ENT Associates of Central PA

R. Charles Hawells, il MD, FACS Robert 1. Caughey, MD
Nicole Young, PA-C, MPAS LeslieKrug, PA-C  Couriney Chamberiain, PA-C

_Patlent Reglstration Form

Patient Name : DateofBith: __ /. _/  Age Sex:M/F
Preferred Name: oA Social Security Number: e
Address : .

iy (Street)  {Gity/state/zip)
Primary Phone: (rele one) Cell / Home / Work
Secondary Phone;. __{Circle onej Cell / Home / Work
Email Address; :

Employer {if patient is a in?nur,,par;msorgua_rdtah's; employer):

Person Responsible for bill or Parent/Legal Guardian: {Comiplete only if different from patient)
Relationship to Patient(please " %i{ )Spouse, ( JParent, { JLegal Guardian {Pdperiworkmustbe pravided)

Guarantor Name;, : DateofBirth___/ 7 Sex:M /F
Social Security Number: i L Emall Address:
Information same as above:[ ] :
Address: : A
{street) ‘ {Gty/State/zip)

| Primary Phone: A : [Circle; one) Cell / Home / Work

MEDICARE AND,MEbiCAiD;.I tertify that the lnfdﬁnaﬂdﬁ.'ghién bymed:n applying for payment underthe Title VXl
of the Social Security Act is.correct, | authorize the holder of medical or other information about me to release to

: ,'the‘Soda't:.S’e'tulfty Administration or its intermediaries or carrier any information needed for this or 3 related

‘Medicare Claim, | request that the payment of authorized benefits be made on my behalf. [ assign the benefits

payable for physidan services to the physiclar or organization fumlsmrig.ﬂxg.semi_oes, or-authorize such physidan

or arganization to submita clalm to Medicare forpaymentto me,

Initial;
Due to HIPAA enactment. éegafdlng pa'tlent.mhﬂdahﬁalitv issues, we cannot give ‘or discuss information

pertaining to your health wi: anygne other than yourself, if you would like us to be able to discuss your
health with sameone else {Bxample: Spouse, Daughter, Son, etc.) please list their name(s) and relationship(s)

below: {This may be revoked at the patient’s request with written cansent)

o o Yook Initial : !

; Ihereby <cer7tffy that all of the above information s correct and true and will be reviewed. yeary with ENT
“Assoclates of Central PA, | can revoke orchange any of the above Information at any time with written consent.
Signature of Patient/ Legal Guardian: ' : v Date:




C ENT Associates of Central PA, PC

N 3341 Beale Avenue + Altoona, PA 16601 « Phone (814) 944-5357 , Fax (814) 946-8017

Associates [qf
Central Pennsylvania

PATIENT FINANCIAL RESPONSIBILITY POLICY AND DISCLOSURE STATEMENT
Your signature below forms a binding agreement between ENT Associates of Central PA, PC (the provider of medical services)
and the Patient who is receiving medical services or the Responsible Party for minor patients (patient under age 18).The
Responsible Party is the individual who is financially responsible for payment of all medical bills,

All charges for services rendered are due and payable at the time of service. We have contracts with many insurance
companies, and we will bill them as a service to you. As the Responsible Party, you are responsible for all payments if your
insurance company declines to pay for any reason.

The Patient and/or the Responsible Party:

*  MUST, at each office visit, inform ENT Associates of Central PA, PC (ENTACPA) of the current address and telephone
number for both the Patient and the Responsible Party

*  MUST present all current insurance cards prior to each office visit

*  MUST verify, at each visit, the name of your family physician and all other demographic information

*  MUST comply with the payment policy requirements outlined in PATIENT PAYMENT POLICY (Please see Patient
Payment Policy, Effective August 1, 2014)

*  MUST agree to pay a $35.00 fee for checks returned for insufficient funds

NOTE:

‘It is important to note that patients often require additional testing or surgical procedures including, but not limited to,
endoscopy, laryngoscopy, and tubes. As per the National Correct Coding Initiative, and our contracts with insurers, we are
required to submit a bill for these services SEPARATE from the office visit fee. The fees for these procedures are in ADDITION

We require a credit card to secure payments for any unknown balance that your insurance company may not cover. Once
ENTACPA receives an Explanation of Benefits (EOB) from your insurance, we will charge your credit care if there is any

outstanding balance that is owed. Your signature on this form is your authorization to process payments to the credit card
You provided. Balances greater than $300 patient will be charged a minimum payment of $100 per month until paid in full.
Non-Payment of Account:‘

All account balances must be paid, in full. Should co on proceedings become necessary to collect balances on overdue
accounts, The Patient will be terminated from the Practice. ENTACPA has the right to disclose to an outside collection
agency all relevant personal and account information necessary to collect payment for services rendered. The Patient, or the
Responsible Party, understands that they are responsible for all costs of collection including, but not limited to, all court
costs, attorney fees, and collection fees, if assessed to the outstanding balance.

