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PATIENT INFORMATION


PATIENT NAME:  ________________________________________________________________________________________



LAST                                                               
FIRST 

                            MIDDLE
ADDRESS:          _______________________________________________________________________________________________
ZIP CODE:   ___________________________       CITY:  ______________________________________________________________                       

STATE:  _________________________________________________

HOME PHONE #:  (_______) _______-________  
 WORK PHONE #:  (_______) _______-________  
     
           

EMAIL ADDRESS:  _________________________________________________

DATE OF BIRTH:   __________/__________/____________SOCIAL SECURITY NUMBER:  ______-_____-______________

MARITAL STATUS: (circle one)      SINGLE        MARRIED
      DIVORCED        WIDOWED        OTHER

SEX:    (circle one)     FEMALE       MALE
PATIENT RELATIONSHIP TO THE RESPONSIBLE PARTY:     (circle one) 

SELF            SPOUSE          CHILD                OTHER             

PRIMARY CARE PHYSICIAN: ____________________________   REFERRED BY:  _______________________________

PATIENT(S EMPLOYER INFORMATION:




                                              

COMPANY:   ___________________________________________________________________________________________
CITY:  ______________________________________   Phone Number:  __________________________________________    

ACCIDENT INFORMATION:   DATE OF ACCIDENT: __________________________ WORK RELATED? ___________________

AUTO:  ___________ OTHER: _________________

IN CASE OF EMERGENCY PLEASE CONTACT:

NAME:_________________________________________________________________

ADDRESS: _____________________________________________________________

PHONE NUMBER:  ____________________________
 


                 

RELATIONSHIP:    ____________________________
RESPONSIBLE PARTY INFORMATION
RESP. PARTY NAME:                                                     




LAST                                                               
FIRST 

                            MIDDLE
ADDRESS:          ________________________________________________________________________________________________
DATE OF BIRTH:   __________/__________/____________
               SEX:   (circle one)         FEMALE            MALE      

HOME PHONE #:  (_______) ___________-_____________________  

WORK PHONE #:  (_______) ___________-_____________________

SOCIAL SECURITY NUMBER:  ____________ - ____________ - _________________

RESPONSIBLE PARTY’S EMPLOYER INFORMATION:

                                                                  

COMPANY:   ___________________________________________________________________________________________

CITY:  ______________________________________   Phone Number:  ______________________________________    

INSURANCE INFORMATION
PRIMARY INSURANCE COMPANY: ________________________________________________________________________
ADDRESS:  ____________________________________________________________________________________________        

PHONE: _____________________________
CONTRACT (ID#) NUMBER:  _________________________________                                                           

SUBSCRIBER(S NAME:   ________________________________________________

PATIENT RELATIONSHIP TO SUBSCRIBER:  (circle one)       SELF        SPOUSE         CHILD
OTHER

GROUP NAME:  _______________________________________________________________________________________                                                                     

GROUP NUMBER:  _____________________________________________________________________________________

COPAYMENT AMOUNT:  $ __________________________________                                                                    

INSURED’S DATE OF BIRTH:  _________/____________/______________

SECONDARY INSURANCE COMPANY: ______________________________________________________________________
ADDRESS:  ____________________________________________________________________________________________                      

PHONE: _________________________________

CONTRACT (ID#) NUMBER:  _________________________________                                                             

SUBSCRIBER(S NAME:   __________________________________________________________________
PATIENT RELATIONSHIP TO SUBSCRIBER:  (circle one)       SELF        SPOUSE         CHILD
OTHER

GROUP NAME:  ___________________________       GROUP NUMBER:  ________________________________                                        

COPAYMENT AMOUNT:  $ __________________________________                                                                    

INSURED’S DATE OF BIRTH:  _____________/____________/_____________

WE APPRECIATE THE OPPORTUNITY OF SERVING YOU.

WE PLEDGE TO GIVE YOU OUR VERY BEST MEDICAL CARE.
OFFICE POLICY ON PAYMENT:

It is our policy to require payment of all office charges at the time they are given for patients who do not have insurance.   

INSURANCE POLICY:
Insurance provides for your reimbursement on allowed medical charges.  We will be happy to submit to most insurance carriers, if you have provided us with policy numbers, address, place of employment and any other pertinent information.  You are responsible for all deductibles and charges not covered by insurance.  Please understand that we cannot, as a third party, become involved in prolonged insurance negotiations, this is your responsibility.

I authorize the release of any medical information necessary to process any claim.  I permit a copy of the authorization to be used in place of the original.  This authorization may be revoked by either me or my insurance company at any time in writing.

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS:
I authorize the release of any medical information necessary to process claims and I permit a copy of this authorization to be used in place of an original.  I understand that this medical information may be used for any of the following purposes:  diagnostic, insurance, legal, and at times when the Doctor deems it necessary in order to ensure the best medical care on my behalf.  I further understand that any person(s) that receive these medical records will not release any of the medical information obtained by this authorization to any other person or organization without a further authorization signed by me for release of the information.

I hereby authorize Everyone’s ENT & Sinus Center to apply for benefits on my behalf for covered services and request that payment from my insurance company be made directly to Christine Gilliam M.D., P.A.

I certify that the information I have reported with regard to my insurance coverage is correct.  I understand that I am responsible for payment of all medical services rendered.  Any checks sent to me by my insurance company will be forwarded to Christine Gilliam M.D., P.A. to apply to my account, should a balance exist.  

I have read the above and accept financial responsibility in full for this account.

SIGNED: __________________________________________ DATE: _______________


                 Patient, Parent, or Guardian
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Advanced Beneficiary Notice Diagnostic Procedures

It is the goal of the Physicians at Everyone’s ENT & Sinus Center to offer you the best treatment plan based on the most accurate diagnosis.  To obtain the diagnosis, our Doctors may recommend procedures or tests to be performed during your visit.  

These procedures/tests may include but are not limited to:

· Nasal Endoscopy –an in-office surgical procedure using a sterile small camera to examine the nasal cavity.

· Laryngoscopy – an in-office surgical procedure using a sterile small camera to examine the larynx (throat).

· Comprehensive Hearing Tests

Depending on your insurance company’s rules and regulations, you may be financially responsible for some or all of the cost of these procedures.  These procedures are billed as Surgery charges, but there is no surgery involved.  It can be a bit confusing when you get your bill.  

    

I understand that my co-pay is for a routine office visit.  Additional diagnostic procedures (billed as office surgery) and tests are not included in a routine office visit and will result in additional charges.  I will assume financial responsibility for charges that may be billed to me as a result of any diagnostic procedures/tests performed.  Depending on my specific benefit plan the procedure/test charges may be applied to an annual deductible or coinsurance.

Printed name of patient






Date

Patient’s Signature or Legal Guardian




Date
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Christine Gilliam M.D.

Receipt of Notice of Privacy Practices Written Acknowledgement Form

I, _______________________________________, have received a copy of 

                               (Patient Name Printed)

Everyone’s ENT & Sinus Center’s Notice of Privacy Practices.  

*________________________________________      __________________

                            Signature of Parent or Guardian




Date

Everyone’s ENT & Sinus Center

Here at Everyone’s ENT & Sinus Center we are trying to keep you informed as much as possible.  Email is one way we have found many people enjoy getting notifications along with newsletters.  We also offer requesting appointments on our website and can send you confirmation by email.  If you would be interested in this option, please fill out the information below.

Please enter your name and e-mail address and we’ll place you on the list.

First Name:
____________________________________________

Last Name:
____________________________________________

E-Mail:

____________________________________________

If you choose not to sign up at this time, you can sign up later at www.EveryonesENT.com.

How Did You Hear About Us?

____
Another Physician:     Dr. _________________

____
A patient of Dr. Gilliam   Patient Name: ________________________

____
I am a former patient of hers

____
My Insurance Company

____
Newspaper AD

____
Google of other Internet Search Engine

____
Other __________________________________________

Patient Name: ______________________________________________________

Thank You,

Christine Gilliam. M.D., P.A.
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PATIENT HEALTH HISTORY

Patient Last Name_____________________________First_______________________MI____________________

Date of Birth: __________________ 
 Reason for Visit: ___________________________________________

Primary Care Doctor: ____________
Referring Doctor:_______________   Pharmacy and City:__________

Are you taking ANY medication right now? (This includes prescription and over-the-counter medications)

          No            Yes      If yes, please list below.

	Medication
	Medication
	Medication

	
	
	

	
	
	

	
	
	

	
	
	


Are you ALLERGIC to ANY MEDICATION?         No           Yes   If yes, please list below.

	Name of Medication
	Type of Reaction

	
	

	
	

	
	


Are you allergic to Latex?

___No     ___Yes

Are you allergic to Lidocaine?
___No
___Yes

PAST HEALTH
Do you now or have you had any of the following problems?
    CANCER:  Type___________  Date: ______

Asthma 


  Yes or No


    Are you pregnant or trying to become pregnant?

Heart Disease
 
  Yes or No




Yes    or    No

High Blood Pressure
  Yes or No


Prior Heart Attack
  Yes or No


OTHER:_________________________________
Bleeding Disorder
  Yes or No 


_______________________________________

Facial Injury

  Yes or No


_______________________________________

Diabetes

  Yes or No


_______________________________________

AIDS/HIV positive
  Yes or No


_______________________________________

Snoring


  Yes or No


_______________________________________

SURGICAL HISTORY
Have you had any problems with anesthesia?        No              Yes

If yes, please list what sort of problems   _________________________________________________________

Have you ever had prolonged bleeding after surgery?   No      Yes

Have you ever had any of the following SURGERIES?    No       If YES mark any of the following you have had.

Ear Tubes ____________  
 Date:__________
Adenoidectomy_______________
    Date:_________

Ear Surgery ___________  Date:__________
Tympanoplasty _______________
    Date:_________

Mastoidectomy _______    Date:__________
Heart Bypass _________________
    Date:_________

Septoplasty __________    Date:__________
Heart Stent __________________
    Date:_________

Sinus Surgery _________   Date:__________
Tracheostomy _______________
    Date:_________

Thyroidectomy ________  Date:__________
Transplant Surgery ___________
    Date:_________
Tonsillectomy _________  Date:__________
Splenectomy ________________
    Date:_________
Other Surgery __________Date:__________

Do you currently smoke?     No
Yes
# of years________
Ave. Packs/Day ___________

Are you a former smoker?   No
Yes

Second hand smoke history:     ___None
___Currently exposed

Alcohol usage?  
           ___None
___Occasionally
___Daily

Is there a family history of:

Bleeding disorders
___No
___Yes
If yes, which family member ______________________

Allergies


___No
___Yes
If yes, which family member ______________________

Anesthesia Problems
___No
___Yes
If yes, which family member ______________________

MARK any problems you have or have recently had in the following areas:

Weight Gain:
_______________________________________________________________________________

Blurry Vision:
_______________________________________________________________________________

Gastrointestinal Symptoms:
_________________________________________________________________

Urinary Tract Symptoms:

_________________________________________________________________

Nosebleeds:
_______________________________________________________________________________

Excessive Scarring:
________________________________________________________________________

Bleeding Tendencies:
________________________________________________________________________

Other: __________________________________________________________________________________________________________________________________________________________________________________________
Patient or Guardian Signature: ____________________________________   Date:   ________________________
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CANCELLATION POLICY

Office visits have a 24 hour cancellation policy.  If you do not call 24 hours prior to your scheduled appointment to cancel or reschedule, you will be charged a $25.00 cancellation fee.

Surgery appointments have a 5 day cancellation policy.  If you do not call 5 days prior to your scheduled procedure to cancel or reschedule, you will be charged a $50.00 cancellation fee. 

I have read and understand the cancellation policy above.

Signature:
_______________________________ 

Date:  __________________










   		























	





				





		








