
Dear: 

Thank you for ch,fosing Rdchester Hearing a1id Spe2�cn 
Center forN!aring services. To provideyo,1 v,iith the best 
possible servkes, please complete the enclosed fottns: In 
addfrion, pltc�at>C review the� infor.malion OJi the (]icnt
Registration Form,; m,lke any additions or colTN'tions and
bring all the forms tn'tht: appointrnehL Plea.se anive 15 
minutes earlysd that we tat1 reviev,..r the forms for 
completeness r:md ticcuracy: 

A _he,uii1g as:Sessr:i'ier"!t consists of a number of t(ist.:i p�rfonncd by a 
licenscJ, cettifred audiologist. These tests will detefmit,e- hearing 
abilitf-.ind guide recoinmendati(1ns for follow,,.up services, if frtdicated. 
Specific�lly, the audiofogisf Will: 
• Review the Ci:ISC history
• Perforrn the necessary tests Jo dct.:;_:rmirw hearing acuity

• 
ROCHESTER 

Hearing· 
&speech 
Center 

ommunicati,on f'or Life 

• _ J3evietv the tcshcisults.and help yot1 unde1's-tand the findings a1id their
implications

• Make appropriate rec61:i"!mendatiQns

T ·ting and review wifftakeapproximafely one hour. You are enn.rurag�J to 
ask qm�.";;tio11s at any point. Otlr goalis fot you to be an adi�1e pi1tficip<-mt anq 
riuike ir1formcd choices. 

If you can tt make the appointment, we request that you caH our agency at

27 J �0680 at leasf 24 hours before the scheduled appointmCnts :so that we· can 
inake alternative scheduling arrangements_ 

lf you have� specific _questil)ns regarding the e.ndosed fotms or payment,
please cont-act us at'271-0680, Vve look i.'o:hvard fo Scrvini jlOlL, 

Your appointrnerit is scheduled for -· ________ al ____ a.m,/ p.m. 

(S//,':332 H pfr�./ 111 Ur 6 10) 

HKJ() Elmwoo<l Avenue.; Suite 400 • R<X:h��!e1, \�w York l 462() '.:()')2 • 585-271-(1(,80 I J l W Rid�e lfo,id W, • flnchester, New Ycmc t 4ti2ti • 5!!5-7'.13-214()'
.· , I J7l) Ri1lµG Ruitd • '.'/�b�l�r. �<'�/ \brk 14580• 585�2�(,-9�7� 



ROCHESTER HEARING AND SPEECHCENTER . . 
1000 Elmwood Avenue #400, Rochester, NY 14620 // Phon.e: '(5S5} .271,068 Oil Fax: ,(585) · 44 2�4 l l 4 
· · J !99 W. Ridge Road, Rochester> NY 14626 // Phone: (585) 723"2140 // Fax: (585) 723�3557

1170 Ridge Road, Webster, NY 14580 II Phone: (585) 286-9373 l/ Fa:x; (585) 872-8075 

·Cllent Inforinatfon {person nweiving '.\·e;-vkes) Todny>s Dae: ______ _ 

Name:
La$t First A.fiddle 

Phone: (home/cell) ___ _____  (work) ________________

Sex: 0(M) 0(F) Birthdate: ____________________ _ 

Home Address: ·---------------------------------

Street 

Ctry S(ate 

Apt. No. 

Zip County 

Emnil ac;idress: ___ -'-------------------------------

Emergency Contact: ______ �------------------------
Name Phone Number Relmionsliip 

How dld you hear nbout Rochester Hearing and Speech Center-? 
0 Insurance O RHSC Website O RHSC Internet Ad O RHSC Radio Ad O RHSC:TVAd 
0 Social Media [] Print Publication D Community Based Site Visit D RHSC Employee Referral 

0 Friend/Family O EI/CPSE/CSE O Physician Referral: ____________ _ 

D Other: 
---'-----------

Name of Doctor 

'Pl'imary Care Physician fofo1·mation: 
•'Physician Name: 
Address: 

-----------------------------------

T e1 e phone:_,,__ _ _.,_ _______________________________ _ 
Insurance Information: 

-�1cdicare (Social Security System)

Medicare o.: 
-,---------------

( f. e., 999999999A9)

Subscriber Name: 
------------

.Medicaid (lVYS Dept. of Social Service) 

Medicaid CIN No.: 
------------

( i, e., ASOOOOOC)

2Digit Sequence Number: ________ _ 
Social Worker Name/Case \Vorkcr:. 

