PATIENT INFORMATION

Patient Name: Date of Birth:
Street Address: City: State: Zip:
Home Phone: Cell Phone:

Marital Status: 0S oM oSep oW oD Spouse/Partner’s Name:

Email:

Employer: Occupation:

Primary Physician: Phone:
Emergency Contact: Relation to Patient:
Home Phone: Cell Phone:

PLEASE READ CAREFULLY AND SIGN BELOW
| agree that | am ultimately responsible for the balance of my account for services rendered.

| give permission to this practice to release information, verbal and written, contained in my medical record and other related
information to my insurance company, healthcare providers, employers, assignees and/or beneficiaries, and all other related person.
Information without patient identifiers may be used for quality purposes.

The FDA has determined that it is in my best interest to have a medical evaluation by a licensed physician (preferably a physician who
specializes in diseases of the ear) before purchasing hearing devices. | have been advised by the practice and/or its agents about this
determination and hereby waive this requirement.

| give permission to receive newsletters or information about upcoming events, specials, and articles pertaining to services or
products in the clinic.

| have read all the information on this form and certify this information is true and correct to the best of my knowledge and hereby
give my permission to the practice to treat my concerns.
| have read, understand, and agree to the above information.

Print Name: Signature:

Date:

Two Rivers Hearing |21 Suntree Place, Melbourne, FL 32940
P:(321) 254-5300 |F: (321) 254-5301



HIPAA Acknowledgement

(Patient/Guardian) acknowledge that | have received a copy of Two

Rivers Hearing notice regarding Privacy of Personal Health Information

Patient/Guardian Signature: Date:

| agree that the practice may disclose health information to the following: (Check all that are acceptable to you)

OoO0ooooQo

Names:

Home Telephone
Work Telephone
Cell Phone

Email
Spouse
Parent

Leave message with detailed information
OR
Leave message with call back numbers only

The following person(s) are authorized to receive my health information:

Names:

The following person(s) are NOT authorized to receive my health information:

AUTHORIZATION AND RELEASE INFORMATION | hereby authorize Two Rivers Hearing to release any records including
information regarding the diagnosis/treatment to my insurance company to process my claims (if applicable), any
physicians or any person involved with my health as acknowledged by the HIPAA Notice of Privacy Practices. | authorize
payment of the benefits to the physician or supplier for services rendered. | also request the release of payment to be

made directly to Two Rivers Hearing. This information is on file as a permanent record.

Name:

Signature:

Date:

Two Rivers Hearing |21 Suntree Place, Melbourne, FL 32940
P:(321) 254-5300 |F: (321) 254-5301



Patient Intake Form

Patient Name Date of Birth

Please circle any current symptoms below:
Hearing Loss  Tinnitus (Ringing in Ears) Ear Pain Jaw Pain
Dizziness Loss of Balance Ear Discharge

Any Specific reasons for your visit?

How did you hear about us?

Please circle one:
Patient referral Doctor Referral Family Referral Friend Referral

Magazine Phone Book Internet Other:

Please feel free to share your referral’s names, we like to Thank our current Patients and Friends

An

~

Welcome to our Two Rivers Hearing and Fyzical Therapy and Balance Family! We are honored to help improve your
quality of life through health and hearing.

Signature: Date:

Two Rivers Hearing |21 Suntree Place, Melbourne, FL 32940
P:(321) 254-5300 |F: (321) 254-5301



Two Rivers
HEARING

Patient Consent & Financial Agreement

Assignment of Insurance Benefits and Release of Information

| authorize the release of any medical or other information necessary to process my claims. | also request payment of
government benefits; insurance payments be made to Two Rivers Hearing/FYZICAL and its affiliates. | authorize payment of
medical benefits to Two Rivers Hearing/FYZICAL and its affiiates. | agree to reimburse Two
Rivers Hearing/ FYZICAL for any and all funds that the insurance may send to me directly. | additionally agree to provide
the related Explanation of Benefits to Two Rivers Hearing/FYZICAL, if I'd like any adjustments to be considered.

Personal Valuables/Dependents/Visitors

It is understood and agreed that Two Rivers Hearing/FYZICAL is not responsible for loss or damage to any personal
valuables or properties. To maximize safety, if children are present, please keep them off the exercise equipment in order
to prevent injuries.

Financial Agreement

I, the undersigned, agree to be responsible for all deductibles, coinsurance and non-covered portions of services performed.
| understand that Two Rivers Hearing/FYZICAL and its affiliates bill insurance companies as a courtesy. | understand that
all co-payments, co- insurance, and deductibles are due at the time of service. | understand that benefits quoted to me
are only an estimate. | understand that it is my responsibility to know and understand my health plan. | understand that Two
Rivers Hearing/FYZICAL is not responsible for any inaccurate information they receive from my insurance. | understand
that it is my responsibility to obtain necessary referrals from my doctor prior to coming to Two Rivers Hearing/FYZICAL.
Should my account be referred to an agency or attorney for collections, | may be responsible for any and all attorney and
collection fees charged to Two Rivers Hearing/FYZICAL associated with collecting the debt. | agree to pay an insufficient
funds fee for any returned checks.

Credit Card/Debit Card Payments by signing this form | authorize FYZICAL and its affiliates to keep my credit card on
file for future payments. | will be required to sign each receipt approving the charge. You have the option to decline this
convenience and physically produce your card at every visit. If you would like to decline this option, please initial here.

Notice of Privacy Practices

Our Notice of Privacy Practices provides information about how we may use and disclose medical information about you.
As indicated in our notice, the terms of this notice may change. If we change our notice, you may request a revised copy.
By signing below, you are stating that you have reviewed the Notice of Privacy Practice and do not want a paper copy at
this time. You may request a copy of the Notice and/or ask any questions about the Notice at any time.

My signature below acknowledges the above consent and agrees to the terms in its entirety.

Patient Signature: Date:

Two Rivers Hearing |21 Suntree Place, Melbourne, FL 32940
P:(321) 254-5300 |F: (321) 254-5301
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