As the Patient or the Responsible Party, your signature indicates that you have read, understand and accept the
terms and conditions in the Patient Financial Responsibility Policy and Disclosure Statement,

Print Patient’s Name:

Patient’s Signature: Date

Print Responsible Party’s Name:

Responsible Party’s Signature: Date

Mydowmens/omceforms/patlent forms/patientﬂnandaltespopsibilltypollcyanddlsclosuresntemcnt.4.29.2016




ENT ASSOCIATES OF CENTRAL PA

PATIENT HEALTH HISTORY
Patient Name : Date of Birth: fabenk Heght . - Welght: = -
Pharmacy (Include Location):
Reason for today’s visit:
Primary Care Physician: Referring Physician:

Have you ever been treated with chemo or radiation therapy? __ No ___Yes—When?

ARE YOU TAKING ANY MEDICATIONS NOW? __NO __YES PLEASE LIST BELOW AND INCLUDE DOSAGES D SEE LIST

B e —— RN “ eSS
Medication Dosage How Often Medication Dosage How Often

ARE YOU ALLERGIC TO ANY MEDICATIONS? ___ NO —YES PLEASE LIST BELOW AND | NCLUDE REACTION D SEE LIST

Medication Name Reaction Medication Name Reaction
HAVE YOU HAD ANY SURGERIES? — NO_YES PLEASE LIST BELOW AND INCLUDE DATES D SEE LIST
Type of Surgery Date Type of Surgery Date

HAVE YOU BEEN HOSPITALIZED FOR NON SURGICAL REASONS? —NO _YES PLEASE LIST BELOW AND INCLUDE DATES D SEE LIST

Reason Hospitalized Date Reason Hospitalized Date

DO YOU OR HAVE YOU HAD ANY OF THE FOLLOWING MEDICAL CONDITIONS: (Please check all that apply)
Heart Attack D Heart Disease D High Blood Pressure [

Diabetes D Stroke D Pneumonia D

Problems with Anesthesia D Please Explain:

Bleeding/ Clotting Problems [C]  Please Explain:
Other:

SIGNATURE OF PATIENT/ LEGAL GUARDIAN DATE




 ~ —

Spanish

=i

= = =
Ee—N— ]
Patient Health History
Marking Instructions
® Use only a number 2 pencil.
® Fill in the complete oval as shown below.
® Fill in date on the line when MM/YR is present.
Correct Mark @B Incorrect Marks ( ® (x
[ 1. Race (Mark Only One) 1
American Indian or ) Native Hawaiian or O e
Alaskan Native . = Other Pacific Islander 3
_Asian O Some Other Race £ | -
Black or Afncan American () White O L=
L Decline to State O j -
" 2. Ethnicity (Mark Only One)
Decline to State ) Not Hispanic or Latino O | wm
Hispanic or Latino - =
( 3. Preferred Language (Mark Only One)
English O =1

Name:

=
2

T334 30 NOUIFMIQ i

Date of Appt:

[ 6. Cancers (continued) Date Diagnosed
Skin — Malignant Melanoma MMIYR O
Skin Squamous Cell MM/IYR OO
Skin ~ Unknown Type MMIYR O
Stomach MM/IYR - O
Testicular MM/YR O
Throat MMIYR O
Thyroid MM/ r R C)

