 FRANCIS AUDIOLOGY ASSOCIATES                                         DATE__________________________
                          (PLEASE PRINT)
_________________________________________________________________________________________________________
              LAST                                        MI                                    FIRST
_________________________________________________________________________________________________________
       STREET  ADDRESS                                                           CITY                       STATE                                        ZIP

Home Phone: ______________________ Work: _____________________ Cellphone: _________________
Social Security:  _____________________________   Birthdate: ____________________________
Age________     Marital Status ______________________          Sex:    ____M      ____F

Employed:    ______ Full Time    ______ Part-time    _______ Retired        ______Student
Employer’s Name: _____________________________ School Name ____________________________
Employer’s Address: _________________________________________________________________
Employer’s Phone: ___________________________________

Is Condition Accident Related: _______YES ________ NO         Date: ________________________
Is Condition Employment Related:  _____YES _______NO        Date: ________________________
Is Condition Due to Auto Accident:   _____YES ______NO       Date: __________________________
Brief Description of Accident: _____________________________________________________________
_______________________________________________________________________________________

Any Allergies?  ______YES     _____NO   (Please List) ________________________________________
Primary Care Physician: ____________________________________Phone: _______________________
Name of Physician Who Referred You To Our Practice: _______________________________________
Name of Practice and Address: _____________________________________________________________
Referral’s Phone: _________________________________________________________
Personal Emergency Contact: 

Name:______________________________________      Phone:_________________________________
Name / Relationship Of Person(s) With Whom We May Discuss Your Medical Information:

1.______________________________________________________________________________________

2.______________________________________________________________________________________
PARENT/GUARDIAN IF PATIENT IS UNDER 18 YEARS OLD

Father _____ Mother ______ Other _________________________________________ (Please Specify)
Name:  _______________________________________  Social Security: ________________________
                FIRST                      MI                LAST

Address: ______________________________________________________________________________
                             STREET                                                            CITY                             STATE                       ZIP
Birthdate: _______________________                               Sex:    _____M     _____F 

Marital Status:  _______Married ______ Single ______ Divorced ______Widowed
Home Phone: ____________________ Work: ______________________ Cellphone: _________________
Employer’s or School Name: ______________________________________________________________
PLEASE CONTINUE ON THE NEXT PAGE
INSURANCE INFORMATION
PLEASE COMPLETE THE FOLLOWING:

PRIMARY INSURANCE
Insurance Co. _______________________________________ Member ID #: __________________________
Employer ID or Group # ____________________________ Effective Date: _________________________
Insurance Co. Address: ____________________________________________________________________
Insurance Co Phone: ____________________________________________________________
Name of Policy Holder:_____________________________________________________________
Relationship to Patient:       _____Self      _____ Spouse          _____Parent
Policy Holder’s Phone: __________________________ Cellphone: _____________________________
Date of Birth _____________________   Sex:  ______ M          ______F
Insured’s Social Security: _________________________________________________________
Employer’s Name: _______________________ Employer’s Phone: _______________________
Employer’s Address: _____________________________________________________________________
SECONDARY INSURANCE
Insurance Co.: ____________________________________Member ID #:___________________________
Employer ID or Group# ____________________________Effective Date: __________________________
Insurance Co. Address: ____________________________________________________________________

Insurance Co Phone: ____________________________________________________________

Name of Policy Holder:_____________________________________________________________

Relationship to Patient:       _____Self      _____ Spouse          _____Parent

Policy Holder’s Phone: __________________________ Cellphone: _____________________________

Date of Birth _____________________   Sex:  ______ M          ______F

Insured’s Social Security: _________________________________________________________

Employer’s Name: _______________________ Employer’s Phone: _______________________

Employer’s Address: _____________________________________________________________________
“I request that payment of authorized insurance benefits be made either to me or on my behalf to the

  name of provider service.”

“I request that payment of authorized Medicare, Medigap and other insurance benefits be made 

either to me or on my behalf to the name of provider of service and (or) supplier for any services

furnished to me by that provider of service and or supplier.  I authorize any holder of medical 

information about me to release to the Centers for Medicare and Medicaid Services and its agents 

any information needed to determine these benefits or the benefits payable for related service.”

SIGNATURE ______________________________________  DATE_____________________________
PAYMENT IS DUE WHEN SERVICE IS RENDERED.

_____     Please check here if we have your permission to leave a message on your answering 

      machine or voice mail.
