   Camille A. Graham, M.D.   Neil M. Vora, M.D.    Wha-Joon Lee, M.D.   Michael J. Wiebel, M.D. 
______________________________________________________________________________
Patient Information
Name (Last)______________________(First)____________________DOB____/____/____(Age)____
Social Security #______________________________    
TDL# ________________________________

Marital Status:  S   M   D   W 
Sex:  M   F      Race: __________________ Ethnicity:______________
Primary Language___________________________Preferred Communication_____________________
Address(Street)________________________________
(City)____________(St)______(Zip)________

Phone(Home)_________________________________
(Cell)_________________________________

Employer:________________________Wk Phone:___________________Email:__________________
Parent/Guardian Information (if patient is under 18)
Name (Last)_________________________(First)_______________________DOB_____/_____/_____
Relationship to Patient:________________________________________  Email:__________________
Social Security #______________________________    
TDL# ________________________________

Marital Status:  S   M   D   W 



Sex:  M   F  

Address(Street)________________________________
(City)____________(St)______(Zip)________

Phone(Home)_________________________________
(Cell)_________________________________

Employer:____________________________________
Wk Phone:_____________________________
Spouse Information
Name (Last)_________________________(First)_______________________DOB_____/_____/_____

Social Security #______________________________    
TDL# ________________________________

Marital Status:  S   M   D   W 



Sex:  M   F  

Address(Street)________________________________
(City)____________(St)______(Zip)________

Phone(Home)_________________________________
(Cell)_________________________________

Employer:____________________________________
Wk Phone:_____________________________
Insurance Information
Primary Insurance:_____________________Insurance Phone#_________________________________
Insured Name: ________________________DOB: ___________Relationship to Patient_____________
Insured ID#__________________________Group#___________________Employer_______________
Secondary Insurance: __________________ Insurance Phone#_________________________________

Insured Name: _______________________DOB: ____________Relationship to Patient_____________

Insured ID#__________________________Group#_________________Employer_________________
Emergency Contact               (NOT LIVING WITH YOU)
Name (Last)_______________(First)______________ Relation to Patient _____________DOB ______
Phone(Home)__________________(Work)____________________(Cell)________________________
Were you referred to us by another physician? ___ If yes Dr. (name) ____________________________
Name of your Primary Care Doctor:   _____________________________________________________

Preferred Pharmacy  Name & Number:    __________________________________________________

What number can we contact you at? ______________________________Can we leave a message?___

Family Members we can release information to: _____________________________________________ 
                                                                              ____________________________________________


                                                                                            (Name)                                 (Relationship)
Authorization to Treat, Authorization to Release Information & Assignment of Benefits, No Show & Results
I authorize the physician(s) of  Allergy ENT to treat me.  I authorize any physician/agent of Allergy ENT to release my medical records or medical information to any physician, hospital or other medical provider or supplier who may participate in my medical care.  I authorize any physician, hospital, or other supplier to release my medical records and information to the physician(s) of Allergy ENT.  I authorize any physician/agent of  Allergy ENT to release my medical records and/or information to my insurance carrier to determine my benefits.  I authorize my insurance carrier(s) to pay my medical benefits directly to the physician(s) of Allergy ENT.  I understand that I am financially responsible for all charges not paid by the insurance carrier(s). I understand that if I fail to give correct insurance information and the office miss filing deadlines I am responsible for the charges in full. I understand if I have an HMO POLICY I am responsible for obtaining the referral and make sure I have a current referral for each visit . We DO NOT accept Medicaid as a secondary payor. There will be a 35.00 no show fee for office visit and 50.00 no show for VNG and Allergy testing. .  PLEASE NOTE RESULTS WILL NOT BE GIVEN OVER THE PHONE, A FOLLOW UP APPOINTMENT WILL BE REQUIRED   
___________________________________________________
Date:__________________
Patient Signature (Parent or Guardian, if patient is a minor)                                          New Patient Demographics  10/04/17  tjd
                     ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I acknowledge that I have received a copy of this office’s Notice of Privacy Practices.

