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#

Patient Information Form

Last Name First MI
Date of Birth: Home. Phone # Work Phone #
Mailing Address

City State Zip Code K

Email address Spouse Name

Whom may we thank for referring you?
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Primary Care Physician Name

Primary Care Physician Phone #
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Primary Insurance Company [D#

Name of Insured Insured Date of Birth

Insured relationship to you
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Secondary Insurance Company [D#

[ will pay today by CASH CHECK MC/Visa/Discover

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
0 By checking this box and signing below, I acknowledge that I received a copy of Miller
Audiology and Hearing Aid Dispensing, PLLC’s Notice of Privacy Practices. The Notice
provides information about how we may use and disclose the medical information that we
maintain about you. We encourage you to read the full Notice. I understand that a copy of the

current Notice will be posted in the reception area, the website (if applicable) and that any
revised Notice of Privacy Practices will be made available.

I understand and agree that (regardless of my insurance status) I am ultimately responsible tor
the balance on my account for any professional services rendered. I have read all the
information on this sheet, and certify that this information is correct to the best of my knowledge.
[ will notify Miller Audiology and Hearing Aid Dispensing, PLLC of any changes in my
health status or in the above information.

Signature Date

Parent Signature (1f minor) Date




