SEATTLE HEARING AND BALANCE CENTER

1600 EAST JEFFERSON #202 SEATTLE, WA 98122 (206) 320-5687
( Patient Information (
Patient Name__________________________________Male____Female__

                      Last                   First                      MI

Today’s Date__________________________________________________

Street Address_________________________________________________

Mailing Address________________________________________________

City______________________State_________________Zip____________

Home Phone____________________Work Phone_____________________ Birthdate______________________Social Security #__________________ Employer____________________Occupation________________________
(Person Responsible for Account (
If different than above

Name____________________________________Social Security #__________________
Mailing Address___________________________________________________________

City_______________________State_______________________Zip________________

Home Phone___________________________Work Phone_________________________

Employer_________________________________________________________________

( Insurance  (
Primary Insurance Coverage:

Please provide us with your insurance card and we will make a copy to place in chart

(Release (
Please Note:  We are happy to bill your insurance for this visit.  

Release:  I hereby authorize Seattle Hearing and Balance Center to release any information necessary to process insurance claim forms.  I also authorize my insurance claim to be paid directly to the clinic.

PATIENT SIGNATURE:_____________________________________Date:________________
