
If you have questions about this form or want to learn more about the 
ClearCaptions service, please call us now at 888-870-8114. 
Completed forms can be returned to us as follows: 

By email:  Send to hcp@clearcaptions.com
By fax:  877-846-9122
By regular mail:  Send a printed copy to ClearCaptions, LLC, 

3026 Owen Drive, Suite 111, Antioch, TN 37013

ClearCaptions is available in the United States and its territories only. FEDERAL LAW PROHIBITS ANYONE BUT REGISTERED USERS WITH HEARING LOSS FROM USING 
INTERNET PROTOCOL (IP) CAPTIONED TELEPHONES WITH THE CAPTIONS TURNED ON. IP Captioned Telephone Service may use a live operator. The operator generates 
captions of what the other party to the call says. These captions are then sent to your phone. There is a cost for each minute of captions generated, paid from a federally 
administered fund. No costs are passed along to individuals who qualify for the service.

The submission of this form to ClearCaptions does not constitute any type of contractual and/or partner relationship between the provider/franchise and ClearCaptions 
nor does ClearCaptions offer any remuneration in exchange for a referral.

Client Information (individual with hearing loss):

First Name:	 Last Name:

Street Address:

City: State: ZIP:

Home Phone:							 Cell Phone:

Email:

Referred By:

Provider First Name:	 Provider Last Name:

Professional Title:

Company Name (if applicable):

Street Address:

City: State: ZIP:

Phone:

Email:

Patient Referral Form

© 2025 ClearCaptions, LLC. All rights reserved. 202501_2415

ClearCaptions is an Internet Protocol Captioned Telephone Service (IP CTS) provider that makes it 
possible for people whose hearing loss prevents them from using the phone to be able to SEE the 
words their callers say, both at home and on their mobile devices.  

As a health provider, I am recommending my patient/client for ClearCaptions’ IP CTS service, based 
on their hearing loss and need for captions to use the phone. Please reach out to 
them directly. 

Date: 

Audiologist Ear, Nose & Throat General Practice / Family Physician

Physician Assistant Nurse Practitioner Hearing Instrument Specialist

Geriatrician Pediatrician Other: 

Please check one:

Business Development
Manager: 
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