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Welcome to Aspire Hearing and Balance!

Dear Patient,

Hello and welcome to our practice!

Our goal is to provide the highest quality of care to all our patients in a timely and respectful manner. For your first visit,
please plan to arrive 15 minutes prior to your appointment. Your hearing evaluation appointment will last between 30-

60 minutes with additional time as needed to discuss educational material and treatment options if needed.

If any forms accompany this letter, please fill them out and bring them with you to your appointment.
Also bring your Photo ID, Insurance Card and List of Medications.

We recommend that you bring a spouse or family member to your initial visit for support and as a familiar voice.

Please contact our office at 863-646-3277 should you have any questions. Should you need to reschedule your
examination, kindly provide 48 hours notice.

Thank you for choosing Aspire Hearing and Balance for your hearing health care needs.
Sincerely,

The Aspire Hearing and Balance Team
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NEW PATIENT INFORMATION
OMR. OMRS. OMS. OmMIsS CODR. TODAY’S DATE:
PATIENT NAME: PREFERRED NAME:
BIRTHDATE: AGE: GENDER (CIRCLE): MALE FEMALE
ADDRESS:
CITY STATE ZIP CODE
HOME PHONE: CELL PHONE:
EMAIL:

PREFERRED METHOD(S) OF CONTACT (CHECK ALL THAT APPLY): O HOME DO CELL DOEMAIL  OMAIL

O Check here if you do not want us to leave messages on your answering machine or with a family member.
O Check here if you do not want us to leave a message on your mobile voicemail.

PRIMARY LANGUAGE: SECONDARY LANGUAGE:

RACE: [ AMERICAN INDIAN O ASIAN O AFRICAN AMERICAN O PACIFIC ISLANDER O CAUCASIAN

EMPLOYED: O NO O YES (EMPLOYER):

STATUS: O MARRIED  OSINGLE O WIDOWED [ODIVORCED [ SEPARATED  [OCHILD O PARTNER

SPOUSE/SIGNIFICANT OTHER’S NAME:

EMERGENCY CONTACT PERSON (OTHER THAN PATIENT): 0 SPOUSE [ RELATIVE [ FRIEND O GUARDIAN

NAME: PHONE:

PRIMARY CARE PHYSICIAN:

REFERRING PHYSICIAN:

INSURANCE INFORMATION:

PRIMARY INSURANCE:

SECONDARY INSURANCE:

HOW DID YOU HEAR ABOUT OUR OFFICE?

Patient Signature:
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POLICIES AND PROCEDURES
Welcome to our office. Please read the following information regarding our Policies and Procedures. Thank you!

INSURANCE RELATED INFORMATION:

Aspire Hearing and Balance LLC is a participating provider with many insurance carriers in the area. We can assist you in
determining whether we are a participating provider for your insurance plan.

Insurance coverage is an agreement between YOU and your insurance carrier. We, as healthcare providers, just execute
that agreement for you. Thus, it is your responsibility to determine whether you have out of network benefits (if we are not
a provider for your insurance plan), if you require prior authorization or a referral prior to services being provided or if
audiology services and/or hearing aids are covered through your plan. It is important to gather this information prior to
your appointment with us. Aspire Hearing and Balance LLC cannot submit a claim to any insurance carrier if we do not
have all required orders, referrals, or prior authorizations on file. They cannot be obtained after the service is provided.

Insurance carriers do not cover, in full, all goods and services. While we will verify coverage specifics with your insurance
carrier as needed, please understand that these are NOT a guarantee of coverage or payment. There may be situations
where your insurance carrier does not cover the specific good or service you are requesting.

ASSIGNMENT OF INSURANCE BENEFITS:

| authorize my insurance company to pay and hereby assign directly to Aspire Hearing and Balance LLC all benefits, if
any, otherwise payable to me for services as described on the attached forms.

| further expressly agree and acknowledge that my signature on this document authorizes my audiologist to submit claims
for benefits, for services rendered or for services to be rendered, without obtaining my signature on each and every claim
to be submitted for myself and/or dependents, that | will be bound by this signature as though the undersigned has
personally signed the particular claim. | understand that | am financially responsible for all charged incurred. | further
acknowledge that any insurance benefits, when received by and paid to Aspire Hearing and Balance LLC, will be credited
to my account in accordance with the above said agreement.

PERMISSION FOR TREATMENT:

Permission is hereby granted for audiologists, audiologists in training, or employees of Aspire Hearing and Balance LLC
to render such medical treatment as is deemed necessary.

