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Hearing & Balance Center 

CONSENT FOR TREATMENT 
 

I, the undersigned, having a condition requiring medical care, voluntarily consent to be given care.  This care 
will encompass routine diagnostic procedures and treatment by the audiologist as is necessary in their 
judgment.  I understand that Audiology is not an exact science and that no guarantees have been made to me 
as a result of treatment. This consent is for testing and treatment rendered for my hearing and/or balance 
disorders which was initiated on   (date)    at The Hearing & Balance Center, Inc. 

 
 Authorization is hereby granted to release medical record information of diagnosis and treatment for my 

hearing and/or balance disorder, including faxing this information, upon transfer for further care.   
  

FINANCIAL GUARANTEE AGREEMENT AND RELEASE 
 

Assignment of Benefits: I hereby authorize payment directly to The Hearing & Balance Center, Inc from all 
insurance benefits or payments from any other third-party payor, otherwise payable to me. 
Guarantee of Account:  I understand that I am financially responsible to The Hearing &Balance Center for 
all charges incurred during treatment.  If payment is not made by an insurance company or third-party payor, I 
understand that I am financially responsible for the charges for the services provided, even if determined by 
an insurance company or third-party payor to be, in their judgment, not necessary. 
Release of Information:  I hereby authorize The Hearing & Balance Center, Inc. to release such treatment 
information from my medical record to my insurance companies, third-party payors, Medicare/Medicaid, 
welfare agency or any other person or agency responsible for payment for such services, and to such 
consultant and attorneys who need such information for the efficient operation of the office.   
Medical Record Review:  To secure payment, your medical record may be reviewed by a representative of 
your employer, insurance company, or third-party payor.  I, as a patient and/or responsible party hereby 
authorize any representative of The Hearing & Balance Center, Inc. to release any and all information about 
this claim to any person or organization including, but not limited to, insurance carriers and employers. 
Medicare Patients Only: I certify that the information given me applying for payment under Title XVII of 
the Social Security Act is correct.  I authorize any holder of medical or other information about me to release 
to the Social Security Administration and/or the Medicare Program or its intermediaries or carriers or the Peer 
Review Organizations any information needed for this or a related Medicare claim.  I request payment of 
authorized benefits to be made on my behalf. 
Medicare- Acknowledgment of Receipt:  My signature only acknowledges my receipt of this important 
message from Medicare and The Hearing & Balance Center and does not waive any rights to request a review 
or make me liable for any payment. 
 
Consent for Treatment?       _____   YES _____  NO  
 
Have you been given a copy of HBC’s Notice of Privacy Practices? _____   YES _____  NO 
 
Given “Statement of Patient Rights” under Ohio Law?  _____   YES _____  NO 
 
Given Important Message from Medicare?    _____   YES _____  NO 

 
 
 
             _________________________________    ________________    ___________________________________ 

                      Witness                  Date                       Signature of Patient or Representative 
 
 
_________________________________     ________________    __________________________________ 
         Authorized Representative     Date                                  Relationship to Patient 

 


