PATIENT INFORMATION FORM
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PATIENT NAME ____________________________________ HOME PHONE __________________


ADDRESS __________________________________________ BIRTHDATE ____________________


CITY ___________________________________ STATE ____________________ ZIP ____________


SOCIAL SECURITY # ______________________________ CIRCLE:   MALE    FEMALE


EMPLOYER ________________________________________________________________________


ADDRESS __________________________________________________________________________


HOW WERE YOU REFERRED TO THIS OFFICE? ________________________________________





SPOUSE’S NAME _______________________ SS# ______________ BIRTHDATE ______________


SPOUSE’S EMPLOYER ____________________________________ PHONE ___________________


ADDRESS __________________________________________________________________________





COMPLETE IF PATIENT IS UNDER 18 YEARS OLD:


FATHER’S NAME ________________________________ BIRTHDATE _______________________


HOME PHONE ___________________________________ WORK PHONE _____________________


EMPLOYER ________________________________________________________________________


SOCIAL SECURITY # _____________________________


MOTHER’S NAME _______________________________ BIRTHDATE _______________________


HOME PHONE ___________________________________ WORK PHONE _____________________


EMPLOYER ________________________________________________________________________


SOCIAL SECURITY # _____________________________





RELATIVE/FRIEND NOT LIVING WITH YOU ___________________________________________


ADDRESS ________________________________________ PHONE __________________________





INSURANCE INFORMATION:  WE SHALL BILL YOUR INSURANCE’S IF YOU COMPLETE THIS SECTION.  ALL CO-PAYMENTS AND REFERRALS ARE DUE AT THE TIME OF SERVICE AS STATED IN YOUR INSURANCE CONTRACT.  IF NO REFERRAL IS ON FILE, YOU MUST PAY FOR YOUR VISIT.  IF SELF-PAY, PAYMENT IS DUE AT THE TIME OF SERVICE.  IF PAYMENTS ARE NEEDED, PLEASE CONSULT THE BUSINESS OFFICE.





PRIMARY CARE PHYSICIAN _________________________________________________________


PRIMARY INSURANCE ___________________________________ PHONE ___________________


ID# ________________________________________ GROUP ________________________________


2ND INSURANCE _________________________ ID # _______________________ GROUP ________


PRIMARY CARRIER’S RELATIONSHIP TO PATIENT ______SELF _____OTHER________


IS THIS A WORK INJURY? YES ______ NO _______ DATE OF INJURY _____________________


EMPLOYER AT TIME OF INJURY ______________________ CLAIM # ______________________





I HEREBY AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO EAR, NOSE & THROAT ASSOCIATES, NORTHWEST AND/OR AUDIOLOGY ASSOCIATES.  I AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO PROCESS A CLAIM.  I ACKNOWLEDGE THAT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES NOT COVERED BY INSURANCE, MEDICARE OR MEDICAID.  PLEASE READ OUR PATIENT INIFORMATION BROCHURE.  I HAVE READ AND UNDERSTAND THE ABOVE STATEMENTS.





SIGNATURE _____________________________________________  DATE ____________________








