
THANK YOU FOR CHOOSING EAR, NOSE & THROAT PLASTIC SURGERY CENTER.  IN ORDER TO SERVE YOU PROPERLY 
WE REQUIRE THE FOLLOWING INFORMATION. ALL INFORMATION RECEIVED IS STRICTLY CONFIDENTAL. PLEASE 
PRINT.
***************************************************************************************************
TODAY'S DATE: ______________________

PATIENT INFORMATION

PATIENT NAME: _____________________________________________ DATE OF BIRTH: ______________ AGE: _________

ADDRESS: __________________________________________________ CITY: ________________  STATE:  ______________  

ZIP CODE: _____________           SEX: ______________     ETHNICITY:  ______________  EMPLOYER: _____________________

SOCIAL SECURITY NUMBER: _________________________________ MARITAL STATUS: _____________________________

CELL PHONE: ____________________       HOME PHONE: ____________________         ALT.  PHONE: ____________________ 

GUARANTOR INFORMATION (PARTY RESPONSIBLE FOR PAYMENT OF CHARGES)

GUARANTORS NAME: ____________________________________________ DATE OF BIRTH: _______________________ 

ADDRESS: __________________________________________________ CITY: ______________________________________

STATE: __________ ZIP CODE: _____________          SEX: ______________        EMPLOYER: ______________________

SOCIAL SECURITY NUMBER: _________________________________ MARTIAL STATUS: _____________________________

CELL PHONE: ____________________       HOME PHONE: ____________________         ALT. PHONE: ____________________ 

EMERGENCY CONTACT

NAME: _________________________________________      PHONE: _____________________   RELATION: __________________

PRIMARY CARE PHYSICIAN

NAME: _________________________________________      PHONE: _____________________ 

INSURANCE INFORMATION

PRIMARY INSURANCE: _________________________________ PHONE: ___________________________________ 

SUBSCRIBER: ________________________  ID#: __________________________________  GROUP#: ____________________

COPAY AMOUNT: _____________________________________ EMPLOYER: _________________________________________

DATE OF BIRTH: ____________________________ SOCIAL SECURITY NUMBER: ________________________________ 

SECONDARY INSURANCE: _________________________________ PHONE: ___________________________________

SUBSCRIBER: ________________________  ID#: __________________________________  GROUP#: ____________________

COPAY AMOUNT: _____________________________________ EMPLOYER: _________________________________________

DATE OF BIRTH: ____________________________ SOCIAL SECURITY NUMBER: ________________________________

OTHER INSURANCE: ____________________________ ID#: ________________________________________________

EMAIL: ____________________________________________________________________________________________________

PHARMACY: _______________________________________________________________________________________________

Video monitoring is conducted only in areas of our offices, such as but not limited to, entrance and exit doors,  lobbies, hallways and 

other open areas. 

We utilize a scribe transcription service based outside the United States. The scribe may be viewing & listening to your conversation 
& exam with your physician. By signing below you consent to sharing your information with the transcription/scribe service, for 
medical documentation.

Monitoring is not conducted in areas where employees and patients have a right to expect privacy, such as restrooms and treatment 
rooms.  Because we are sensitive to the legitimate privacy rights of our employees and patients, we make every effort to guarantee that 
all workplace monitoring is always done in an ethical and respectful manner.

Signature of Patient or Guardian: __________________________ DATE: _________
(SIGNATURE REQUIRED)
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Name: ___________________________________________________ Date: ______________________________

REASON FOR SEEING DOCTOR: __________________________________________________________________

FAMILY HISTORY:  (Has any blood relative had any of the following diseases?)

Please circle Who  Please circle Who
Cancer no yes  High Blood Pressure no yes
Tuberculosis no yes  Bleeding Problems no yes
Diabetes no yes  Hearing Loss no yes
Heart Trouble no yes  Malig. Hyperthermia no yes

PERSONAL HISTORY: (Have you ever had any of the following illness?)

Mumps no yes  Kidney Disease no yes
Chickenpox no yes  Liver Failure no yes
Scarlet Fever no yes  Gonorrhea or Syphilis no yes
Pneumonia no yes  Jaundice at Birth no yes
Heart Attack: When? _________ no yes  Hepatitis no yes
Angina no yes  Epilepsy or Seizures no yes
Heart Failure no yes  Migraine Headaches no yes
Stroke no yes  Tuberculosis no yes
Arthritis no yes  Diabetes- How Long? ________ no yes
Connective Tissue Disease no yes  Cancer- of What? _______________ no yes
Neck: Neuritis or Sciatica no yes  High Blood Pressure, Medicated no yes
Meningitis no yes  Nervous Breakdown or Disorder no yes
Enlarged Thyroid or Goiter no yes   Drug Abuse,  Past or Present no yes
Bleeding Disorders no yes   Asthma no yes
Anemia - Chronic or Current no yes   Emphysema no yes
HIV Infection/Exposure no yes   Enlarged Lymph Glands of Neck
Heart Murmur (i.e. mitral valve prolapse) no yes   or Elsewhere no yes

HABITS:
Alcoholic Beverages: Never_______ Barely _______ Moderate _______ Daily _______
Caffeinated Beverages: Never_______ Barely _______ Moderate _______ Daily _______

Tobacco: Cigarettes _______packs per day_____number of years:  Cigar _____ Pipe _____ Chewing Tobacco _____ Snuff _____ 
Prior Smoker? ____________________________ Quit, how long ago? ____________________________

Is the environment in which you work loud or noisy?  no yes
Have you been exposed to any loud or unusual noises?  no yes
Are you exposed to chemicals or have you been?  no yes
Have you been in the military service?  no yes

CURRENT MEDICATIONS: (List all including aspirin, hormones, diet pills, etc)

ALLERGIES: (Medications, foods, etc)
YES  or NO  (Please list them)

SURGERY: 
YES  or   NO  (List all operations)

HOSPITALIZATIONS: (What illnesses have you been hospitalized for?)

DO YOU CURRENTLY USE A CPAP MACHINE? YES  or  NO

ARE YOU CURRENTLY PREGNANT? Yes No

If you are currently pregnant please verbally tell your physician as this may 
affect your treatment options.

Additional medical problems not noted above:

Signature of Patient or Guardian: __________________________ DATE: _________ 
(SIGNATURE REQUIRED) 2/7



A. We currently have an enormous number of patients with outstanding balances.  Therefore,
our accounting department has implemented a 7%monthly interest rate for all account
balances not paid within 30 days.

B. Please note that due to unforeseen circumstances you may not be seen at your scheduled
appointment time.  This may result in prolonged wait times. We understand that your time
is valuable.  Please feel free to reschedule your appointment for a later time if you desire
to do so.

C. I understand that I have been given the opportunity to read and/or receive a copy of Ear,
Nose & Throat Plastic Surgery Center's privacy practices/HIPAA rules.

D. MEDICAID PATIENTS ONLY: I understand that Medicaid pays for only 12 office
visits per calendar year.  I understand that I will be financially responsible for any visits in
excess of these 12 visits.

E. HEARING AID PATIENTS: At this time I have not made a decision to purchase hearing
aid(s). I have been made aware if any hearing aid(s) orders are placed over the phone, and
I cancel the order after it has been placed, there is a minimum $250 non-refundable
deposit fee (per hearing aid).

F. EAR, NOSE AND THROAT PLASTIC SURGERY CENTER WILL BILL YOUR
SECONDARY  INSURANCE CARRIERS FOR YOU IF COMPLETE ACCURATE
INFORMATION IS PROVIDED  AT THE TIME OF THE INITIAL
APPOINTMENT ONLY.
SINCE YOUR  AGREEMENT WITH YOUR INSURANCE CARRIER IS A
PRIVATE MATTER, WE DO NOT ROUTINELY RESEARCH WHY AN
INSURANCE CARRIER HAS NOT PAID.  IF AN INSURANCE CARRIER HAS
NOT PAID WITHIN 60 DAYS OF BILLING, FEES OR ANY BALANCES ARE
DUE AND
PAYABLE IN FULL BY YOU.  WE WILL FURNISH YOU WITH APPROPRIATE
PAPERWORK SO THAT YOU MAY THEN SEEK REIMBURSEMENT FROM
YOUR CARRIER.

G. By signing below I acknowledge and understand the No Show Fee Police for Ear, Nose &
Throat Plastic Surgery Center. I understand I will be charged a $50.00 no show fee if I fail
to cancel my appointment within 24 hours prior to the appointment or do not show to my
appointment.  I understand if I no show a procedure there is a $100.00 fee. I understand
these fee must be paid before I am able to schedule another appointment.

H. By signing below I acknowledge and consent to Ear, Nose and Throat Plastic Surgery
Center et al,charging a $1.00 convenience fee for credit card transactions under $50.00
and charging a $3.00 convenience for credit card transactions over $50.00.

