
  

  

 
 
PATIENT’S NAME____________________________________________________     Account #_____________ 
 
ADDRESS_________________________________________________________________________________ 
 
CITY_____________________________________________  STATE___________  ZIP CODE_______________ 
 
Marital Status__________________Employment Status______________________  
 
DATE OF BIRTH___________________________  HOME PHONE_____________________________________ 
 
CELL PHONE_____________________________  E-MAIL ADDRESS___________________________________ 
 
PRIMARY CARE PHYSICIAN____________________________________   PHONE #_______________________ 
 
REFERRING PHYSICIAN_______________________________________   PHONE #_______________________ 
 
How did you hear about us?   Newspaper Mail Friend Radio T.V.    Internet     other___________________ 
 
Do you have hearing aid coverage on your health insurance policy?     YES          NO        NOT SURE 

 
PRIMARY INSURANCE CARRIER____________________________________   SS#________________________ 
 
INSURED’S NAME_______________________________________   DATE OF BIRTH______________________ 
 
POLICY #_____________________________________   GROUP #____________________________________ 
 
PATIENT RELATIONSHIP TO INSURED:  SELF  SPOUSE CHILD 
 
Insured’s Employment Status    _______________ Employer________________________________________ 
 
SECONDARY INSURANCE CARRIER__________________________________   SS#_______________________ 
 
INSURED’S NAME_______________________________________   DATE OF BIRTH______________________ 
 
POLICY #_____________________________________   GROUP #____________________________________ 
 
PATIENT RELATIONSHIP TO INSURED:  SELF  SPOUSE CHILD 
 

Patient 

Information 


