Ahlberg Audiologu
& Hearing Aid Services
"Your hearing is our priority"

Patient Application - Please Print

PATIENT INFORMATION DATE:
Full Name:
Last First M.I. Nickname
Address:
Street Address Apartment/Unit #
City State ZIP Code
Home Phone: Cell Phone: Work Phone:
Email:
May we contact you by maile B3 YES O NO May we contact you by emaile i@ YES (O NO
Birthdate: Social Security Number: Gender: OMale O Female
Marital Status: 3 Single O Married ODivorced OWidowed Retired: OYES O NO

How did you hear about Ahlberg Audiology?

O Physician Newspaper [ Website O Facebook [ Online Search O Mailer 3 Friend O Referral O Other:

Do you have any friends or family who are patients at our officee O YES O NO

IF YES, NAME
Employer: Employer’s Phone
Spouse's Name (Parent, if Under 18): Phone:
Primary Care/Referring Physician: Phone:
Primary Policy Holder's Name
Insurance: (if not patient) / DOB
Secondary Policy Holder’'s Name
Insurance: (if not patient) / DOB
Emergency Contact: Relation: Phone Number:

What problems are you currently experiencing?

4220 Ocoee Street N. — Suite 102 — Cleveland, TN 37312
Phone: 423-641-0956 Fax: 423-641-0955
www.ahlbergaudiology.com
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New Patient Package Notifications and Releases

We want to welcome you to our practice, and ensure that your experience with every aspect of our service meets or
exceeds your expectations. If you have any questions, concerns, suggestions for improvement in our services, or any
comments, please do not hesitate to speak with any of our staff or audiologists. Included are severa notices that outline
certain responsibilities. Please read and sign.

General Consent for Treatment

We look forward to treating you as a patient. However, we need your permission for our audiol ogists to examine you,
provide treatments, and perform diagnostic studies as necessary. If more invasive procedures are deemed necessary,
such aswax removal or earmold impressions, the risks and benefits of those invasive treatments will be explained to
you.

| give general consent to be treated by Ahlberg Audiology and Hearing Aid Services Staff.

Signature Patient or Guarantor/Date

Financial Policy/Assignment of Benefits

As acourtesy to our patients, the practice will accept assignment for some commercial insurance programs and
Medicare. We will file your primary insurance claim for you. Once the primary insurance has paid, we will aso file
your secondary insurance, if you have provided us with that information. However, insurance is a contract between you
and your insurance company. Therefore, we ask that you acknowledge your responsibility for the payment for our
services. If the insurance denies coverage, disallows a service, or otherwise does not pay the claim, you are still
responsible for the fees. In addition, if the feesfor our services are not paid, we may turn the account over to a
collection agency. If an account is turned over for collection, their fees, attorney’s fees, and court cost will be added to
the account balance. Also, your insurance company may ask usto provide information concerning your treatment before
they will pay for the services.

I acknowledge responsibility for payment of feesfor services by the practice and authorized the practice to release any
medical information, if necessary, to my insurance company.

Signature Patient or Guarantor/Date

Testimonials

We are very grateful for your feedback. Y our signature below indicates that, should you choose to submit areview of
our services, you release Ahlberg Audiology and Hearing Aid Services and its agents or employees—including any firm
publishing and/or distributing the finished product, whether on paper or via electronic media—from any liability that
may occur in the publication or distribution of your name, likeness, written review, and/or video testimonial.

| am 18 years of age or older and have read this release before signing below, fully understanding the contents,

meaning, and impact of thisrelease. | have not been paid in any way, and will request no compensation for the use of
my name, likeness, written review, or video testimonial in the future.

Signature Patient or Guarantor/Date

Opt out of emailsfrom our office other than testimonial (Your email address will never be sold or shared
outside this office.)
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CONSENT TO COMPLY WITH THE FEDERAL HIPAA ACT
(For acopy of our HIPAA Privacy Policy, please ask a staff member.)