AUTHORIZATION FOR THE USE OR DISCLOSURE OF HEALTH INFORMATION FOR TREATMENT OR PAYMENT

As part of your healthcare, this practice originates and maintains electronic records describing your health history,
symptoms, examinations, test results, diagnoses, and treatment, any plans for future care or treatment and payment for
services or treatment we provided. We use this information to:

e Plan your care and treatment
¢ Communicate with other health professionals and entities who contribute to your healthcare
e  Submit your diagnosis and treatment information for payment for the services or treatment provided to you

“Only as permitted or required by federal or state law”, we may use your protected healthcare information to do the
following:

e To disclose, as may be necessary, your health information (including HIV+/AIDS status, drug/alcohol abuse notes
and qualified mental health notes) to other healthcare providers and healthcare entities (such as referrals to or
consultation with, other healthcare professionals, laboratories, hospitals, etc.) or to others as may be required by
law or court order concerning your treatment, payment, an/or healthcare.

e To request from other healthcare entities and/or healthcare providers (i.e. doctors, dentists, hospitals, labs,
imaging centers, etc.) specific healthcare information we may need for planning your care and treatment.
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e To submit necessary information to your insurance company(s) for coverage verification as well as the diagnosis
and treatment information to your insurance company(s) other agencies and/or individual(s) for payment of our
services or treatment we provided to you.

e To leave appointment reminders or other minimum necessary information related to your healthcare or healthcare
payments on your answering machine, your mobile voicemail, or with a household family member.

e To discuss your health or payment information (only the minimum necessary in our judgment) with family
members or other persons who are or may be involved with your healthcare treatment or payments.

e You may request a copy of, or as a new patient, will be given a copy of our “Notice of Patient Privacy Practices”
that provides a more complete description of health information uses and disclosures as required by the HIPAA
standard.

e You have read or have had the right to read the “Notice of Patient Privacy Practices” prior to signing this
authorization.

POLICY ON RESPONSIBILITY FOR PATIENT FEES:

To communicate effectively, we have created this policy to help the undersigned understand the responsibilities for
payment of our fees. If at any time you as the responsible party have questions or problems with our fees or payment
process, please don’t hesitate to contact our office at 863-646-3277.

We require all charges be paid promptly as we present them. In some cases, our fees may be adjusted, based on whether
we participate in or accept insurance or government program payments, allowances, or limitations. But, if we present a
charge, it means that we have taken any such adjustment into account and that the amount remaining must be promptly
paid at that time. If you are to be reimbursed directly by a program for the cost of your care, you must still pay our charges
promptly, whether or not you have received that reimbursement.

If you do not agree with patient responsibility amounts or reimbursement amounts set by the insurance company or
government program, that matter is between the responsible part and that program. We are happy to provide factual
information about the patient’s care and billing to assist in appeals with such entities, but we still require the charges be
paid promptly, even if the issue with any reimbursement program has not been resolved.

Payment for our services is due at the time that those services are provided, and we expect that all charges we present at
a visit will be paid at the time of visit. This includes, among other things, copay amounts, program deductibles, earlier
charges that remain unpaid, and charges for services that we believe are not covered by, or are left over as patient-
responsible party’s duty to pay after coverage by insurance or government programs. We may also present charges by
written statement via the mail, e-mail if authorized by the patient, or through our Patient Portal following a visit. If we do
this, we expect that each charge will be paid in fill by return mail or through the Patient Portal online bill payment system
the first time it is presented.

We or our agents may send statements and reminders of charges made and amounts that we believe must be paid, or
may call the undersigned about the same. By accepting our services, the undersigned is consenting to receive these
communications.

In consideration or the services rendered to the patient, the undersigned agrees to accept full financial responsibility for
the patient’s account in accordance with the regular rates and terms of the facility. Should the account be referred for
collection procedures, the undersigned shall pay responsible attorney’s fees and collection expenses. At present, that fee
is a minimum of 30% of charges collected and is payable before the patient is seen in the office of Aspire Hearing and
Balance LLC at next visit. We also reserve the right to discontinue care or service to patients who have not met their
financial obligations to us.

Cancellation Policy, “No Show” Fees, and Late Arrival Policy

We require that you give our office at least 48 business hour notice if you need to cancel or reschedule an office or
diagnostic testing appointment. Business hours are Monday through Friday from 8:30am to 4:00pm. There will be a
$35.00 fee for any missed appointments or late cancellations with less than 24 hours notice. If you cancel or reschedule
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your appointment more than two times, we will be forced to take credit card information to keep on file and charge a $75
cancellation fee if the next visit (3) is cancelled or rescheduled.

We understand that sometimes you may be running late to your appointment. Unfortunately, we have patients scheduled
throughout the day and may not be able to see you if you arrive more than 15 minutes after your scheduled appointment.
We will try to accommodate you if time allows. Otherwise, we will need for you to come back later in the day or
reschedule for another day and time.

Other Fees:

After receiving your signed authorization, we will send medical records at your request to the physician of your choice free
of charge. All other requests for release of confidential information have the following charges:

$1.00 per page — up to 25 pages
$.25 cents per page — 26 pages or more

The following fees apply for the documents below if the request is not made during an office visit:
Audiologist statement or letter - $25.00-$250.00 depending on time and records review
Payments

Aspire Hearing and Balance LLC accepts payment in the form of cash, checks, Visa, Mastercard, Discover, and American
Express. We also offer a third-party credit program through Allegro Credit or CareCredit. There will be a $30 fee for all
bounced or returned checks.
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SIGNATURE FORM
The undersigned has read and agrees to the information stated above:

e Notice of Privacy Practices for Protected Health Information

e Assignment of Insurance Benefits

e Permission for Treatment

e Authorization for the Use or Disclosure of Health Information for Treatment or Payment
o Policy on Responsibility for Patient Fees

Signature (Required): Date Signed:

If you choose, please list by name and relationship the persons with whom we may share your healthcare or
payment information:

Name: Relationship:

Name: Relationship:

DISCLAIMERS: Please initial next to each disclaimer.

As a professional courtesy, we will submit your claim to your insurance provider, but this does not
guarantee their payment. You accept responsibility for co-payment, deductibles, or not covered procedures. Your
insurance must be on file at the time of your appointment.

By initialing this section and signing below, | hereby authorize Aspire Hearing and Balance LLC to send me
educational and/or marketing information on the products and/or services offered by Aspire Hearing and Balance LLC. No
remuneration is involved in this communication. | understand that | may revoke this authorization, in writing, at any time.

Medicare patients only: Medicare will cover hearing testing if your physician has ordered such testing for a
diagnostic medical evaluation or to determine the appropriate medical or surgical treatment or a hearing deficit or related
medical problem. Medicare will not cover hearing testing for routine hearing evaluations to check your hearing status and

adjust your hearing aids.

| understand that if | am seen without a referral from my primary care physician and my health plan required

that | obtain that referral, then my health plan may not cover the charges, costs, or expenses of my care from Aspire
Hearing and Balance LLC and in that case | will be responsible for the total balance.
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What would you like us to help you with today?
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— Audiology Patient Questionnaire

Chief Complaint: Please check all the apply AND circle the corresponding answer.

[] Hearing Loss: [0 BOTH EARS O RIGHT EAR O LEFT EAR
[1 Tinnitus/Ear Noise/Ringing in the ears: O BOTH EARS O RIGHT EAR O LEFT EAR
[] Ear Pain: [0 BOTH EARS O RIGHT EAR O LEFT EAR
[J Other

Hearing History:

1.

2
3
4
5
6.
7
8
9

10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.

Have you ever had a hearing evaluation before? OYES 0ONO

Have you ever been diagnosed with hearing loss? DOYES 0O NO

How long have you noticed your hearing difficulties? O<lyr DO1-3yrs DO4-6yrs 0O7+yrs

Do you feel your hearing is changing? DOYES DONO

Is this change gradual, sudden, or fluctuating? O GRADUAL O SUDDEN 0O FLUCTUATING
Do you feel one ear is better than the other? DOYES DONO Ifso, whichear? DORIGHT OLEFT
Do you experience noise in your ears (tinnitus)? OYES DO NO

Have you been exposed to loud noises? 0O Music 0O Machinery 0O Gunfire 0OEngines 0O Other
Do others complain that you watch the TV with the volume too high? DOYES DO NO

Do you have trouble understanding others on the phone? DO YES 0ONO

Do you have difficulty understanding what is being said in noisy places? DOYES DONO

Do you ever feel that you “can hear but can’t understand?” DOYES 0O NO

Is this problem due to a work-related injury/exposure? 0O YES O NO

Have you previously seen an Ear, Nose, and Throat (ENT) physician? O YES 0O NO If so, who?

Have you ever had any ear surgeries or other surgeries that may have affected your hearing? 0O YES
Do you ever experience balance issues, dizziness, lightheadedness, or falls? DO YES 0ONO

Is there a history of hearing loss in your family? 0O YES O NO

Have you had earaches or drainage from your ears in the past 90 days? DOYES ONO

Have you ever experienced a serious head injury? DOYES ONO

Have you ever worn a hearingaid? DO YES 0ONO

Do you use a hearing aid now? DOYES DONO

ONO
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Please mark any of the following that you currently have or have had in the past:

Migraine
Stroke/TIA
Parkinson’s Disease
Seizures/Epilepsy
Multiple Sclerosis
Alzheimer’s

Head Injury
Diabetes [ Typel
Neuropathy
Depression
Anxiety

Thyroid

Scarlet Fever
Bell’s Palsy

OO0oo0ooogo0ogoogogogoogod

Dementia

Do you smoke? I YES [INO
If so, how many packs per day?
[] Lessthan? [1%-1

Do you drink caffeine products? [ YES [INO
If you drink caffeine products, how many cups per day?

Allergies (medications or other):

Patient Name:

Past Medical History

[ Type Il

[]2-3

O oO0Oo0o0 o0 og oo g o oo g

Artificial Joints
Arthritis

Back Problems
Back Surgery
Neck Problems

Osteoporosis/Osteopenia
Breathing Difficulties

Emphysema/COPD
Asthma

Syphilis

Measles
Tuberculosis
Hepatitis

Lyme Disease
HIV/AIDS

Date:

OO0 oDogoogogoogogoogod

Cataracts

Glaucoma

Macular Degeneration
Vision Loss

Heart Attack

Pacemaker

Peripheral Arterial Disease
High Blood Pressure

Low Blood Pressure

Cancer (Type:
Rheumatoid Arthritis
Gastrointestinal Problems
Meningitis

CovID

Other:

Do you drink alcohol? [ YES [ NO
If so, how many drinks per day?

(71 (] 2-5

If so, what kind of caffeine products?
(] 3-4

[l 1-2 [l 2-3

[ 6+

[0Tea [ISoda [ Coffee
[] 5+

Please list all of your current medications, over the counter drugs, and supplements.

PRESCRIPTION NAME

DOSAGE/STRENGTH

FREQUENCY

REASON
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Initial Visit / Follow Up / Annual
Hearing Handicap Inventory-Elderly (HHIE)

Please check yes, sometimes, or no for each of the following items. Do not skip a question if you avoid a situation
because of a hearing problem. If you use a hearing aid, please answer the way you hear without the aid.

E-7
S-8

E-9

S-10

YES SOMETIMES NO
4 2 0

Does a hearing problem cause you to feel embarrassed when you meet new
people?

Because of your problem, do you feel frustrated?

Because of your problem, do you restrict your travel for business or
recreation?

Does walking down the aisle of a supermarket increase your problems?
Because of your problem, do you have difficulty getting into or out of bed?
Does your problem significantly restrict your participation in social activities,
such as going out to dinner, going to the movies, dancing, or going to
parties?

Because of your problem, do you have difficulty reading?

Does performing more ambitious activities such as sports, dancing,
household chores (sweeping or putting dishes away) increase your
problems?

Because of your problem, are you afraid to leave your home without having
without having someone accompany you?

Because of your problem have you been embarrassed in front of others?

Do Not Write Below This Line

FOR OFFICE USE ONLY:

TOTAL SCORE: E-TOTAL: S-TOTAL:
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Hearing Inventory for Companion

Name: Relationship to Patient:

At Aspire Hearing and Balance, it is our mission to find the best personal solution for each person’s communication
needs. We will only be successful in reaching this goal if we take the time to compile the following information from
those closest to you. Communication is a two-way street! Please check yes, sometimes, or no for each of the following
items.

YES SOMETIMES NO
Have you observed a situation where a hearing problem caused him/her to feel

embarrassed when meeting new people?

Do you feel a hearing problem causes him/her to feel frustrated when talking to
members of his/her family?

Have you noticed that he/she has difficulty hearing when someone speaks in a whisper?
Do you believe he/she is burdened by a hearing problem?

Are you concerned that a hearing problem causes him/her difficulty when visiting
friends, relatives, or neighbors?

Do you think that a hearing problem cause him/her to attend large group situations less
often than they would like?

Have you noticed that a hearing problem cause him/her to have arguments with family
members?

Have you noticed that a hearing problem cause him/her difficulty when listening to TV
or radio?

Are you concerned that any difficulty with his/her hearing limits or hampers their
personal or social life?

Have you observed that a hearing problem causes him/her difficulty when in a

restaurant with relatives or friends?

Is there any other important information related to the patient’s hearing or communication that the doctor should

know?
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