------

Phone No;: ( ) ��-------------

P)·imar Health lnsunmce

Insurance Company Name:

Client LO No. i 
-------------

( i, <:., 222222222-02) 

Subscriber Nafr1e: 
------------

Relationship to Client: _________ � 
Subscribei:-Employer: __________ _ 
Specialist Co:-Puy Arrtotmt:_· ___ ... _______ _ 
Annual Deductible: 

----,--------

Client Registration Form .12/17 Page 1 (Additional info required on next page) 

I, 



Roch . t r He< rin , ncl Srle ch 'enter 
l(J(X) Eh1m',!()d \ICIIII<:, �\lilc 400. R,1cJi1;,11;1. N ·w )',,t'k 1-lo�ll-:tOl.>2. okl· 1:,,151 271-()(i80. TTY() 5) 42-2985 

�199 W, Ridge Rarnl, Rod1c·�1�-r. Ne\ Yori-. 1,1(\21.> • uj<:� (5 5) 723-21 •IO• TT (51l5) 72.klR 6 
II O Rid,!!C R u<l. W h�tcr. N\1 1-1.''l!O ;'i,3) _ '6,•H7. 

ADULT AUDIOLOGY HISTORY QUESTION� IRE 

 
:Kame: ________________ DOB: _______ Date: ______ _ 

l. What comcerns prnmpted you fo schedule toclay 1s ::ippointment'!

2. Which or the following problem most ·011<:crn you'! (plea ·e check all that apply)

□ Hearing los. □Dizzincs. □ Ear/I-lend Noise o Hearing in Rnckground Noise
Ocher(spc jfy): ----------------------------

What do you think caused yl'iur h��iring loss? _____________________ _ 

3. Hearing History
a. Have ynu had yottr' hearing te.�led previously'' o Ye-� □ No

lf yes, when and where? ___________________________ _
Whnt w re Lhe result::;?

b. if you think you have a hearing prob] m, did it occur: □ Suddenly □ Gradually o lJn�ure
When di<l.il begin: o Le ·s 1ha11 I yea ngv o I 1 5 ,car· ngo □ Over 5 year ago o Birth
Ha. it g uen worse ovc:rL i me? □ Ye · □ o o Unsure
Does i L n ucLuatt:! c ver time? □ Y t::,; o o □ Unsure
Fami\y.historyofhemingl ··? o Ye· □ No o Unsni:c

rom \vb.ich ear do you bear betcel"? o .Ki O ht O Left □ Both 'the snmc
c. Have yoircvcr been exposed to 1oucl noi. cs'! □ Yes O No O Ir !-iO, how l(lng? _____ _ 

Did/do you u. c beru'illg protection in nois ? 0 Yl3. 0 No O O:·ca. iomilly 
d. If you have w m hcm·ing protection, for h w many yl,;ru·s ha c you don' so? _________ _

4. :Medical History
u. If you have/or hnve had any f the follov\·inri. plcn e- heck nil thnt apply: o Paccmiik�r

o ar Surgery (o L DR) o •nmily histo1y of h ariug loss o High BlMd Pre:sure
ofau- injury (DL □ R.: o' Dizzincs.
oEarfullncss/pain (DL DR) □ Hi.toryofnoiseex.posure
o Exces:ive ear wax o L DR) o AllergicJ:inu,i; prqblems
oTinnilll. (DL DR) o Head Tnjury
D Other (:-;ee <.: n,meni · 

h. D0 you take ..iny medication· rt>gularly? □ Ye$ o o 

□ 'Blood Lhinnen :1edi ·at ions
□ Dial e[e ·

o U · s/U ·ed Heating.Aid
o Ba.J:mccDifficulty

bxplain: _______________________________ _

S. Hearing Aid Information

a. l·fave you ever used n hearing aid'? □ Yes o No If yes how long? 
b. Are yoll using ,i hearing aid now? o Yes □ o

lfye·, Wh.ichcar.i�nided'? o Righl D L ft 
How old is/are Lht! hearing aidb)? 
Arc you , tisticcl wich the h aring aid(r-.)'l □ Y�

