E CENTERS FOR A

(GDENT CARE

Today’s Date: SSN:

First Name: MI: Last Name:

Address:

Zip Code: City: State:

Date of Birth: Age: Marital Status:

Sex: May we leave information on your answering machine or voicemail? J Yes [ No
E-mail

Primary Phone: Cell# address:

Occupation: Work No:

Employer: Full Time Student: [J Yes [ No

In the event of an emergency please contact:

Name: Relationship: Phone No:
Minor Patients: Name of Parent/Guardian
Primary Care Physician’s Name Phone No:

Please present your insurance card(s) to the receptionist. Please give complete information.

Primary Insurance: Insured’s Name:
Patient's Relationship to Insured: [ self [OSpouse [JcChild [JOther
DOB:

Secondary Insurance: Insured’s Name:
Patient's Relationship to Insured: [ self [OSpouse [JcChild [JOther
DOB:

NOTICE REGARDING INSURANCE CLAIMS/PAYMENTS/FINANCIAL POLICY:

| consent to treatment necessary for the above named patient. | authorize this office to apply for benefits on my behalf for services rendered by Central
ENT Consultants. | request payment from my insurance company to be made directly to the Providers. | certify that the information | have reported with
regard to my insurance coverage is correct and authorize the release of any necessary information, including medical information, for claims. | permit a
copy of this authorization be used in place of the original. This authorization may be revoked by me at any time in writing. | understand that nothing herein
relieves me of the primary responsibility and obligation to pay for medical services provided. Copayments, coinsurance, deductibles and non-covered
services are due at the time of service. Visa, MC, Amex, Discover and Cash are accepted as forms of payment. Checks returned for insufficient funds will
be assessed a $35 fee. As always, we will continue to make a second deposit of the check for clearance. However, if the check fails to clear a
second time, there will be a second fee of $ 35.00 assigned.

Should Central ENT Consultants bill me in accordance with insurance response to claim submission, payment is due in full upon receipt of a statement. |
understand that in the event my account is turned over to an outside collection service and/or attorney, an administration charge will be added to my
account. | understand it is my responsibility to immediately notify the office of any changes in my insurance coverage as well as my personal information. |
acknowledge that should my insurance change and | do not notify the office at the time of my visit, | will be responsible for any charges for that service,
even if the office is a participating provider of the new insurance. | understand that it is my responsibility to determine if the Providers are participating
providers for my insurance plan. Any appointment cancelled with less than 24-hours notice or if you do not show for your appointment, you will
be considered a No Show appointment and will be subject to a $50 No Show fee. Our office does have a 15 minute late policy. If you present to
the office 15 minutes or greater after your scheduled appointment time, you may be subject to a fee and your appointment may be rescheduled.
Copies of records are available and are subject to a printing fee to be determined by the office at the time of the request. This also applies to
paperwork for disability/FMLA/etc.

As a specialist, part of your ENT exam may include specialized diagnostic tools and/or minor procedures on you. Your insurance company
may apply a surgical copayment or coinsurance responsibility, or the procedure may apply to any outstanding deductible. Please be assured
that we have correctly performed and documented the services as required by the CPT coding guidelines.

| have read the above information and understand that | am responsible for payment for services | receive. By signing below you are

acknowledging that you have read and understand the financial policies for Central ENT Consultants and will abide by the policies mentioned
above.

Patient/Guardian Signature: Date:




