
 

BETHESDA AUDIOLOGY CENTER8                                       8218 Wisconsin Ave., Ste. 106 
(301) 656-1933   B                                                           Bethesda, MD 20814 

PATIENT INFORMATION 
 

PATIENT DATA 
 

Last Name _____________________________ First Name ______________________ MI __________
 

Birth Date ______________________________ Gender ________________________________  
 

Address:  (Street) ______________________________________________________________________ 
 

City _______________________ State ________________ Zip Code ____________ 
 

Phone Number: Home Phone ______________________   Cell phone ______________________ 
 

Email Address _________________________________________________________________________ 
 

Employed By/Current Occupation _________________________________________________________ 
 

Whom may we thank for referring you to our office? __________________________________________ 

 

IN CASE OF EMERGENCY 
 

Name _______________________________________     Relationship ___________________________ 
 

Phone Number: Home Phone ______________________   Cell phone ______________________ 

 

INSURANCE INFORMATION 

Primary Insurance _____________________________  Insurance ID# ___________________________ 
 

Name of Policy Holder ____________________ Policy Holder’s Date of Birth ________________ 
 

Secondary Insurance ____________________________  Insurance ID# ___________________________ 
 

Name of Policy Holder ____________________ Policy Holder’s Date of Birth ________________ 

 

FINANCIAL INFORMATION 
 

Who is financially responsible for this visit? ▢ Self ▢ Other:  

Name _________________________________ Phone ___________________________ 
 

I will pay today by     ▢ Credit Card        ▢ Check        ▢ Cash        ▢ Other ___________________________ 
 

I authorize BETHESDA AUDIOLOGY CENTER to release information requested with regard to processing 

my claims. 
 

I understand and agree that I am ultimately responsible for the balance on my account for any 

professional services rendered, regardless of my insurance status.  I have read all the information on this 

sheet and certify that this information is correct to the best of my knowledge.  I will notify BETHESDA 

AUDIOLOGY CENTER of any changes in my health status or changes to the above information. 
 

Signature _____________________________________________________ Date _______________ 
 

Parent Signature if Minor ________________________________________ Date _______________ 

 