·□ Both

o No
Would yol1 we, r new hearinu ai J:.. if rcco111n11:ndcd? □ Yes o No

<,. List your primary objectivc(s you w uld like addressed: 

o Unsure



ROCHESTER HEARING A D SPEECH CENTER 
1000 Elmwood Avenue #400 Rochester, NY 14620 (58,5) 271-0680 

3199 W. lodge Road Rochcsrcr, NY 14626 (585) 723-2140 
1170 Ridge, Road Wcb::;ter, NY 14580 (585) 186-9373 . 

. Hearhig Assessment Pre-Qri�tionnaire:. Client. 

Date: ____ _ Name: ____________

Do you feel you have any he:aring difficulties? 

Do :others notice you hive hearing-difficulties? 

□ Yes

□Yes

J. 

:2:. 

_3. 

4. 

5. 

6; 

7. 

8. 

9. 

Do you.have trouble hearing when soniemie talks softly? 
Do you hear what others say, but iCs not always clear? 
. D()you have trouble hearing others speaking when 
:they are not facing you? 

·· ·· 

Do you have. to akk people: to i'epeal them.selves'? 
. 

- . . 

• Do you have difficulty hearing on the telephone'?

Do your fatnily/friends say you play lhe TV/radio too loud?

Do you ·have diffichltyhearing the doorbell/telephone ring?

bo you have trouble l:iearing others• i11 noisy pl aces pr ..
.grotip··settings (restaurant, party)?

Do. yo11ha,;e difficulty heaiing the :speakerin a large
group setting (religious services; theater,. lec:ture )?

10. Does yo.udevel of hearing-interfere witl1,your personal
nrsocial Hfe?

11 .. Does a hearing problem cimse, you to feel frustrated 
'\�1hen talking to ot�ers? 

12; Do you avo}d -�drig \;\iith others bGcause of your hearing?

13. Do you currently wearhearing aids?

Aud,J56A: I!J�27:J I 

,, 

□ Sometimes o No

o Sometimes a No·

Yes Sometimes No 

q □ □ 

□ □ □ 

D .□ □ 

□ D □ 

D D D 

□ D □ 

D D D 

□ D D 

0 D □ 

D 0 □ 

□ □ D

D □ D

D 

DO'esn't 
Apply 

.□ 

D 

□ 

D 

'D 

□ 

□ 

© Rochest6i: Hearing arid Spee'ch Center;, 20 l l 



ROCHESTER HEARING AND SPEECH CENTER 

Consent to Use and Disclose P r-otc,:ctcd Health Information for Evaluation, 
Treatm�ot,iPayme:nt and HcaJtb Care Opcr,dions 

Name: 
_________ __.;.. _______ _

(Please pri11f) 

Date of Birth:

I understahd that m:y,signature on this·consent is required in order for me t<>"receive services from Rochester 
Hearing and Speech Center. In addition, I authorize the use and disclosure of my Protected Health 
Information (PHI) by Rochester Hearing 1111d peech Ceoter's staff for purpose of evaluatio� treatmeot, 
payment and health care operations, 

I understand that this information may be used or disclosed by Rochester Hearing and Speech Center to 
"" plan my .care and treatment; 
* comruuri.icate among various health care professionals who are invoJved .in my care or treatment;
"' obtain payment for care provided by �oc�cste� Hearing and Speech Center or for the payment 

activities of another heallh care provider or entily; 
provide information t -0-my health insurance company or plan; 

* . assess and review the quality of my care. Further information_ on uses and disc]osures of PHI is
included in Rochester· Hearing and Speech Center's Notice of Privacy Practices.