Patient Name: Date:

With my consent and signature, Ahlberg Audiology may use and disclose protected health information about me or my

child to:

1. Carry out treatment, payment, and healthcare operations (services).

2. Call my home or other designated |ocations and leave a message on voicemail in referenceitems (i.e.,
appointments, reminders, insurance items, references to clinical care or laboratory results, etc.) that will assist in
the practice of medical care.

3. Mail to my home or other designated addresses any item (i.e., appointments, reminders, insurance items,
referencesto clinical care or laboratory results, etc.) that will assist in the practice of medical care.

4. Send or transmit email to any location provided by me for all of the above similar items and purchases.

5. Communicate or partner with third parties, including but not limited to insurance companies, hospitals,
specialty physicians, and laboratory personnel. Ahlberg Audiology may transfer to the third party the
information it requests or requires (i.e., dates of services, level of detail, origin of information, etc.)—whichisa
permission that | have the option to revoke by providing awritten statement to the privacy officer of the
practice, at a designated time and date chosen by me. | understand that my doing so could cause Ahlberg
Audiology to rightfully decline further treatment for me or my child.

¢ | have read the right to review the Notes of Privacy Policy of Ahlberg Audiology (for a copy, please see a staff
member). Ahlberg Audiology may revise its manual and procedures at any time deemed necessary, and | may
reguest from time to time, in writing, such changes, should these changes directly relate to my care or the care of
my child.

e [ have the right to request that Ahlberg Audiology restrict the manner in which my or my child’s health information
isused or disclosed. However, Ahlberg Audiology is not required to agree with my restrictions. If Ahlberg
Audiology accepts my restrictions, Ahlberg is bound by the restriction in the agreement setting forth in the
restricted information until providing me, in writing, a cessation, of such agreement. However, should Ahlberg
Audiology withhold approval of such restrictions, | understand that they may rightfully decline further treatment for
me or my child.

¢ | may revoke this entire consent, in writing, at any time. If | revoke this consent form, or refuse to sign it, Ahlberg
Audiology, in their sole discretion, may decline further treatment for me or my child.

| wish to be contacted in the following manner (check all that apply):
D Home Phone DCeII Phone D Text Message D Email DWork Phone

D M essage on answering machine D M essage left with per son who answer s phone

You may disclose PHI (Protected Health Information) to the person(s) listed below:

Patient Signature: Date:

The privacy rule requires healthcare providers to take responsible steps to limit the use or disclosure of PHI to the
minimum necessary to accomplish the Intended purpose. These provisions do not apply to the use or disclosures made
pursuant to an authorization requested by the individual. Healthcare entities must keep records of PHI disclosures,
information provided on the “Accounting of Disclosures”, which, if completed properly, will be serve as an adequate
record. *Note: Uses and disclosures of information may be permitted without prior consent in the case of an emergency.
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MEDICAL HISTORY

Check All That Apply:

O Hearing Loss — Gradual

) Hearing Loss — Sudden

3 worn Heari ng Aids

O Family History of Hearing Loss
[ Past Ear Surgery

O Taking Blood Thinners

O History of Depression

O History of Cancer

3 Tinnitus

[ Dizziness

[ Heart Disease

O High Blood Pressure

[ Diabetes

[ stroke

(3 Faleninthe past 6 months
[ Faleninthe past year

(3 chronic Ear Pain/Drai nage
(3 Vision Problems

(3 Past Head Injury

O Meningitis

[ Measles

[ Noise Exposure

(3 current Tobacco User

O Other(s):

Please List All Medications You Are Currently Taking:

(If you aready have alist, we will be happy to make a copy instead)
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Hearing Health Assessment
HEARING HANDICAP INVENTORY FOR ADULTS (HHIA)
INSTRUCTIONS: The purpose of the scale is to identify the problems your hearing loss may be causing you. Check
YES, SOMETIMES, or NO for each question. DO NOT skip a question if you avoid a situation because of your hearing
problem. If you use a hearing aid, please answer the way you hear WITHOUT your aid.

Question Yes Sometimes | No
(4) (2) (0)

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

Does a hearing problem cause you to feel frustrated when talking to members of
your family?

Does a hearing problem cause you difficulty hearing/understanding co-worker,
or conversations outside of a family situations?

Do you feel handicapped by a hearing problem?

