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********************************************ADULT PATIENT INFORMATION ************************************
Name: _________________________________________ ______________ _____________________________________________

                                  First                                           Middle Initial                              Last                        Nick Name
Address
















City: ________________________________________________________________    State:______________      Zip: ____________  

Home Phone #: _________________________     Cell Phone #: ______________________ Work Phone #: _____________________

Preferred Communication: cell/ home/ work

Date of Birth: __________________  Circle one:  Male / Female ;          Circle one: Married / Single / Divorced / Widowed 
Race: ________         Language:_____________               Religious affiliation : 






Social Security #: ____________________________        E-mail address: _________________________________________________
Employer: 
   Occupation: _________________________________________
Primary Care Physician: ______________________________AND Practice Name: _____________________________________⁭NONE
IF Referred:  Referring Provider: 
 And Practice Name:





*******************************************EMERGENCY CONTACTS********************************************

Emergency Contact Name 


   Home Phone:





Cell Phone:  ____________________________________DOB:_____________________Relationship:_________________________ 

******************************************BILLING INFORMATION ********************************************

Guardian /Person Responsible for Bill: 










Address









Home Phone #: _____________________________________

Work Phone #: ______________________________________

****************************************** INSURANCE INFORMATION **************************************

Insurance Company: ____________________________________________________________________________________________

Policyholder’s Name: _______________________________________________ Policyholder’s DOB: __________________________

(This is the person with whom the insurance is purchased through their work)

Policyholder’s SS #: _____________________________ Policyholder’ Employer: __________________________________________   

**************************************************************************************************************

reason for visit:










drug allergies:










medication:










pharmacy name & number:










**************************************************************************************************************

HOW DID YOU FIND OUT ABOUT MANN ENT?

Primary care physician                      Internet                                 Wellness article                                Yellow pages   
                      Insurance book                                  TV Commercial                    Walk-in                                     Cary News                                                                             
Patient Referral: ___________________________________________     Another doctor:  




        
 Chart # 



Patient’s Name:

Disclosure: By signing this document I am stating that I have been given a copy of the Mann ENT HIPAA form.  I also have the opportunity to authorize others to access my information according to the HIPAA.
I,







, give permission to Mann ENT to



(Print)

disclose the following protected health information to the following(this will allow us to discuss information including but not limited to: appointments, payments, insurance coverage).  Patient’s that are under another family members insurance and/or patient’s that rely on others for transportation need to fill this portion out.
Family:






Relationship:




 

Name:







Relationship:






Name:







Relationship:






Legal Representative:





Papers Presented Date:



Other______________________________________________________________________
Information to be disclosed (check all that apply):
	
	Medical Records 
	
	Billing information

	
	Treatment Records
	
	Leave Detailed Voice Mail 

	
	Diagnostic Records
	
	Email 


Other: __________________________________________________________




This authorization expires 






 (Optional)
               This signature is good for the life of the patient’s care at Mann ENT unless otherwise stated.
[Specify (1) date or (2) event that relates to the purpose of this use or disclosure]

Finally, you may revoke this authorization in writing at any time by sending written notification to Medical Records @ Cary Office.   Your notice will not apply to actions taken by the requesting person/entity prior to the date they receive your written request to revoke authorization.





.                                      





Signature







    Date






.                                                        







Mann ENT Rep- Print






   Mann ENT Rep- signature
Welcome to our practice.  Please complete the following information and return it to the receptionist.  


Thank you!











