HEAR VIRGINIA—INITIAL  PATIENT  INFORMATION  FORM
TODAY’S DATE:_________________                                   ___Dr.   ___Mr.     ___Mrs.    ___ Miss   ___ Ms.  

NAME:_____________________________________________________          DOB:___________________

                 (FIRST  NAME)                 (MIDDLE INITIAL)                ( LAST  NAME)
ADDRESS: ______________________________________  CITY/STATE/ZIP: ________________________  
HOME PHONE:______________     WORK PHONE: _______________   CELL NUMBER: ______________
EMAIL ADDRESS:________________________  EMPLOYER NAME:_______________________________  
INSURANCE:______________________________ INSURANCE ID NUMBER:________________________
NAME OF INSURED IF NOT PATIENT:______________________________ DOB OF INSURED:_________

RESPONSIBLE PERSON:  __PATIENT     NAME IF NOT PATIENT _________________________________
GP (PERSONAL MD) NAME/ADDRESS: ______________________________________________________
REFERRED BY:  _______________________   (CIRCLE)  DOCTOR   FRIEND  TV AD  OTHER: ___________

EMERGENCY CONTACT:_______________________________  RELATIONSHIP:____________________        
EMERGENCY CONTACT PHONE:_____________________

MAY WE SEND YOUR TEST RESULTS/TREATMENT SUMMARY TO YOUR DOCTOR?   ___YES   ___NO

In general, the HIPAA Privacy Rules gives individuals the right to request a restriction on uses and disclosures of protected health information (PHI), such as the information listed above.  You also have the right to request that confidential communications or that a communication of PHI shall be made by alternative means, such as sending correspondence to your office instead of your home.  
I wish to be contacted in the following manner (please check all that apply):
____  Telephone Messages at Home 


____  Telephone Messages at Work

       ___OK to leave message with detailed information
       ___ OK to leave message with detailed info

       ___Leave message with call back number only 
                   ___ Leave Message with call back number only

____  Written Communication
       ___  OK to mail to my home address   ___  OK to email me ___  OK to fax to: ________________    
Date:___________       

Hear Virginia Financial Policy:  Payment for services is expected at the time of service.  Hear Virginia audiologists and staff  are happy to file claims with your personal insurance at no charge so that you may secure any reimbursement which your health insurance program may provide.   Extended financing on purchase of hearing instruments and hearing technology is available through application to financing options such as Care Credit for patients with approved credit.  
I, ______________________ (patient name) have reviewed the Hear Virginia Financial Policy (above) and I have received a copy or have had the opportunity to review Hear Virginia’s Notice of Privacy Practices.  Specifically,

___I authorize Hear Virginia to use my protected health information (name, DOB, address, insurance ID, procedures conducted and diagnosis) for billing , to complete insurance claims submitted via electronically to my insurance carrier.  

___I authorize Hear Virginia to release my personal health information (name, age, hearing test results) to manufacturers  as required to order and build any hearing instruments that may be recommended.  my audiologist deems necessary to provide hearing health care to me.  
___I authorize Hear Virginia to use my protected information (name, address) for educational internal marketing (sending me quarterly newsletters, hearing updates).  At NO time will Hear Virginia sell or release said information to any external party.  
.  









        ________________________________ 

                                                                                                                                       Patient  Signature
For Office Use Only:

__PATIENT ID/ADDRESS  VERIFIED BY PICTURE ID(type ID):________________ Date_____Staff Intl:___
