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ZFIER

(Intake Form)

BEESZ A BEHR
(Patient Name) BRATL (Title) BF (First) PG (Last) shiggFFE (M)  (Date of Birth)
itk
(Address) FREIE (Street) FRTEIH (City) FRTEM (State) HR4 (Zip)
HKEBIE FM
(Home Phone) O iR UEBIEFBIFKESES, EQE (Cellphone) O MIRLLEFEFUZWESES, FOLE
(check if you do not want voicemail messages left on this number) (check if you do not want voicemail messages left on this number)
BB FHRFE M3 0B oX
(Email) (Sex) (M) (P

SEIRIR OB% OXE

(Marital Status:) (Married) (Single)

ZREARA ==RF
(Emergency Contact) (Phone)
FEFEEID BiE
(Primary Care Physician) (Phone)

TR AT BEIFE?

(How did you find out about us?)

O IX—XJ%EE? O Yelp [ Facebook OEEHE

(Internet Search) (Referred by Patient)
O RS O &M O i
(Insurance) (Consumer Seminar) (Referred by Physician)
OEx or & O Hith
(Employer) (Advertisement) (Other)

BEFIEHTZETEZR (Check the boxes and sign below)
OFRARE, A RLRPRERNARS WMIKF RRREIH R,
(1 agree I am ultimately responsible for the balance of my account for services rendered.)
OXARBZLFUT, mEANRR AT EFRSREE  RILAR/HZEmARAEEMBXALTATREAN
TTIERMEMEXZE, BEONRBEEE . TRETRTNER I GATRERN,

(I give permission to this practice to release information, verbal and written, contained in my medical record and other related information
to my insurance company, healthcare providers, assignees and/or beneficiaries and all other related persons. Information without patient
identifiers may be used for quality purposes.)

O & NEFEIX T I2FRARS R~ g sh S BN R EB XER.

(I give permission to receive information about upcoming events, specials and articles pertaining to services or products in the clinic.)

155 Fifth Street, Suite 250, San Francisco, CA 94103 < 415.780.2001 - www.upacifichearing.com




OFABBKEFAZARMAREN T H—FRH#FNFNALBHIEH BEERE FNETFREFXRFERF
REFABRZR,

(lunderstand that University of the Pacific conducts research to further the field of audiology and improve patient outcomes.
I give permission for University of the Pacific to contact me regarding future studies.)

EEBRRAR OBFHiFE O EEHRE
(Preferred method of contact) (Email) (US Mail)
RELFREEAH
(University Clinic Disclosure)
+ laRARS AR NER . 8/ NARIRKRE /RN AR E IaREEME MR & 108 G H K.

(Clinical services are provided by clinical teams. Each team is composed of a clinical faculty/instructor graduate student clinician(s), and other
consultative faculty as needed.)

» FIB IR R/ SIMSFERRMMHE, BEYALRBFENRT LR RKRHR/SIMEZA T EEFENGE,
(All clinical faculty/instructors hold a valid CA license and are experienced audiologists. Clinical faculty/instructors are directly responsible
for patient care and supervision.)

« HREIRKEERTETHE BRMEM B ZE TN,
(Graduate student clinicians may observe and assist in patient appointments for educational purposes.)
BliEE AT /B BB F F Rt TR A /S M F L IR R EE M IR ARE 5 /S IMERIE 1287677 TR AN REMNREUNERS RS
RETATRERF  GEMBERNNEMHEREHIPAANERES.
(Services may be observed by visual and/or electronic means and/or audio and video recorded to be used by the student clinician and clinical

faculty/instructor in the development of diagnostic/treatment plans. Audio/video recordings may be used for educational purposes in the
classroom. Confidentiality of all information will be honored and HIPAA guidelines followed.)

FABFRRREIMEZFIE#AE, FRS EAAED, RIEFTEZFIR A AFRMESSTIR, FFILRE T LR
A ANBIBRFE

(I have read all the information on this form, agree to the checked boxes above, certify this information is true and correct to the best of my knowledge
and hereby give my permission to the practice to treat my concerns.)

BEETF HHA
(Patient Signature) (Date)
EEMIPA (BRBEAKRBEN) HEA

(Legal Guardian if Patient is a Minor) (Date)



