MISSISSIPPI EAR, NOSE AND THROAT SURGICAL ASSOCIATES, P.C.

sbarne Harrison Lee Jetleoat
* Patient Registration Form+
Today's Date Reason for appointment today :
PATIENT INFORMATION

Pationt Mamo i

Last Firat Micdls
{Prafamad Marma) {Prefamad Phanmmacy|
Date of Birth: Age: (Circla - Male or Famala|  (Circle Marital Status: 5 MW D)
Streat Addrass City Sale Zip
Mailing Addrogs City Elate Jip
Hama Phana Wark Phana Call Phana
Employer's Name TidlePosttion Dapt/Ext.
Email Addrass Dirivar’s Licansa & f=1=

RESPUNSIBLE PARTY
{If marriad) - Spousa’s Name Diate of Birth 554
Bpousa’s Employer Titla P osilion Whork Phaina
(If minor)- Mom's Mama Datea of Birth 55
Maom''s Emplayer Tilla/Position Work Phone .
{If minor) - Dad's Mame Dot of Birth 5
Dad’s Employar Titla/Position Wark Phone
INSURANCE

Primary Insuramce Go Subscribars Namsa;
Bubscribar s Data of Birth: Subscriber's 55#:
Polcy /1D #: . Group#: .
Secondary Insurance Co: Subscribars Mama;:

Subscribars Data of Birth:

Subscriber's 55 #

Policy / ID#:

Group #:

ADDITIONAL INFORMATION

“Doctor who refermd you to our clinic:

Is this visit for a second opinion? Y or N

Primary Care Doctor?

“Is this vislt related toan acclident™ ¥ or N
"I this visit a worker's comp. case? ¥ or N

If yes, please lst the accident dats

If yes, please list the inddent date

Emergency Contact Perason i 5
{Somenng WOT Living Wiih You) Firat Lt {Redatinnship io Pafient)
Home P hone: Work P hone: Cell Phome:




MISSISSIPPI EAR, NOSE AND THROAT SURGICAL ASSOCIATES, P.C.

*Payment/Insurance Authorization*
By signing below:
*[ hereby authorize Mississippi Ear, Nose and Throat Surgical Associates, P.C. to file my insurance for the

services received from any physician in this group (which includes C. Michael Osborne, M.D., Scott E.
Harrison, M.D., Stephen F. Lee, M.D., and/or Benjamin T. Jeffcoat, M.D.).

«I hereby authorize Mississippi Ear, Nose and Throat Surgical Associates, P.C, to receive payment directly
for my insurance benefits, including major medical, payable under the terms of my insurance contrct,

‘| hereby authorize Mississippi Ear, Nose and Throat Surgical Associates, P.C. to release/send any medical
information acquired in the course of treatment to my insurance company listed above that is needed for
Ingquiries or 1o process my claim.

I hereby authorize photocopies of this form to be valid as the original,

+| hereby agree to be responsible for the payment of this account, including co-pays. deductibles, co-insurance,
return check fees and non-coverad amounts. Payment is doe at the time of service,

Method of Payment: Check Cash Credit Card Debit Card

Signature Date

(If patient is a minor) Patient’s Name:

*Consent to Treat*

ot | do give the listed physicians:
{MName of Patient or Guardian's Name if a Minor)

C. Michael Osborne, M.D., Scott E. Harrison, M.D., Stephen F. Lee, M.D., Benjamin T. Jeffcoat, M.D.,
and their staff, permission to administer medical treatment to

myself or my child :
(Name of Patiem)

* I authorize them to use their medical judgement in the treatment of the (above
named patient) so long as mysell/he/or she is under their care.

Patient or Guandian's Signarure Relationship to Patient Today's Dale

Clinic Suff Wimess Taoday's Drute
*OFFICE USE ONLY*

Updated Signature: Date:




