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LIFELINE

Audiology & Hearing Solutions, L.L.C

1. Last Name:
2. First Name:
3. Middle Name:
4. Birth Date:

5. Sex:

O Male
O Female
O Not Specified

6. Phone #1:

Cell v - -

7. Phone #2:
Cell + - -

8. Email:

9. Address Line #1:
10. Address Line #2:
11. City:

12. State / Province:

13. Postal Code:

Lifeline Audiology & Hearing Solutions
8553 Argyle Business Loop, Ste D
Jacksonville, FL 32244

Phone: (904) 479-5198
Fax: (904) 417-7012


https://www.counselear.com/

14.

Employer:

15.

Primary Care Physician:

16.

Primary Care Physician Phone Number:

- J-L ]

17.

Whom may we thank for referring you to our office?

18.

Primary Insurance Company:

19.

Insurance ID #:

20.

Name of Policy Holder:

21.

Policy holders date of birth:

22,

Secondary Insurance Company:

23.

Insurance ID#:

I understand and agree that (regardless of my insurance status), I am ultimately responsible for the
balance on my account for any professional services rendered. I have read all the information on this
sheet and certify that this information is correct to the best of my knowledge. I will notify Lifeline
Audiology & Hearing Solutions, LLC of any changes in my health status or in the above information.

1. Sign below

Patient/Guardian Signature (Use mouse cursor to draw signature in the panel below)

[Clear]

[ Submit

Cancel
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