As part ofRHSC's comprehensive services, we will .release the findings of ypur reports to those 
professionals involved in your care. Reports will automatically be sent to the physician listed and to referral 
sources. To send these .reports- :we must have. your authorization to do so. This authorization will be valid 
through this specific course of treatment. 

Please list any other specific individuals/facilities you would like information shared/sent to; (ex. :relatives� 
day care providers;: etc.); 

If there are any restrictions� please indicate: 

J .und rstand that I may-cancel this authorization at any time by submitting a mitten reque�t and that the 
release·ofl-UV-reluted infonnation require� addition.al authorizatiop.. 

' . 

Payment, excluding that covered. by insurance, is due at the time of service. If, for any reason; your insurance 
refuses to pay U$ f6ra1I or part of.tho service, you will be biJkdfor the service provided. Payment will be
due within JO days of billing. Ir paymen( is not received within JO day� your account will be forwarded to a 
collection agent, and further services wiU not be provided until your accountis satisfied, 

Signature 

P-atient/ .Parent' or LegalGuardian{Print)
S!F-336 (Consenl) R�iml: 5111:1 

Date 

.Relationship 



ROCHESTER HEAlUN AND SPEECH CENTER 
:1000 Elmwood A cnue, Suite 400, �ochc icr, NV 14620-3096 fl Phone: {585) 271-06SO 

3 L99 W. Rldgc ttoad, Rochestfr, NY 14626 // Phone: (585) 723-2140 
1170 Rldge RClnd, Wel>stc,·1 NY 14580// Pllone: (585) 2'86-937J 

on ent for.Clinicul Services 

Client N&me: CiienLbate of Birth: . 
---------------

I, _________________ , consent for ·the above n�m.ed cHent fo 
(Clieril or Parent/C.uard/an/Person Authm:ized ro Consent) 

receive profe.5sio1ial services at .Rochester Hearing and Speech Center. I understand. thl\t Roche'stet

I-J�aring and Sp�oh Center is <a provider: of 'services within :the d,ia:elpJines of Audiology,, Speeyh

LaI1guage Pathology; OccupatiQ11� Th¥rapy, 'Pl1ysic�I Therapy; ��cial :Edticatiqn, :PsychofogY; and/or 
HearingAid Dispensing.· 

I hereby acknowledge that such c,�nsent wi.!l rem,aitl in effect unless. and �myl I canceL�ucb consent in 
writing. 

Signature of Client or Patent/Guardio.n/Person Authorciied tc{ Conserif .... 

Printed Name Date Signe� 

Rdationship to· Client 

Drafted 3/2017, Revised 6/14/J 7 



ROCHESTER HEARING AND SPEECH CEN'fER 
1000 Elmwood Avenue #/-400 llochester, NY 14620 (585) 271-0680
. ·3199\V.Riqge'Road,Rqchesler l NY 1462Q (585)723-2140 

1170 Rldge Rond, Web tcr, NY 14580 (585) 286-9373 

My signature belo\y.ackhowledg·es tharI have r�ceived ._i copy of_RochesterHearing and Speech 
Center's Notice of Privacy Practices and the Clients' Bill of Rights. 

Rochester Hearing a�dSpeecl, Center accepts the follciwing insurances: Excel!us, MVP, :NYS Empire, 
United Health Care, Aetna

· · · " 

Client/*�hi!d Name (Pririt) Date 

Client Signature 

"'If child: 
*.*or Legal Guardian/POA: 

· Parent or Legal Gqardtan (Print) Date 

Signature Relationship to Clfent/*Child 

For Facility Use Only: 

Rochcsterlfoaring and ,Speech Cenfr:r fuade ri good faith effoii to obtrun the abov� referenced 
individual's written ·ack:nowledge1nerit of receipt of the above, 

Staff Memb�r; 

SI_F; 13BA. NPP l\ckn'owltdgtme1tf 
Rev. 8/15 

Date 





Not all services are a covered benefit in all contracts; Hls your re.sponsibilitytothoroughly uncierstand 
the coverage and exceptions of your partkular policy. We' cannot act as a medlati>hvitb your carrier or 
employer. 

