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HIPAA RECEIPT AND ACKNOWLEDGEMENT

Indiana Ear Notice of Privacy Practices (HIPAA) has been offered to me. I understand I have the right to review the Notice of Privacy Practices (HIPAA) prior to signing this document and by signing this document, acknowledge only that I have been offered the Notice of Privacy Practices (HIPAA) or have declined the offer.

Indiana Ear reserves the right to change the privacy practices that are described in the Notice of Privacy Practices.

I may obtain a revised notice of privacy practices by calling the office and requesting a revised copy be sent in the mail or asking for one at the time of my next appointment.
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c Check here if you don’t want a copy of the HIPAA Notice
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OR

c Check here if you want a copy of the HIPAA Notice

______________________________________ Signature of Patient



________________________________ Signature of Personal Representative

____________________

Patients Date of Birth



________________________________

Description of Personal Reps. Authority

____________________

Date
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I authorize the following person(s) minimal access (does not include copies of medical records) to my protected health information (PHI):

	Name
	Date of Birth
	Home Phone Number

	_________________________________
	____________ __
	____________________

	_________________________________
	____________ __
	____________________

	_________________________________
	____________ __
	____________________

	_________________________________
	____________ __
	____________________


Patient’s signature: ___________________________________________________

For authorization to release limited PHI to the above listed individuals:

· I authorize communications between me and Indiana Ear by e-mail or text messaging.
(I understand that communications by e-mail or text may not be a secured means of communications)

· I do not want communications via e-mail or text messages.
If no choice is made above on receiving e-mail or text messages, we will not communicate with you by either means.
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Consent to Treat/Patient Financial Responsibility

CONSENT FOR CARE AND TREATMENT

I, the undersigned do hereby agree and give my consent for Indiana Ear to provide to the undersigned patient: audiology, medical services, and minor office procedures including but not limited to cerumen removal, paper patch placement, tube removal, and removal of a foreign body. This service is considered medically necessary and proper in the diagnosing or treatment of my audiology or other condition. I understand that my medication history will be downloaded from the Pharmacy Benefit Manager to aid in proper treatment plans and to optimize your care.

FINANACIAL POLICY STATEMENT

We bill your health insurance company as a courtesy to you. You are responsible for any co-pay or deductible at the time of service. We require that payment of your estimated share be made at the time of your appointment. In the event your insurance company requests a refund of payment or denies coverage for your service, you will be responsible for the balance due. Denials based on “Usual and Customary” will be your responsibility pursuant to any managed care contract in place. If payment is made to you for services provided by Indiana Ear, you are obligated to promptly pay for those services.

Pre-certification is not a guarantee of payment of benefits. Any questions regarding your insurance coverage needs to be directed to your insurance carrier. You will be responsible for all fees incurred for collections of monies owed including collection agency fees and/or court costs.

NO SHOW FEES. An appointment that is cancelled within 24 hours of the appointment or the patient does not come to the appointment, there will be a $50 no show fee assessed. The space that is schedule is reserved for you. When it is cancelled upon short notice, we are unable to fill the appointment time. This fee is not covered by insurance and will be the responsibility of the patient. If a surgery is cancelled within a week of the surgery date, a $150 no show fee will be assessed. The nurse and schedulers work diligently to get precertification completed, pre-operative clearances, and coordinate with the surgical facility, along with other paperwork needed to be completed in advance of the surgery date. When a surgery is cancelled 5 business days prior or less of the surgery, we are unable to fill the surgical slot. Please be courteous and plan your time in advance. THIS FEE IS NOT COVERED BY INSURANCE AND IS THE PATIENT’S RESPONSIBILITY. Furthermore, if there are 3 consistent no shows, you will be given a 30 day notice of discharge from the practice.

FMLA AND DISABILITY PAPERWORK

The expenses associated with the completion of disability and FMLA paperwork are not covered by your insurance company. Charges apply for ALL disability and FMLA paperwork completed by our office. It is the patient’s responsibility to provide our office with the paperwork that must be completed, due dates, and accurate fax numbers and/or mailing addresses for the paperwork destination. Our standard charge is $30.00 per set of paperwork completed.

BENEFIT ASSIGNMENT/RELEASE OF INFORMATION

I hereby authorize release to my insurance company of all information necessary for the payment of benefits. I hereby assign payment of benefits by my insurance company or Medicare to Indiana Ear.

