Hear New Mexico

Policy Statements

Privacy Policy:
I understand that Hear New Mexico's Privacy Policy (HIPAA) is available to me and that | may have a copy.

Initial:

Authorization for Release of Information:

I authorize the release of information to my doctor or audiologist, physicians involved in my care, the
provider that referred me for care, as well as to my insurance company to process any insurance claims related
to any visits or care with Hear New Mexico.

Initial:

My protected health information may be disclosed to the following additional entities (i.e., family
members, partner, or friends):

Name: Relationship: Contact:
Name: Relationship: Contact:
Name: Relationship: Contact:

Communication:

I understand that as a part of my hearing health care, Hear New Mexico will need to contact me to remind me
of appointments, to discuss test results, provide instructions, or other information. I have indicated my
preferred method of contact on the intake form and will notify the clinic of any change in my contact
information (including mailing address).

Initial:

My signature below is confirmation that | understand and agree to the above listed policies:

Signature of Patient / Legal Guardian Date
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