BY SIGNING BELOW I AM STATING THAT I FULLY UNDERSTAND THE 
ABOVE INFORMATION.
Signature of Patient or Guardian: _____________________ Date: ________     3/7



ACCESS BY INDIVIDUALS TO THEIR PROTECTED HEALTH
INFORMATION

Effective Date: January 2004

Access to Your PHI: You have the right to review and copy your PHI we maintain.  All requests 
to access your PHI must be made in writing.  The designated privacy officer will respond to 
your request and tell you when and where you can review your PHI in our possession.  Please 
contact us during our normal business hours and bring a valid government approved form of 
identification.  If you would like a hard copy of the information we have please write to the 
office or come in to sign a records release with the designated privacy officer.  Please allow 30 
days.  If you are requesting a copy, please note that we will an administrative fee for postage and
copying of your PHI to the extent permitted by applicable state law.  If your file contains 
medical records from an outside physician or facility, those files will also be made available but 
you will incur an additional certification fee.  All fees shall be collected in advance or your 
request may be delayed.  If we deny your request for review or copy of your PHI, we will 
explain it to you in writing.  If we do not have your PHI, but know who does, we will tell you 
whom to contact.

Please note the following disclaimer, we do not accept responsibility for any errors or 
mistakes in the medical records received from an outside entity.  Should you have any 
questions or concerns regarding those files, please contact the original entity that provided 
the care.

Notice:
Ear, Nose & Throat Plastic Surgery Center is doing business as Ear, Nose & Throat Plastic 
Surgery Center Sinus & Allergy Center.

Notice:
We utilize a live remote transcription service off site from our office. The scribe maybe viewing & 
listening to your conversation & exam with your physician. By signing below you consent to 
sharing your information with the transcription service, for your chart medical documentation.

Signature Of Patient or Guardian: _________________________ Date:__________
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INFORMATION SHEET

72 HOUR NOTICE IS REQUIRED FOR PROCESSING 
MEDICAL RECORDS

THE PATIENT IS RESPONSIBLE FOR:

1. Contacting the PCP and requesting a REFERRAL.
2. Providing the Medical Records Department with the needed               information to obtain

copies of Medical Records.
3. Authorize release of medical records.
4. Picking up any X-rays, CT scans, MRI's, and any other films.
5. Making sure that the specialist you are being referred to is covered under                   your

Insurance Plan.  (You may contact your member services by using  the number 
listed on the back of your Insurance card if you are unsure.)

6. Payment for all services is due at the time of services rendered.
7. Failure to comply with the requested information may cause your                 appointment to

reschedule.
8. Notice: Ear, Nose & Throat Plastic Surgery Center is doing business as Ear, Nose &

 Throat Plastic Surgery Center Sinus & Allergy Center.
9. Notice: We utilize a scribe transcription service based outside the United                 States. The 

scribe may be viewing & listening to your conversation & exam with your
physician. By signing below you consent to sharing your information with the 
transcription/scribe service, for medical documentation.

Patient Signature: _________________________ Date:__________
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 with an in-
office 
review 
within four 
weeks of 
said testing. 
You further 

10. By affixing your signature below, you acknowledge that any diagnostic testing or
laboratory work conducted by or on behalf of the Ear, Nose, and Throat Plastic 
Surgery Center or its representatives must be followed up with an in-office review 
within four weeks of said testing. You further agree to attend any scheduled  
appointment within this timeframe, and if no appointment has been scheduled, you 
are obligated to promptly arrange one within the same four-week period following 
testing. By signing below, you affirm your understanding of your sole responsibility 
for ensuring proper follow-up and agree to absolve and hold harmless the Ear, Nose, 
and Throat Plastic Surgery Center, its physicians, and employees from any legal or 
financial liability arising from your failure to comply with follow-up procedures.



DISCLOSURE
Ear, Nose & Throat Plastic Surgery also, doing business as, D.B.A as Advanced Audiology and Hearing Aid Center
Ear, Nose & Throat Plastic Surgery also, doing business as, D.B.A as Advanced Hearing Aids Center
Ear, Nose & Throat Plastic Surgery also, doing business as, D.B.A as Ear, Nose & Throat Plastic Surgery Center Sinus & 

Allergy Center
Notice: We utilize a scribe transcription service based outside the United States. The scribe may be viewing & listening to your 
conversation & exam with your physician. By signing below you consent to sharing your information with the 
transcription/scribe service, for medical documentation.