Does a hearing problem cause you difficulty when visiting friends, relatives or
neighbors?

Does a hearing problem cause you difficulty in the movies or theater?

Does a hearing problem cause you to have arguments with family members?
Does a hearing problem cause you difficulty when listening to TV or radio?

Do you feel that any difficulty with your hearing limits or hampers your personal
or social life?

Does a hearing problem cause you difficulty when in a restaurant with relatives

or friends?
Handicap Adapted from Newman, C.W., Weinstein, B.E., Jacobson, G.P. and Hug, G.A., Test-retest reliability of the Hearing Handicap
Inventory for Adults, Ear Hear., 12, 355-357 (1991
Total Score: + + =

0-8 No Self Perceived Handicap
10-24 Mild to Moderate Handicap
24-40 Severe Handicap

Please select the top 3 most difficult environments to hear or understand in:
(3 Driving O Outdoors [(J Telephone [ Family 3 Religious [ Television
[ Meetings (J Restaurant (J Travel [J Music [ Social (J Other

Do you have a cell phone? JY O N If yes, what type of phone do you have?

When was your last hearing exam? Where?
What were the recommendations?

Have you ever used a hearing device? OY O N If yes what type?
What brand and technology level were the instruments?
If not, sure what was price of instruments?
Have you ever had ear surgery? OY O N If yes what type and who performed?
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AN

Ahlberg Audiology
& Hearing Aid Services
"Your hearing is our priority"

4220 N. Ocoee ST NE, Suite 102
Cleveland, TN 37312
Phone (423) 641-0956 Fax (423) 641-0955
Tiffany C. Ahlberg, Au.D, CCC-A ahlbergaudiology.com Lynda J. Klee, Au.D,
Kelsey Brittingham, Au.D, CCC-A

ATTENTION

Ahlberg Audiology wants to give each patient excellent care and service. To do so, it is
necessary for us to make appointments in order to see our patients as efficiently as possible.
No shows and late cancellations cause problems that go beyond a financial impact on our
practice. When an appointment is made, it takes an available time slot away from another
patient. No shows and late cancellations delay the delivery of healthcare and hearing aid
assistance to patients.

A ”no show” is missing a scheduled appointment. A “late cancellation” is cancelling an
appointment without calling us to cancel within 24 hours of an office appointment. Our
policy is that if you do not confirm your appointment via text, call or email at least 24 hours
in advance, the appointment spot will be filled with another patient. If you show for this
appointment without confirming, we will need to reschedule your appointment. If you “no
show” for an appointment twice your appointment can not be rescheduled.

To cancel or reschedule an appointment, please call our office (423) 641-0956 at least 24 or
more hours to your appointment. We understand that situations such as medical
emergencies occasionally arise. Just give us a call as soon as you are aware of the need to
reschedule.

We appreciate your trust in Ahlberg Audiology for your hearing healthcare needs.

Signature Date

Page 6 of 7



Ahlberg Audiology
& Hearing Aid Services

"Your hearing is our priority"
4220 Ocoee ST N, Suite 102

Cleveland, TN 37312
Phone/Fax: 423-641-0956

Cerumen Removal Consent Form

Patient name:

Your audiologist may decide it would be best to remove ear wax from your ear canal. Removing ear
wax is something that should be done by a professional. It is not without risk. Certain risk factors may
make it more likely for you to incur complications such as bleeding and irritation. These complications
may occur even if you have no risk factors but these complications are not life threatening. The
process of wax removal can involve discomfort, bleeding, hearing loss and tinnitus. If you decide you
do not want to have your wax removed at any time, you may stop the procedure.

By signing this form of consent, you are agreeing to release Ahlberg Audiology, its owners,

officers, directors, employees and representatives from any complications arising from the removal of
ear wax from your ear canal as explained above. You represent and warrant that you have the right,
power, legal capacity, and requisite authority to enter into this consent and release and will sign any
additional documents to make its provisions fully effective. You acknowledge that you have read and
voluntarily enter into this consent and release and understand its meaning and acknowledge that it is
binding upon you, your legal representative, heirs, and assigns.

Signature Date
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