! Uterine MMIYR (O

" 7. Past Health History Date Diagnosed  ygq

[ 4. Preferred method of receiving office reminders (Mark Only One) | High Blood Pressure (Hypertension) %
Pregnant - Pregnanby Has Been Confirmed (D
Opt Out e ) Home Fax ) == Encephalopathy (@)
Home Phone - Work Fax L) | e Neuralgia O
V_VP"'S Phone - Mail - = Neuritis O
Mobile Phone ) Patient Portal Lo | Paralysis O
4 Other Phone ) | - Progressive Neurologic Disorder
> =3 Radiculitis
5. Food Allergies or Intolerances Intravenous Drug Abuse
Yes Yes Autoimmune Disorder
Eggs @) Yeast - Baker's £3 J mm | HIV Positive (Asymptomatic)
" 6. Cancers Date Diagrosed Yes | ('8 PastSurgeries Procedure Date.Yes
Bladder MM | YF ) = Colectomy — Total -)
Bone MM/ YR O | == Colonoscopy MMIYR O
Brain M (Y (| Hysterectomy -
Breast MM /Y O = Mastectomy — Details Unspecified
Cervical MM 7 Y ()| == Left Separate -
Colon MM / Y1 ) | =m Right Separate -
‘Esophagus MM / YR O | - Both at Same Time (-
Ewing’s Sarcoma MM/ YR - == Mastectomy — Modified Radical
Hodgkms Dlsease MM /Y# -] = Left Separate -
'Kaposi Sarcoma MM 7 Y C | Right Separate O
Kidney MM/ YF ) | =m Both at Same Time =
Larynx M Y - == Mastectomy —- Radical Yes
Leukemia M 7 YF I - Left Separate -
Liver YR - - Right Separate -
Lung MM/ YR - = Both at Same Time O
Lymphoma _ M/ YR | - Mastectomy — Simple Yes
~Multiple Myelorna MM /¥R C) | - Left Separate )
Ovarian VINE 7 Y - =) Right Separate £
Pancreas MM / YR | - Both at Same Time
‘Pheochromocytoma MM / YE | -
LR Vara e el ™ EXAMPLE TO FILL IN DATES
s ML YR | ™1 ifyou have had paralysis in December of 1990,
Reetum M /YR CJ | ==l il in the oval and write the date as shown below.
L Skin — Basal Cell MM { Y5 ) | - Paralysis n/9o @
2168482 2168482
LP3585 - MU ‘-- o - - - =5 -. - L -;;

Rev. 3121




4
9.

Mark any back injuries you have had:

. InjuryDate Yes
Thoracic injury of the back
Lumnbar injury of the back
Ruptured disc — L1-2
Ruptured disc - L2-3
Ruptured disc ~ L3-4
Ruptured disc — L4-5
Ruptured disc — L5-S1
Ruptured disc - $1-2
Ruptured disc -

Specific location unknown
Wound (gun shot) to back
Wound (stab wound) to back
Vertebral fracture ~ Lumbar
Vertebral fracture ~ Thoracic
Vertebral fracture —

Location unspecified

| 00000 000000000

10.

- Never received this vaccine

-

Immunizations Immunization Date
Diptheria — Tetanus — Pertussis (DTP)
MARK EITHER:

Completed series

OR

#4 of series

#5 of series if

00 OF

Haemophilus Influenza Type B Conjugate
Vaccine (HIB)
MARK EITHER:
Had series in past
OR

#2 of series

#3 of series
Booster

Hepatitis A (HAV)
#2 of series VWL Yt
Booster / X

OOF 000 OF

Hepatitis B Vaccine (HBV)
MARK EITHER:

Had the series

OR

#3 of series

it4 of series

Repeal series was administered
Booster

Influenza Vaccine

Has received this vaccine
Declined vaccine

OCOF 0000 OF

Measles ~ Mumps — Rubella (MMR)
MARK EITHER:

Completed the series

OR

First or only MMR vaccination
Second MMR vaccination

0F

00

-

10,

Immunizations (continued)
Pneumococcal Conjugate Vaccine (PCV)
(Pneumonia vaccine given as a child)

Booster 1AM

Pneumococcal Polysaccharide

Vaccine (PPV)

(Pneumonia vaccine given as an adult)
Primary PPV immunization
Revaccination

Polio — Inactivated Polio Virus (IPV)
MARK EITHER:

Completed the series fitl
OR

#3 of series Al

#4 of series {1

Rotavirus Vaccine
MARK EITHER:

Has received 2 or more doses
OR

#2 of series

#3 of series

Varicella (VZV)
MARK EITHER:

Has received 1 or more doses
OR

#1 or only immunization

#2

Immunization Date

Yes

00 F

OF

00 OF

~

O

00

00 OF

. Most Recent Diagnostic/Screening Tests

Test Date

Colonoscopy

Fecal Occult Blood Testing (FOBT)
Sigmoidoscopy — Flexible
Pap Smear

Mammography

000K ||

00

Current Smoking Status
(Mark one of the following)
Never smoked

Former smoker

Current every day smoker
Current some day smoker

0000 F |

4
j
-
e
-
i
"

Use of tobacco products in the past that
are no longer used.
{(Mark if applicable)

J

0







