
Horan & Fevold Hearing Clinic, PLLC 
NEW PATIENT REGISTRATION 

 
ALL INFORMATION MUST BE COMPLETED 

Patient Information 
  
Patient Name_____________________________________________Birthdate __________________  Ο M 
  LAST                         FIRST                            M 

              Ο F 

Address_____________________________________________________________________________ 
 
Home Phone ________________________  Alternate Phone  ______________________ 
 
Email _____________________________@______________________________.________ 
 
Guardian Information  (if applicable) 
 
Name____________________________ Relationship__________________________Phone_______________ 
 
Address___________________________________________________________________________________ 
 
Emergency Contact 
 
Name______________________________Relationship__________________Phone______________________ 
 
Insurance Information (Please provide primary insurance first following by supplement if applicable) 
 
Primary Insurance____________________  Policy/ID #_____________________ 
 
Secondary Insurance____________________  Policy/ID #_____________________ 
 
Referring Physician__________________________ Clinic____________________________ 
*Note:  Medicare patients must have referral if being seen for comprehensive hearing or balance exam. 
 
Please take a moment to tell us how you heard about our clinic! 
 
�  Friend/Family     �  Facebook 
�  Newspaper    �  Yelp! 
�  Website     �  Physician_____________________________________ 
�  Yellow Pages    �  Insurance Company 
�  Google    �  Other Online/Internet Source______________________ 
   
 
 
 
 CLINIC USE 

___Patient Registration  ___Our Financial Policy 
___HIPAA    ___Medical Release (for health records) 
___Medical Questionnaire  ___Referral (required for Medicare if diagnostic appt.) 


