
Specializing in Hearing 
Evaluations, Hearing Aids 

and Assistive Listening 
Devices 

 
 
 
 
 
Eagle Highland Medical Building 
3850 Shore Drive, Suite 105 
Indianapolis, IN  46254 
(317) 243-2888 
 
SouthPlex Centre  
8523 Madison Avenue, Suite C 
Indianapolis, IN  46227 
(317) 888-4244  
 
Community Hospital North 
7250 Clearvista Parkway, Ste 260 
Indianapolis, IN 46256  
(317) 621-5713 
 
Community Hospital East 
Audiology Department 
1500 North Ritter Avenue 
Indianapolis, IN 46219 
(317) 355-5049 
 
Prestwick Pointe 
5250 E US Hwy 36, Suite 155 
Avon, IN  46123 
(317) 745-7849 
 
Community Hospital Anderson 
1601 Medical Arts Blvd., Suite 50 
Anderson, IN  46011 
(765) 298-4190 
 
Zeck’s Corner 
931 S Washington Street  
Kokomo, IN  46901 
(765) 453-0200 
 
Towne Square Plaza 
1113 16th Street 
Bedford, IN 47421 
(812) 275-7498 
 
359 S Landmark Ave 
Bloomington, IN 47403 
(812) 334-3919 
 
3700 N Briarwood Lane, Suite A 
Muncie, IN 47304 
(765) 282-0346 
 
 
 
 
 
 
 
 
 
 
 
 

 
Serving Indiana for 24 years 
www.hearingcenterinc.com 

 
 

RELEASE OF INFORMATION 
 
 

 
I hereby request and authorize ______________________________________________ to release 

medical information concerning: 

 
 
NAME: ______________________________________________________________________ 
 
ADDRESS:  __________________________________________________________________ 
 
CITY:  _____________________________       STATE:  ________ ZIP:  _______________ 
 
DATE OF BIRTH:  ______________________ 
 
 
Please release the following information: 
 
________________________________________________________________________________ 

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________ 

 
 
Please send this information to: 
 
FACILITY NAME:  __________________________________________________________ 
 
ADDRESS:  ________________________________________________________________ 
 
CITY:  _____________________________      STATE:  _________   ZIP:  _____________ 
 
PHONE:  ___________________________          FAX: ______________________________ 
 
 
Authorization must be signed by the patient or by a legal guardian for medical records to be 

released. 

 
 
 
____________________________________________ _______________________ 
      Patient/Guardian’s Signature           Date 


