________________________________________________________________________






Gender: _______________  ______________________

(E-mail is for KF Audiology and Patient communication only.  We will not share your e-mail address.)
* Preferred method of contact for appointment confirmation:   (circle one)           E-mail    /     Cell Phone    /    Home Phone


Status:         Single   /   Married   /   Widowed   /   Divorced   /   Partner

Name: _____________________________________________________________ Date of Birth: _________________________

Primary Care Physician: ____________________________________ Location: ___________________Phone #: ___________________

___ Online Search           ___ Drive by /  Walk-in          ___ 3Rd Party Referral Service           Physician, name: _________________________



Newspaper, Ad/Insert name: _______________________    Friend, name: ______________________      Other: _______________________

     
Name: ______________________________________________________ Relationship to Patient: _______________________________

If this authorization is signed by someone other than the patient, please complete the following:

Signature: ___________________________________________________________________ Date: _______________________________________________
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