FINANCIAL LIABILITY
I understand that I am financially liable for my services that are rendered by Ear, Nose and Throat Plastic Surgery Center.  I understand 
that the office will file my insurance on my behalf.  I give permission to Ear, Nose and Throat Plastic Surgery Center to render 
medical care to me.  I understand that even though I have insurance coverage, I will be responsible for any amount of the bill that is 
not covered by my insurance company.  In the event that my condition is a pre-existing condition, I understand that I am financially 
liable for this bill.  I understand that I will follow the protocol set up by my insurance company and will obtain any necessary referrals.  
If this is not done within the insurance company's guidelines, I understand I will be financially liable for this bill.  I understand that I 
will not be seen without a current valid referral if this is a requirement of my insurance plan.  I understand that if I choose to be seen 
without a required referral I will be considered a self-pay patient.  I understand that it is my responsibility to make sure all necessary 
pre-certifications or prior authorizations are done prior to the services being rendered.

NO SHOW POLICY

By signing below I acknowledge and understand the No Show Fee Police for Ear, Nose & Throat Plastic Surgery Center. I understand I 
will be charged a $50.00 no show fee if I fail to cancel my appointment within 24 hours prior to the appointment or do not show to my 
appointment.  I understand if I no show a procedure there is a $100.00 fee. I understand these fee must be paid before I am able to 
schedule another appointment.

SELF-PAY AND COSMETIC PATIENTS
You are responsible for payment in full prior to the services being rendered.

WORKER'S COMPENSATION
You are responsible for assisting us in obtaining authorization from your case manager or adjuster for all services rendered.  We will 
bill your employer or worker's compensation insurance plan.  You are only responsible for payment if your claim is controverted.

MEDICARE PATIENTS
I understand that Medicare will not make a coverage decision unless I receive these services and the claim is submitted to Medicare for 
them.  I understand that you may bill me for services and that, under State law,  I might have to pay for services while Medicare is 
making its decision.  If Medicare decides that it will not pay for my services, I will have the right to appeal the decision.  If Medicare 
decides not to pay for the services, Medicare will tell me how to make my appeal.  Please note Federal Law requires us to collect your 
yearly deductible and co-insurance amounts.  If you have a secondary insurance we will bill your secondary insurance for any 
deductible or co-insurance after Medicare pays.  Please note your secondary insurance may also have a yearly deductible and co-
insurance amount, in this case you will be responsible for that balance.  If Medicare denies payment, I agree to be personally and fully 
responsible for payment.

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION
I authorization Ear, Nose and Throat Plastic Surgery Center to furnish to any source from which I claim benefits in the payment of my 
medical bill, when needed, such information from any medical record as may be reasonably necessary to establish my claim for 
benefits.  I also authorize Ear, Nose and Throat Plastic Surgery Center to release any information necessary to the physicians, 
facilities, or hospitals involved in my care.  This release shall not be revoked after services have been provided.

PAY INSURANCE ASSIGNMENT TO BENEFITS
I hereby assign payment directly to Ear, Nose and Throat Plastic Surgery Center of the group benefits herein specified, including any 
major medical benefits payable and otherwise payable to me.  I understand I am financially responsible to Ear, Nose, and Throat 
Plastic Surgery Center for charges not covered by this authorization.

CREDIT CARD CONVENIENCE FEE
By signing below I acknowledge and consent to Ear, Nose and Throat Plastic Surgery Center et al,  charging a $1.00 convenience fee 
for credit card transactions under $50.00 and charging a $3.00 convenience for credit card transactions over 
$50.00.

By signing below I understand and agree to the terms as outlined above.
Signature of Patient or Guardian: ________________________ Date: ____________ 6/7



ARBITRATION AGREEMENT 

Article 1: Agreement to a Binding Arbitration for Any And All Claims: It is understood and agreed that any and all claims, disputes, 
or controversies arising out of or in any way relating to medical or any other services rendered for any condition, including, but not limited to, medical 
malpractice, wrongful death, negligence, emotional distress, incompetently performed services, whether any medical services rendered under this 
contract were unnecessary, unauthorized, or improperly, negligently, or incompetently rendered, any dispute arising out of the diagnosis, treatment, or 
care of the 
(patient/enrollee), loss of consortium, including the scope of this arbitration clause and the arbitrability of any claim or dispute, against whomever made 
(including, to the full extent permitted by applicable law, third parties who are not signatories to this agreement), any dispute regarding the making, 
execution. validity, enforceability, voidability, unconscionability, severability, scope, interpretation, preemption, waiver, or any other defense to 
enforceability of this Agreement shall be resolved by binding arbitration by the American Arbitration Association, under the Code of Procedure then in 
effect This Agreement is also intended to bind any children of the patient whether born or unborn at the time of the occurrence, giving rise to any claim. 
Any award of the arbitrator( s) may be entered as a judgment in any court having jurisdiction. In the event a court having jurisdiction finds any portion 
of this agreement unenforceable, that portion shall not be effective and the remainder of the agreement shall remain effective. 

