NEW PATIENT INFORMATION

DATE

NAME

LAST FIRST MIDDLE INITIAL

ADDRESS

CITY STATE ZIP CODE

PHONE WK PHONE CELL PHONE

MARITAL STATUS SEX M F SPOUSES NAME

SS# AGE DOB

EMPLOYER OCCUPATION

' BUSINESS ADDRESS

BUSINESS PHONE

INSURANCE COMPANY ID#

POLICY HOLDER GROUP #

POLICY HOLDER SS# DOB

EMPLOYER OCCUPATION

ALL PROFESSIONAL SERVICES RENDERED ARE CHARGED TO THE PATIENT. NECESSARY FORMS WILL BE COMPLETED TO
HELP EXPEDITE INSURANCE CARRIER PAYMENTS. {F YOU ARE COVERD BY AN HMO/PPO PLAN, IT IS YOUR RESPONSIBILITY
AS THE INSURED / PATIENT TO SEEK PROFESSIONAL CARE WITH A PARTICIPATING PROVIDER WITHIN YOUR PLAN. THE
PATIENT (OR GUARDIAN) 1S RESPONSIBLE FOR ALL FEES, REGARDLESS OF INSURANCE COVERAGE

I HEREBY GIVE OHIO VALLEY HEAD AND NECK SURGERY PERMISSION TO TREAT MYSELF OR MY DEPENDENT(S), AND |
AUTHORIZE VALLEY HEAD AND NECK SURGERY TO FURNISH ANY MEDICAL INFORMATION NECESSARY FOR INSURANCE
CLAIM SUBMISSION AND/OR PAYMENT. | UNDERSTAND THAT | AM REPONSIBLE FOR ANY REMAINING FEES NOT COVERED
BY INSURANCE

I AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO VALLEY HEAD AND NECK SURGERY FOR SERVICES DESCRIBED HEREIN.

REGARDLESS OF MY INSURANCE BENEFITS, IF ANY, | UNDERSTAND THAT { AM FINANCIALLY RESPONSIBLE FOR THE FEES
FOR SERVICES RENDERED

PATIENT SIGNATURE : DATE

GUARANTOR'’S SIGNATURE DATE




*+++++]N CASE OF AN EMERGENCY WHOM SHOULD WE NOTIFY?

PHONE 2NP PHONE #

MAY WE DISCUSS YOUR MEDICAL INFORMATION WITH ANY MEMBER OF YOUR FAMILY?

NO YES

IF YES, PLEASE LIST NAME(S) OF PERSON(S) YOU AUTHORIZE TO RECEIVE INFORMATION
REGARDING YOUR CONDITION:

ON OCCASION, WE MAY NEED TO CALL YOUR HOME TO LEAVE INFORMATION REGARDING
RESULTS OF ANY TREATMENTS OR TESTS PERFORMED. IF YOU HAVE AN AMSWERING
MACHINE AT HOME, MAY WE LEAVE ANY INFORMATION ON YOUR ANSWERING MACHINE?

YES NO

PHARMACY NAME

PHONE #
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