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Today’s Date 





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

                                  First                                           Middle Initial                              Last                        Nick Name
Address
















City: ________________________________________________________________    State:______________      Zip: ____________  

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

Preferred Communication for Appointment reminders: Text Message / Phone Call
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
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Acknowledgement of Receipt

Of Notice of Privacy Practices

Patient Name & Address: _______________________________________

____________________________________________________________

____________________________________________________________

I have received a copy of the Notice of Privacy Practices for the above named practice.

_______________________________         _____________________

Signature                                                    Date

For Office Use Only

We were unable to obtain a written acknowledgement of receipt of the Notice of Privacy Practices because:

· An emergency existed & a signature was not possible at the time.

                                        

· The individual refused to sign.

· A copy was mailed with a request for a signature by return mail.

Unable to communicate with the patient for the following reason:

_____________________________________________________

Other:________________________________________________

Prepared By __________________________________________

Signature      __________________________________________

Date
         __________________________________________
Thank you for choosing Mann Ear Nose and Throat Clinic for your medical care.
We are committed to providing you with the highest quality of medical care in a transparent and cost effective manner. We feel that a clear understanding by our patients of our financial policies will help foster this goal. Please do not hesitate to contact us if you have any questions regarding our policies. 
Insurance Cards: We require a current copy of the patient's insurance card at each visit. We will scan your card(s) and a photo ID for our files. If you do not have proof of insurance at the time of your visit, but wish to be seen by our providers, you may pay out of pocket for any expenses incurred.

Co-Payment/Co-Insurance/Deductibles: All co-payments, co-insurance, deductibles and past due balances are due at the time of check-in. We accept cash, check or credit cards. Post-dated checks unfortunately cannot be accepted. Due to our contractual obligations with your insurance company, we are generally not permitted to “write off” or waive any fees from our office. 

Insurance Claims: Your insurance benefits are a contract between you and your insurance company. In most cases, we are not a party of this specific contract, but we will be happy to bill your primary insurance company as a courtesy to you. In order to properly bill your insurance company, we require that you disclose all insurance information including primary, secondary and tertiary insurances, as well as any recent changes in insurance information. As noted above, if you do not have proof of insurance at the time of your visit, but wish to be seen by our providers, you may pay out of pocket for any expenses incurred. Although we will always provide a good faith estimate of the amount that your insurance company may pay, it is actually the insurance company that makes the final determination of your eligibility and benefits. 

Referrals/Pre-Authorizations: If your insurance company requires a referral and/or preauthorization, please inquire about how to obtain this approval from our billing department, and we will be happy to guide you. Lack of this authorization may result in a denial of payment from the insurance company, and the balance would become your personal responsibility. 

Self- Pay Accounts: Self-pay accounts are patients without insurance coverage, patients covered by insurance plans in which our office does not participate or patients without an insurance card on file with us. Payment in full is due at the time services are rendered. Although we can provide a good faith estimate of the costs incurred prior to a routine visit, please note that to fully evaluate your condition, further testing (such as hearing tests or instrumented visualizations of the throat) may be required during your appointment, and this will increase the cost of the overall evaluation. If you have any concerns at the time of your visit with regard to cost, please let us know, and we will review the reasoning for any further testing, or discuss the possible issues related to declining the recommended evaluation.

Missed/Cancelled Appointments: Please note that we will add a $50.00 charge for no show appointments for office visits, and a $75.00 charge incurred for no show or cancellation of surgery and office procedures, without a 48 hour notice. 

Divorced/Separated Parents of Minor Patients: The responsibility for payment of services rendered to any dependent children whose parents are legally separated or divorced lies with the parent who physically brings the minor to the visit.

Returned Checks: The charge for a returned check by your bank is $25.00. This is payable by cash or money order, and will be applied to your account in addition to any previously accrued expenses. 
Collection Accounts: While we will make every effort to avoid turning an account over for collections, the person financially responsible for the account will be responsible for all collection costs, including attorney fees and court costs.

Medical Records: Our fee for copies of medical records will is $10.00 for the first 13 pages and $.75 per additional page.



I have read and understand the financial policy for Mann Ear Nose and Throat Clinic, PA.

Patient Name: 







Date of Birth:







Signature:  







Date:            







Welcome to our practice.  Please complete the following information and return it to the receptionist.  


Thank you!











