Mann ENT Clinic

Date: _______________          


     601 Keisler Drive, #200                  Chart Number:


          







          Cary, NC  27511

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

********************************************PATIENT INFORMATION ******************************************

Patient Name: ___________________________________ ______________ ______________________________________________

                                                                 First                                Middle                                         Last

Address
















City: __________________    State:______________      Zip: ____________  E-mail address: 






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

Date of Birth: __________________ Sex: Male / Female   (circle one) Married / Single / Divorced / Widowed       Race: ___________

Social Security #: ____________________________________

Driver’s License #: __________________________________

Employer: _____________________   Occupation: ___________       Primary Care Physician:______________________________

*******************************************EMERGENCY CONTACTS********************************************

Emergency Contact Name 


   Home Phone:





Cell Phone:                                                               DOB:

                  Relationship:______________________________ 

Emergency Contact Name 


   Home Phone:






Cell Phone:                                                               DOB:

                  Relationship:______________________________
******************************************BILLING INFORMATION ********************************************

Guardian /Person Responsible for Bill: 










Address









Home Phone #: _____________________________________

Work Phone #: ______________________________________

****************************************** INSURANCE INFORMATION **************************************

Name of Insurance Company: _____________________________________________________________________________________

Name of Policy Holder: ___________________________

Policyholder’s DOB: _________________________________

Policyholder’s SS #: ______________________________
    Policyholder’ Employer: ______________________________   

**************************************************************************************************************

reason for visit:










drug allergies:










medication:










pharmacy name & number:










**************************************************************************************************************

HOW DID YOU FIND OUT ABOUT MANN ENT?

Please fill out and/or circle one

Primary care physician:  __________________________________________________
     Insurance book
Wellness article

                                                              



     Yellow pages

Cary News

Another doctor:  ________________________________________________________
     Internet

Walk-in





                                                                             TV Commercial             Patient Referral
01/11

Mann Ear, Nose and Throat Clinic

601 Keisler Drive Suite 200

Cary, North Carolina 27511

Date:                                                               (919) 859-4744                             chart # 

Notice of Patient Privacy Practices

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) is a federal program that requires that all medical records and other individually identifiable health information used or disclosed by us in any form, whether electronically, on paper, or orally, are kept confidential.  This act gives you, the patient, significant new rights to understand and control how your health information is used.

A complete, detailed copy of HIPAA is available to read in our lobby.  If you wish to take a copy for your records please ask the receptionist and they will be glad to assist you.

Authorization to use and disclose your protected health information (PHI) for a special purpose

Patient’s Name:  ___________________________________________Date of Birth: _______________________________

I authorize my Protected Health Information to be used or disclosed for:

	Yes
	No
	Please check Yes or No for each situation:

	
	
	Health Insurance Claim Processing

	
	
	Updating my primary care physician

	
	
	Leaving test results on my answering machine

	
	
	Leaving appointment reminders on my answering machine

	
	
	Leaving billing messages on my answering machine

	
	
	Leaving messages via email.  Email address: 


I authorize the following people to receive my protected health information/Financial (account) information:

(Ex: Your primary care physician, your spouse and any family members.)

	

	

	

	By leaving this area blank you the patient (or parent signature) will be the only person allowed to call in and request any information. ie: appt. times, billing question….


I understand that if my health information is disclosed to someone who is not required to comply with federal privacy protection regulations, then such information may be re-disclosed and would no longer be protected.

I understand that I may revoke this authorization at any time by giving written notice.  However, I understand that my revocation is not effective to the extent that the persons I have authorized to use and or disclose my protected health information have acted in reliance on this authorization.

I understand that I do not have to sign this authorization and that my refusal to sign will not affect my abilities to obtain treatment, nor will it affect my eligibility for benefits. However, I understand I will be responsible to pay for my medical care in full and file claims myself if I refuse disclosure to my health insurance company.

I have had the chance to read the content of this authorization form and I agree with all statements made herein.  I give this authorization voluntarily.  




* This authorization expires one year from date below unless revoked.

* _________________________________________________              _____________________________________________

Signature of patient or patient’s personal representative                                       Relationship to patient if not self                

__________________________________________________

         Please Print Your Name if you are not the patient                          

You Have A Right To A Copy Of This Form After You Sign It – Please Ask And One Will Be Created

Chart # 

By signing this document, I, _________________________, have fully read and understand the financial policy of 





          (print name)
Mann ENT Clinic.  Pages 1-4 of this policy have been available to me upon my request and on our web site (www.entman.com). I hereby consent to allow Mann ENT Clinic to reach me via: (check all that apply):

____ Home phone: (____) ____ - ______ 

____ Cell phone: (____) ____ - ______ 

____ Work phone: (____) ____ - _____ 

____ Email: __________________________@_______________________ 

and understand and consent to Mann ENT using an automatic dialer to reach me. I will cooperate with the billing department of Mann ENT to ensure payment for my services. I understand that I will be responsible for any cost(s) associated with the collection of my account if I default on this agreement. I understand that the terms of this financial policy may be amended at any time without prior notification to me, the patient. In the event that the patient is a minor, I am the parent and/or legal guardian of said patient and agree that I am responsible for all services rendered to the patient herein. 

_____________________________________                               _______________

Printed name of patient / parent/guardian                                       Date

_________________________________________                       ________________

Signature of patient/ parent/ guardian



         Date


  

07/01/2010
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Mann Ear, Nose and Throat Clinic, P.A.

Otolaryngology, Sinus Surgery/Facial Plastic Surgery/Allergy

     Charles H. Mann, M.D., FACS                   Richard M. Jones, M.D.                          Jared E. Spector, M.D.







       
Chart # 
