
Consent & Acknowledgements
• I acknowledge that the Health Insurance Portability & Accountability Act (HIPAA) policy has been explained to me and offered by this office.
• I have executed the HIPAA authorization form and consent to receive follow-up communications, appointment reminders, and 
promotional materials from third-party partners.
 � Yes, I agree  � No, I decline third-party marketing.
• I understand and agree that, regardless of my insurance status, I am ultimately responsible for the balance of my account for • I understand and agree that, regardless of my insurance status, I am ultimately responsible for the balance of my account for 
professional services or purchases rendered.
• I have read all the information on this sheet, completed the above answers, and certify this information is true and correct to the best of 
my knowledge. I hereby give Audiology Associates permission to evaluate and treat my concerns.
• I understand that secure technology, including Artificial Intelligence (AI), may be used to assist in clinical documentation during my • I understand that secure technology, including Artificial Intelligence (AI), may be used to assist in clinical documentation during my 
visit. This may include encrypted audio recordings used solely for generating clinical notes and care coordination. I consent to the use of 
this technology during my appointments. If I have any concerns or wish to opt out, I will notify staff prior to my visit.
• No Show/Late Cancellation Fee: A $50.00 fee will be applied to all no-show appointments or appointments not canceled with at least 
48 hours' notice.

**
Social Security # ____________________________________ (If you have TRICARE we need your social security #)

How did you hear about us?

Marital Status                  Single              Married                Divorced                 Widowed             Domestic Partnership

Insurance Subscriber Name: Insurance Subscriber DOB: Relationship:

Sex (assigned at birth): Male Female

Email:

Gender Identity (optional):


