
DATE____________ 


PATffiNT______________________________________________________ 


Last First Middle 

AD DRESS_____________________________________________________ 

Street Cit~ State Zip 

DATE OF BIRTH________________AGE_______S.S.#___________ 

HOME PBONE________________ MALEfFEMALE 

WORK PHONE___________________ SINGLE / MARRIED / WIDOW/OTHER 

CELLPHONE____________________ 

EMPLOYER NAME __________________________________________ 

POLICY HOLDER_______________________D.O.B.__/__/_ _ 
Mother / Fatber / Spouse 

S.S.#__ ________ of policy holder 

INSURANCE INFORMATIO, 
Please present insurance infonnation to receptionist cbeck if uninsured _ _ _ _ 

MEDICAL HISTORY 

HEART DISEA E LUNG PROBLEM ASTHMA 
HYPERTENSION DIABETES ULCER 
RENAL OR LIVER PROBLEM BLEEDING DISORDER NOW PREGNANT 

OTHER:____________________________________________________ 

SURGERIES_ _________________________________________________ 

NLEDICATIONS:___________________________ 

DRUG ALLERGlES: ________________________ 

REFERRED BY:______________________ 

INSURANCE AUTHORIZATION AND ASSIGNMK T 

I HEREBY A.1J m OfUZE EAR NOSE & THROAT \lEDICAL -\SSOC[ATES TO fTRj\![S H IN FORJ\ L-\TIOl' TO INSURAJ'iCE 
C.-illRIERS AJ\'D TO :-\S Y OTHER HE.-\LTHC\RE PERSO:\EL ['\ \-OL \CED r.-: ,\ IY c.-\RE. CONCERj\iIl\G ivIY ILLNESS .-\?(D 
TREADIE'\T I CONSEr\T TO .--\.1" Y OFFICE EX."-.\ I OR PROC EDURE DI SC{I SSED BY lvlYSELF ,--\.1\'D THE PHYS ICIAl, 
DEElI lED NECESSARY IN \ 1Y TREA H IEl'T I HEREBY ASS[G"l THE PHYSIC[AN ALL PA Yl\lEV r S fOR ;v[EDlCAL 
SER VICES RE NDERED TO ~ IYSELr. I l !\DERST. \SD THAT [ AAI RESPONSIBLE !'OR ANY AAIOllNT NOT COVERED BY 
TH E [NSURA.l'iCE Cm- IPAJ'Y. [1" THE EVEl'iT IT IS ,\ECESSARY TO REFER l :;-.J PAlD ACCOl lNTS TO A COLLECTION 

.-\GENCY. OR ATIORl'iEY. COSTS OF Sl 'CH W[LL BE CH ARGED . I HAVE READ At~D UNDERSTAND THE 
NOTICE OF PRIVACY PRACTICES. 

SIGNATURE _ _____________________ 