Article 2: Procedures and Applicable Law: A demand for arbitration must be communicated in writing to all parties. Each party shalJ 
select an arbitrator (party arbitrator) within thirty days and a third arbitrator (neutral arbitrator) shall be selected by the arbitrators appointed by the 
parties within thirty days thereafter GA § 9-9-1 or applicable statute. The neutral arbitrator shall then be the sole arbitrator and shall decide the 
arbitration. Each party to the arbitration shall pay such party's pro rata share of the expenses and fees of the neutral arbitrator, together with other 
expenses of the arbitration incurred or approved by the neutral arbitrator, not including counsel fees, witness fees, or other expenses incurred by a party 
for such party's own benefit. Either party shall have the absolute right to bifurcate the issues of liability and damage upon written request to the neutral 
arbitrator. The parties consent to the intervention and joinder in this arbitration of any person or entity that wouJd otherwise be a proper additional party 
in a court action, and upon such intervention and joinder any existing court action against such additional person or entity shall be stayed pending 
arbitration. The parties further agree that the Commercial Arbitration Rules of the American Arbitration Association shall govern any arbitration 
conducted pursuant to this Arbitration Agreement. 

Article 3: Consolidation of Chlims: All claims based upon the same incident, transaction or related circumstances shall be arbitrated in 
one proceeding. A claim shall be waived and forever barred if(l) on the date notice thereof is received, the claim, if asserted in a civil action, would be 
barred by the applicable legal statute oflimitations, or (2) the claimant fails to pursue the arbitration claim in accordance with the procedures prescribed 
herein with reasonable diligence. 

Article 4: Volunury Agreement: You acknowledge that you voluntarily enter into this binding arbitration agreement. In the event you 
refuse to enter into this Agreement you will still be provided medical services, and/or you may obtain treatment from another medical facility. 

Article 5: Capacity to Contract: At the time I read and signed this Agreement I acknowledge and agree that l am of sound mental 
capacity to read, understand, comprehend, and enter into this Agreement. I acknowledge that I am not currently on any medications, drugs, alcohol, or 
any other mental, physical, and/or emotional condition that would impair or affect my ability to read, understand, comprehend, and enter into this 
Agreement. In addition, I acknowledge that l am not currently having any medical emergency at this time. 

Article 6: Authority to Enter Agreement: I acknowledge and agree that I have the legal authority to enter into this agreement. In the 
event I am entering this agreement on behalf of another person, I specifically represent that I have the consent and the legal authority to enter into this 
agreement on their behalf, including that I have a power of attorney to enter into this Agreement on behalf of another person if required by law. 

Article 7: Severability: If any term of provision of this Agreement or the application thereof to any person or circumstances shall. to any 
extent, be invalid or unenforceable, the remainder of the Agreement or the application of such term or provision to persons or circumstances other than 
those at to which it is held invalid or unenforceable, shall not be affected thereby, and each term and provision of this Agreement shall be valid and be 
enforced to the fullest extent permitted by law. 

Article 8: Entire Agreement: This Agreement encompasses the entire agreement between the parties, and supersedes all previous 
understandings and agreements between the parties, whether oral or written. The parties hereby acknowledge that said parties have not relied on any 
representation, assertion, guarantee, warranty, collateral contract or other assurance, except those set out in this Agreement, made by or on behalf of any 
other party or any other person or entity whatsoever, prior to the execution of this Agreement. 

Article 9: Acknowledgement of Understanding: By signing this Agreement, the undersigned parties confirm that each of them has read 
and understood this Agreement and I understand that each has waived his/her or its rights to a trial, before a judge and/or jury, and that each of them 
voluntarily consents to all of the terms of this agreement ofmy own free will and not under any duress. 

,n 

PATIENT NAME (PRINT): ___________________________

PATIENT SIGNATURE: _________________________  DATE: ______________
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