*HELTON

HEARING CARE

1008 N. 7TH AVE. STE.H, BOZEMAN, MT 59715 ¢ TeL: 406-586-0914 4 FAXx: 406-586-6667

Insurance Information

Patient’s Legal Name:

Social Security Number: - -

Date of birth: / /

Patient’s address:

Legal name of policy holder, if different from patient:

Relationship to policy holder (spouse, parent, etc.):

Address of policy holder:

Date of birth of policy holder: / /

Primary insurance company:

Subscriber ID # :

Group #:

Is there a deductable or co-pay? Yes No

If YES, what is the deductable/co-pay?

Has the deductable been met for this coverage period? Yes

Is there a secondary insurance? Yes No

If YES, name of insurance plan:

No

Please give all applicable insurance cards to the front staff. Thank you!

I understand that regardless of my insurance status, | am ultimately responsible for the balance of my

account for purchases or professional services rendered.

Signature: Date:




