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PATIENT INFORMATION
Patient Name:







    Birth Date: _______________Sex: ______


(Last)

 (First)

(MI)                  (Preferred)
Pharmacy: ____________________________________________ Pharmacy Address: ____________________________ ____
Patient’s Social Security Number: __________-_______-__________            Phone: __________________________           _
Address: ______________________________________________________    Work Phone: ____________________________

City: _______________________________ State:______ Zip____________    Cell Phone: _____________________________
Patient’s Employer: ______________________________________________   Email: _________________________________

Marital Status (Circle):       Single 
Married

Other: ____________________________
Usual ENT Provider (Circle One):
Denman      Farrell      Goebel      Luebke     Sewell      Sully      Stansifer 
Referring Doctor: _________________________________Primary Care Physician:__________________________________
ACCOUNT INFORMATION
Emergency Contact: ____
_________________________________________
Phone: 


___________

        

 (Name)




(Relationship)
Minor Patients:

Guardian/Parent 1  Name:  ______________________________________
DOB:__________________________

Address ______________________________________________           Phone:____________________________


  (if different from above)





 

Guardian’s Employer: ____________________________________
Work Phone:___________________________

Guardian/Parent 2  Name: ______________________________________
DOB:___________________________
Address:_______________________________________________________ 
Phone: ____________________________


 (if different from above)

Guardian’s Employer: _____________________________________
Work Phone: __________________________
Who should be listed as the guarantor on the patient’s account (person responsible for payment)? ______________________________________
POLICY HOLDER INFORMATION/GUARANTOR INFORMATION:
(Primary Policy)
*Primary Insurance Company:___________________________________*Patient Relationship to Policy Holder (Circle below):
*Primary Policy Holder’s Name: 





  Self 
Spouse       Child     Other:__________
*Policy Holder’s Birth Date: 


______*Member ID Number: 

____________
(Secondary Policy—not all patients will have a secondary insurance)
*Secondary Insurance Company: _________________________________ *Patient Relationship to Policy Holder (Circle below):

*Secondary Policy Holder’s Name: 
_____________________________
Self
 Spouse
      Child      Other:_________
*Policy Holder’s Birth Date: 


______*Member ID Number: 

____________
ADDITIONAL INFORMATION
Race (Circle One): ⁪ White   ⁪ Black   ⁪ Native American  ⁪ Asian/Pacific Islander   ⁪ Other   ⁪  Prefer not to answer

Ethnicity (Circle One):  ⁪ Hispanic   ⁪ African American   ⁪ Caucasian  ⁪ Other   ⁪ Prefer not to answer

Language Preference: ⁪ English   ⁪ Spanish   ⁪ Other __________________________
