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__________________________________       ________________        ____________________________________	              (________) _________________________
First Name 	                             M.I.                           Last Name   				Home Phone


__________________________________________________________________________   __________________    	             (________) __________________________
Address    			       			Apt.			Mobile Phone


__________________________________________________________  _________________  ________________	             (________) _____________________(_____)
City					         State	   Zip			Work Phone 	             Ext.


_________________________________________      _______________________________________                                     	   Male	            Female	                                 Social Security Number		   Date of Birth


____________________________________________________________________________________               ____________________________________________________
Email Address							           Preferred Pharmacy 

Marital Status

         Single                   Married                Widowed                           Separated                          Divorced          Domestic           Minor
					                                                                                                    Partner
                                            								
Employment Information

         Full Time             Part Time            Full Time Student            Part Time Student           Retired              Disabled          Other


_______________________________________________________________________________________________	           (_______) ____________________(______)
Employer								              Work Phone                          Ext.

Emergency Contact of someone NOT living with you

___________________________________________________________________               ______________________________    (______)_______________________
Name							Relationship		 Phone

Please list any additional people that you authorize employees of Farmington Ear, Nose & Throat to disclosure your health information to.  

___________________________________________________________________               ______________________________    (______)_______________________
Name							Relationship		 Phone

___________________________________________________________________               ______________________________    (______)_______________________
Name							Relationship		 Phone

Insurance Information

_____________________________________________                                                                                                       ___________________________________
Primary Insurance 			      Name of Insured		      Insurance ID Number

___________________________________________                        __________________________                         __________________________________________
Social Security Number of Insured                         Birth Date of Insured                          Relationship to Insured


_____________________________________________                                                                                                      ___________________________________
[bookmark: _GoBack]Secondary Insurance 			     Name of Insured		     Insurance ID Number

___________________________________________                        __________________________                         __________________________________________
Social Security Number of Insured                         Birth Date of Insured                          Relationship to Insured
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Person Responsible or Insured Party



__________________________________       ________________        ____________________________________	              _______________________________
First Name 	                             M.I.                           Last Name   			              Relationship to Patient


__________________________________________________________________________   __________________    	             (________) __________________________
Address    			       			Apt.		               Phone


__________________________________________________________  _________________  ________________	             ___________________________________
City					         State	   Zip		             Employer


_________________________________________      _______________________________________                                     	   	                    	                                 Social Security Number		   Date of Birth


Other Parent/Spouse


__________________________________       ________________        ____________________________________	              _______________________________
First Name 	                             M.I.                           Last Name   			              Relationship to Patient


__________________________________________________________________________   __________________    	             (________) __________________________
Address    			       			Apt.		               Phone


__________________________________________________________  _________________  ________________	             ____________________________________
City					         State	   Zip		             Employer


_________________________________________      _______________________________________                                     	   	                    	                                 Social Security Number		   Date of Birth





The Notice of Privacy Practices you have been given describes these uses and disclosures in detail. As described in our Notice of Privacy Practices, the use and disclosure of your health information for treatment purposes not only includes care and service provided here, but also may be necessary for you to receive follow-up care from another health professional.  

We use and disclosure your health information for the purpose of receiving payment for our services, which includes: (1) submission to a billing agent or vendor, (2) to third-party payers or insurers for claims review, determination of benefits and payment, (3) to auditors hired by third-party payers and insurers, and (4) other aspects of payment described in the Notice of Privacy Practices.  

When you sign this document, you agree that we may use and disclose your health information for the purpose of treatment, payment, and to perform the necessary administrative functions in our office.  

You have the right to restrict the use and disclosure of your health information for the purpose of treatment, payment, and administrative duties: however, as described in our Notice of Privacy Practices, we are not obligated to the restrictions.  If we do a free to the restriction, it is binding us.  

I have read this document and understand it.  I consent to the use and disclosure of my health information for the purpose of treatment, payment and administrative functions.  I acknowledge that I have received the Notice of Privacy Practices from Justin W. Roberts, D.O. 

_____________________________________________________________________________________                                               Date_______/_________/___________
Signature of Responsible party 
