 Kos/Danchak Audiology and Hearing Aids


ADULT PATIENT INFORMATION





Birth Date			                                     Social Security Number					





Name															


                                  First                                         	   Middle                            	            Last


Mailing Address													


                           	    # Street                                               City                                  State                           Zip     


Occupation						  Employer							





Phone Number:  Home (       )			 Work (       )			   E-mail:			





Can you be reached or receive messages at work?			 During what hours?				





Spouse’s Name 	Birth Date 		S.S. #					





Spouse’s Occupation 	 Employer 							





Spouse’s Business Phone Number (      )			 When can he (she) be reached?			





Who referred you to this office?		 Who will be responsible for payment?			





Primary Health Insurance: 		 	 Secondary Health Insurance: 			





Family Doctor:                                        Telephone:                              Need a report to your doctor? Yes    No





NOTIFICATION OF POSSIBLE MEDICARE NON-PAYMENT FOR SERVICES





Medicare will only pay for services that it determines to be “reasonable and necessary” under Section 1862 (a)(1) of the Medicare law.  If Medicare determines that a particular service is “not reasonable and necessary”, Medicare will deny payment for that service.  Medicare regulations require that, in order to collect payment, you must be informed in advance that a service may not be covered.  Although this implies that such services are not medically necessary, it must be emphasized that these services are needed in order to render a professional judgment of audiological diagnosis.





Based on Medicare guidelines, in your case, Medicare might deny payment for the following reasons:


                   (  ) Medicare does not pay for audiological testing without a physician’s request


                   (  ) Medicare does not pay for hearing aid examinations or for hearing aids


                   (  ) Other: 


By signing this statement, YOU ARE AGREEING TO PAY FOR THE SERVICE(S) listed above.





Date	                 Signature 						





										


Medical History 


Place a check next to any of the following that you have had or currently have:


Diabetes�
Heart Disease�
Stroke�
�
High Blood Pressure�
Arthritis�
Kidney Disease�
�
Cancer�
Mumps�
Measles�
�
Meningitis�
Head Trauma�
Other:�
�
Please list any medications that you take: 										


										





Do you have dizziness, vertigo, or a loss of balance?  If so, please describe when it began, how long it lasts, what brings it on, how often it occurs, and if it is accompanied by nausea/vomiting or ringing/pressure in the ears. 																				


