1)   PATIENTS INFORMATION:            Welcome to our office!                     Please Print Information
Name:  __________________________________________________________________________________

                     Last                                           First                                    MI

Home Phone:  (     )__________-____________   
Cell:  (    ) ____________-__________________________
Address:  _________________________________________________________________________________
City:  ___________________________  State:  ___________  Zip:  __________________________________
Social Security #  ________-_____-_________  Birthdate  _____________  Age _______     Male or Female













(circle one)
Employer  _________________________________  
Business Phone (    )  __________-_____________

Occupation  ________________________________   
circle one:    Single   Married   Partnered   Widowed

Family Physician  ___________________________    
Phone Number  (     ) __________- _________

Referred By  _______________________________    
Phone Number  (     ) __________- _________

******************************************************************************************2)    Guarantor or Parents information: Primary Insurance    PLEASE PROVIDE INSURANCE CARD
Name:  _________________________________________   Relationship to Patient ______________________

Social Security #  ____-_____-____    

Birthdate  _______________  

Address  ___________________________________________  City  ___________  State  ____  Zip ________

Home Phone  (     ) ______-_______      Work Phone  (   )  _____-_______    Cell Phone  (   ) _____-_________       
Employer  _________________________________ 
Occupation  _______________________________ 
 
Insurance: ___________________________  ID # _____________________  Grp #  _____________________

3)   Guarantor or Parents information: Secondary Insurance   PLEASE PROVIDE INSURANCE CARD
Name:  _________________________________________   Relationship to Patient ______________________

Social Security #  ____-_____-____    

Birthdate  _______________  

Address  ___________________________________________  City  ___________  State  ____  Zip _______

Home Phone  (     ) ______-_______      Work Phone  (   )  _____-_______    Cell Phone  (   ) _____-________       

Employer  _________________________________ 
Occupation  _______________________________ 
 

Insurance: ___________________________  ID # _____________________  Grp # _____________________

*****************************************************************************************

4)   Name of any other family members that have been seen here:  _______________________________________

5)   Person to contact in case of emergency:    

Name:  ______________________________________   Relationship: ______________  Phone  ____________

******************************************************************************************

***WE MUST MAKE A COPY OF YOUR INSURANCE CARDS IF WE ARE FILING ON YOUR BEHALF***
FINANCIAL/INSURANCE INFORMATION:  Please read carefully
Medicare Patients:  We are a participating Medicare provider.  Participating providers agree to accept the amount                        allowed by Medicare however, Medicare pays only 80% of the allowed amount after the $150 calendar year Medicare deductible has been met.  You are responsible for the deductible and the remaining 20%.


Commercial Insurance Patients:  We have contracts with many insurance plans.  While we are happy to provide this service, it is impossible for us to know the individual provisions of each patient’s plan.  It is your responsibility to know and understand your plan’s provisions.  Occasionally the doctors provide services beyond the scope of the office visit.  These are most commonly a nasal endoscopy, fiberoptic laryngoscopy.  Some insurances classify these procedures as surgical and a separate deductible will apply and the patient will be responsible for these balances.  If you do not have your insurance cards with you at the time, your account will be marked as private pay until insurance is provided.  If your insurance requires a referral/authorization, you must call your primary care physician to obtain one.  We will file a claim with your insurance company on your behalf, but you are responsible for the total bill in the event your insurance does not pay.
I have read and understand the above office policy.  I authorize the release of any medical information necessary to process my claims.  I hereby assign insurance benefits relating to the treatment I received from Drs. Thomas, Lundeberg, Shiley, Hargunani and Beverly Schnabel Au.D

_________________________________________________________________________________________________
Signature of Patient or Legal Guardian                                                                                 Date
