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Patient Information
Date: ________________
First Name: _________________________       MI:____     Last Name: ____________________________
Preferred Name: _______________      Sex: Male  Female      Age: ____         Birth Date: ______________
Social Security #: ____________________  
Mailing Address: _______________________________________________________________________ 
City: ____________________________________State: _____________     Zip Code: ________________ 
Primary Phone #: ______________________           Secondary Phone #: ___________________________
Email Address: ______________________________________
Marital Status:  ( ) Married ( ) Single ( ) Partner ( ) Widowed ( ) Divorced ( ) Legally Separated 
Emergency Contact: _________________________________    Phone #: __________________________ 
Relationship to Patient: ____________________________________ 
Primary Care Physician: ____________________________________
Do you have any insurance other than Medicare? (please circle) Y   N
If “Yes” please list your insurance carrier: ___________________________________________________
How did you hear about us? ______________________________________________________________ 
Authorization for service, guarantee of payment, assignment of insurance benefits
1. I give permission to Watson Hearing Services, LLC. to release information, verbal and/or written, contained in my medical record and other related information to my insurance company, rehabilitation nurse, case manager, attorney, employer, related healthcare providers, assignees and/or beneficiaries and all other related persons. Information without patient identifiers may be used for quality purposes. 
2. I acknowledge that I have received and reviewed this office’s Notice of Privacy Practices (HIPAA) that outlines how patient confidential information will be used, disclosed and protected and what my rights are concerning the information in my health record. 
3. I consent to the use and disclosure of my health information for treatment, payment and healthcare options. 
4. I have read all the information on this page and have completed the above answers, certify this information is true and correct to the best of my knowledge and hereby give Watson Hearing Services, LLC. permission to treat my concerns. 
Patient/Parent or Guardian Signature: _________________________________________________ 
image1.jpg
( Watson Hearing Services, LLC




