NAME _________________________________________________________________
ADDRESS ______________________________________________________________
CITY ____________________________ STATE _____________ ZIP ______________
TELEPHONE _____________________ SS# __________________________________

AGE ___________ BIRTHDAY __________ MARITAL STATUS ________________

REFERRED BY:  ________________________________________________________

RESPONSIBLE PARTY ___________________________________________________

ADDRESS (IF DIFFERENT) _______________________________________________

TELEPHONE ________________________ RELATIONSHIP ____________________

AGE ______________ BIRTHDATE __________ SS# __________________________

EMPLOYER ____________________________________________________________

ADDRESS ______________________________________________________________

TELEPHONE _______________________ OCCUPATION _______________________

PRIMARY INSURANCE COMPANY _______________________________________

ADDRESS ______________________________________________________________

MEMBER # _________________________ GROUP # ___________________________
SECONDARY INSURANCE COMPANY ____________________________________

ADDRESS ______________________________________________________________

MEMBER # _________________________ GROUP # ___________________________

RELEASE OF AUTHORIZATION/ASSIGNMENT OF BENEFITS

I AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO PROCESS MY INSURANCE CLAIM(S).  I AUTHORIZE AND REQUEST PAYMENT OF MEDICAL BENEFITS DIRECTLY TO MY PROVIDER, ADVANTAGE HEARING CENTER.  I UNDERSTAND THAT I AM RESPONSIBLE FOR ANY AMOUNT NOT COVERED BY MY INSURANCE.  I FURTHER ACKNOWLEGE THAT I AM RESPONSBILE FOR ANY LEGAL EXPENSES INCURRED BY ADVANTAGE HARING CENTER IN TRYING TO COLLECT ANY UNPAID BALANCE.  (PHOTOCOPIES OF FORM VALID)

_________________________________________________     ____________________

                           CLIENT’S SIGNATURE



DATE