As a co1.1rtesy to all of our insurea patlents, we will file your tnsuran�e claims. You are responsible on
the day of treatment for uncovered expenses. 

. . . . 

Yourda_im wiUbe filed imrr1ediatelyandall benefitsare_expectedtobe:pak1within 30".4Sd_ay$, T�i:?
filing ofan i'nsurance claim does not re If eve you of your re�ponsibility on your-account. If the claim is 
ncitdea_red by your carrier the unpaid portion wlll th�h -become your resp,oriS!bliity,>A.:st_cJterneryfv:iil_lb�
then issued to you .. 

J utlderstand and acceptthe financial poirdes listed above. I understand if{ have any qu�stions 1 can 
speakto a billing associate or the Office Manager. I agreeto pay for all services rendered to avoid any 
-additionaffees.,ruriderstand'that I am fin;:i'ndaUy,responsible for any and ab charges oftreat:�enfand-
1ncurred fees, whether or notpaid 'by insurance and I agree fo pay for $LI Ch <:harges in full. I also hereby 
a�th(,)rize the release of pertinent medical information to the i�su'rance carrler{sf

x. ___________ ..,..... ____ _ 
Patient {or parent of mlnor), POA, Legal Guardian Signature Staff l nltla I Date 

x _______________ _ 
Please Print Name (from above signature) Client Name 

, ' 

Rev: 4/26/18 



Page 2 of 2 

CLIENT REGISTRATION FOR1V1 (con'd.) 

·r ·r M CL ENTNA E: _ __;_ ________________________ _;,._ __ 

Marital Status: □Single □Married □Separated □Divorced □Widowed 

Employment Status: 0Full Time OP art Titne □Unemployed □Retired ON/A 

Cll�nt Employer: ___________ ·Occupn.tion: ______________ _ 

. -·

•··• • • • • •  ••• •• 1■lf t•■■•I • f'  f ■tt ■ tt•♦■■•• •·••·• lfll t••··•• • • ••• • •·••t•t♦f.♦f••1 1 t11 e1Wftt II 11,1, 1 1 ••••9"■ • tlft•f ♦■ ••··•••··••·•••t•l•t ■ltll• 

MeauingfuJ Usa for Medi 11id/Medic1n·e nnd Grnnt Fundfog Data 

Rochester Hearing and Speech Center is funded in part by the United Way of Greater Rochester, 
as well as other priva.tefoundations, andfor these funding purposes, the following information is 
gathered for siatlstical reports only, is voluntary, and J:s ,�ot shared l.)y cltent name. 

· - -

Rochester Hearing and Speech Center also provides .ser:vices under the auspices o/Medicaid 
and 111edicare, and these efltittes require documented attempt to gather daia on race, ethnicity1 
and language. This information ts strictly voiuntary,>a.nd confidential. 

If any area is unchecked, it will be assumed that you.do not wish to report. 

For ll-f edicairl/Metlicare mid/01· Grant Pu1tding: 

ETHNICITY: (cbeck one) 
□Hispanic □Latino 0Not Hispanic or Latino 
□Unreported

RACE: (check one)' 
0White or Caucasian OBluck or Afncun American 0Asi4n □Pacific Islander 
ON alive American or Alaskan Native D ative Hawaiian 0Mulli-racial O0fher 
0 Unreported -

PRIMARY LANGUAGE! 
-------------------'---

The following information is requested for purpm;es of Grant Fmuliug on{v: 

Household 1ncomc: 

D ess lhan $15,000 
O$45,000 to $74,999 

0$15,000 to $24,999· 
0$75 000 or greater 

Number of people in the hou$ehold: _____ _ 
_ Clic11t Ri:::gistratioii h .. mn l 2/ 17 

0$25,000 to $44,999 
□Unknown