___________________________________________________________________________

Please print your name here




Date of Birth
____________________________________________________________________________

Signature






Date
                     ACKNOWLEDGEMENT OF FINANCIAL POLICY

  I have read, understand and agree to the Financial Policy of Allergy, Ear, Nose & Throat Clinic.

 __________________________________________________________________________________________________________________

Signature of Patient or Legal Guardian                      Relationship to Patient                  Date  
                     E-PRESCRIBING CONSENT  (PBM)     
By signing this consent form you are agreeing that Allergy ENT Clinic can request and use your prescription medication history from other healthcare providers/ pharmacy for treatment.  

______________________________________________________________________________          Signature of Patient or Legal Guardian                      Relationship to Patient                  Date
                      CONSENT FOR TREATMENT OF MINOR CHILDREN

                      ACCOMPANIED BY AN ADULT OTHER THAN PARENT OR LEGAL GUARDIAN
  I,_________________________________________________, Authorize, Allergy ENT Clinic of NE TX to treat

                                (Parent or legal guardian)

  _________________________________________for routine and emergency medical treatment 

                        (Child’s name and DOB)     

  when necessary by qualified medical personnel when accompanied by:  

______________________________________________________________________________     
               This authorization is valid for:

· Today’s visit only

· From _________________(date) to______________________(date)

· Until revoked in writing by me

              This consent will be valid for (1) year from the date signed unless otherwise specified in writing. 

             _____________________________________________________________________________

             Printed name of parent/legal guardian              

            _____________________________________________________________________________

            Signature of parent/legal guardian                                                       Date    
medical history questionnaire:  please answer all questions & print legibly

name____________________________________________________ 

age_______

date___________________

why are you seeing the doctor today?  __________________________________________________________________________

past personal medical history (please circle):

acid reflux       asthma       blood transfusion       cancer       copd       coronary artery disease       depression       diabetes 

eczema    heart murmur       heart attack       high blood pressure       high cholesterol       

human immunodeficiency virus   (hiv)        kidney failure       liver disease (hepatitis)       problems with anesthesia         

sleep apnea       stomach ulcer       stroke  thyroid disorder       vertigo     other________________________________________




medications?  you are currently taking (including over the counter or herbal)

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

Medication allergy?
no______
yes_____ list______________________________________________________________

surgery? 

no______
yes_____list ______________________________________________________________

______________________________________________________________________________________________________________

family history (please circle)  and   LIST  WHICH FAMILY MEMBER:
AllergIES ____________ asthma _____________ diabetes ____________ear tubes ____________free bleeding______________

head/neck cancer____________  hearing loss ____________heart disease ____________high blood pressure______________

problems witH anesthesia_____________ thyroid problems_______________

social history?
do you smoke or use chewing tobacco (circle WHICH)

no_____ quit_____years ago     









yes_____ list  packs_____ per day; for _____years







do you drink alcohol?   no_____
yes______ 

list number of drinks daily_______


occupation: __________________________________

marital status (please circle):  s   m   d   w

are you or could you be pregnant? no___ yes____                              **name of referring doctor: _________________________     

additional personal symptoms (please circle):
general:
fatigue         fever         chills         night sweats         weight loss         weight gain

eyes:

change in vision         redness         dryness         burning         watery/itchy

head/neck:
headaches       dental pain       neck stiffness       ear pain       decreased sense of smell      snoring       dry mouth

cardiac:
chest pain         irregular heart beat         fainting

lung:    

shortness of breath         cough         hoarseness

gi:

nausea          vomiting          heartburn         trouble swallowing

skin:

rash               hives          

neurologic:
tingling or numbness       seizure         developmental delay         dizzIness/vertigo

muscle/joint:
joint pain         muscle cramps

Endocrine:
loss of hair         constipation         cold intolerance         heat intolerance

psychiatric: 
depression         difficulty sleeping

hematology:   
easy bruising        free bleeding


. 