Patient Printed Name______________________________________________DOB____________Date___________

Patient/Representative Signature____________________________________________________________________

Relationship to the Patient_________________________________________________________________________

Demographic Information
                                                                            Today’s Date ____________
First Name:_________________________ MI: _____ Last Name:__________________________ Sex: M__ F___

DOB: _______/________/_________ SSN:_______-______-________ Marital Status: _______________________

Guardian name (if patient is a minor) ________________________________________  DOB: _________________

Address:________________________________________ City,State, Zip code: ____________________________
Cell Phone: ______________________  Home Phone:__________________ Work Phone:____________________
	Email Address______________________________________  Employer: ___________________________________

	
	
	
	_________
	


Patient Primary Care Physician:___________________________________________________________________
Insurance Information
Primary Insurance :__________________________ID# __________________________ Group # _____________
If policy is affiliated with employment, name of employer: ____________________________________________

Policy Holder Name (if different than patient): ___________________________Ph#:_______________________
DOB: ___________ Relationship to patient: ______________ SSN: __________- _________ - __________

Secondary Insurance:________________________ ID #______________________Group #__________________
If policy is affiliated with employment, name of employer: ____________________________________________
Policy Holder Name (if different than patient): ___________________________ Ph #:_______________________
DOB: _____________ Relationship to patient: _________________  SSN: __________- _________- __________
Current Medications and Allergies

Patient Name________________________        DOB_________                       Date__________

List all CURRENT medications
Medication
Dosage
How Often
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

List all allergies to medication 
    Medication
Reaction/severity
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
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Patient Health History Form Date / /

Our concern is your hearing. To better help you, we ask that you fill out this questionnaire to describe how
your hearing affects you. This information is kept confidential and is made a part of your permanent file.
Thank you for placing your trust in us for all your hearing needs. Please complete and return to the front
desk.

Patient Name Date of Birth /. /.

First Last mi MM DD Yyvy
MEDICAL/AUDIOLOGICAL HISTORY

Will this be the first time you’ve had a hearing test? O ves Ono
If no, what year were you last tested?
Have you ever had ear surgery? Dves Ono
Do you experience noises or ringing in your ears? DOves Do
Did you have chronic ear infections as a child or adult? Oves Ono
Do you have a family history of hearing loss? Dyes Ono
Do you have a history of noise exposure? Oves Ono
Have you had any trauma to the head? DYES gnNo
Any recent pain or drainage from the ear canals? Dygs Owno
Do you experience dizziness? DOves Ono
Do you have sinus or allergy problems? Dyes OnNo
Does a hearing problem cause you difficulty when visiting friends, relatives or neighbors? CIYES OnNo
Does a hearing problem cause you to attend social events less often than you would like? EIYES Ono
Does a hearing problem cause you difficulty when listening to TV or radio? Oves anNo
Does a hearing problem cause you difficulty when in a restaurant with relatives or friends? Oves Ono

Which ear is your better hearing ear? OLeft ORight CEqual
Which ear do you use with the telephone? ClLeft CIRight

What do you believe caused your hearing problem?

Do you wear hearing devices?

If yes, do you have any problems with your hearing devices?

If applicable, in which ear(s) do you wear your hearing devices? OLeft ORight OBoth
What year did you buy your hearing devices? Approx. how many hours a day do you wear them?
Why have you decided to have your hearing tested at this time?

O 1 feel my hearing is poor and may need to be aided.

O Family/friends have suggested | have my hearing checked.

@ INDIANA

9604 Coldwater Road, Suite 103, Fort Wayne, Indiana 46825
Phone: 260-489-2693
Fax: 260-755-6235
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Out-Of-Network Agreement

I understand that Indiana Ear is out-of-network with all Humana Insurances. I understand I am financially responsible for my services at Indiana Ear.

Please initial your payment choice.

______I will be paying out-of-pocket for my services. I understand the service claim will not

be filed with insurance.

______I have obtained an out-of-network authorization from my Primary Care Physician.

However, whatever insurance does not pay, I understand I am responsible for the remaining balance.

______I would like Indiana Ear to file with my insurance with full knowledge Indiana Ear is out-of-network and

may not pay. I understand I do not have an out-of-network authorization from my Primary Care Physician. I agree to pay the full cost of the visit, if insurance denies the claim or does not pay.

Patient Printed Name:___________________________________DOB:____________________

Patient/Guardian Signature:______________________________Date:____________________

Relationship to the Patient:_______________________________________________________

