Desoto Ear, Nose, and Throat
	Patient Name: 
	Date of Birth: 

	

	Who Referred You? 

	Reason for Today’s Visit: 


Have you ever been diagnosed with any of the following medical conditions?

	
	Yes
	No
	
	Yes
	No
	
	Yes
	No

	Alcoholism
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Diabetes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Polio 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Anemia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Epilepsy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Sickle Cell Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Anxiety
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Heart Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Sleep Apnea
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Arthritis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	HIV/AIDS
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Stomach Ulcers
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Asthma
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hepatitis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Stroke
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Bleeding Tendencies
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	High Blood Pressure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Thyroid Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Cancer:  Type:____________
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Kidney Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Tuberculosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Colitis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Lung Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	

	Depression
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Lupus
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	

	Developmental Condition
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Nervous System Problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	


List Other Medical Conditions?  ______________________________________________________________

Please List All Current Medications and Dosages:  None   FORMCHECKBOX 

	
	

	
	

	
	

	
	

	
	

	
	


Please List Any Allergies You Have:  None  FORMCHECKBOX 

	
	

	
	

	
	


Have You Ever Had Any Surgery?  No   FORMCHECKBOX 
      Yes   FORMCHECKBOX 
 (Please list ALL below)

	Procedure
	Date
	Complications

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Do You Currently Use Tobacco? Yes FORMCHECKBOX 
      No FORMCHECKBOX 
                        In The Past, Did You Use Tobacco? Yes FORMCHECKBOX 
     No FORMCHECKBOX 

Cigarettes: Yes FORMCHECKBOX 

 Pipe: Yes FORMCHECKBOX 
 

Smokeless: Yes FORMCHECKBOX 
 (Check all that apply)

	How Much?
	How Long?
	Quit Date?


Do You Drink Alcohol? Yes FORMCHECKBOX 
      No FORMCHECKBOX 

Beer: Yes FORMCHECKBOX 
 
Wine: Yes FORMCHECKBOX 


 Liquor: Yes FORMCHECKBOX 
 (Check all that apply)

	How Much?
	How Long?


Has Anyone In Your Family Had:  (Check all that apply)
	None   FORMCHECKBOX 

	Unknown   FORMCHECKBOX 

	Bleeding Problems   FORMCHECKBOX 

	Cancer   FORMCHECKBOX 
Type:

	Diabetes   FORMCHECKBOX 

	Heart Disease   FORMCHECKBOX 

	Hypertension   FORMCHECKBOX 

	Lung Disease   FORMCHECKBOX 



* Have You Recently Had Any Of The Following Problems or Symptoms?

	
	Yes
	No
	
	Yes
	No

	Chest Pain
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Fever or Chills
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Breathing Difficulty
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Abdominal Pain
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Irregular Heart Beat
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Bloody/Tarry Stool
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Cough
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Diarrhea
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Cough With Blood
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Loss of Bowel Control
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Fainting Spells
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Loss of Bladder Control
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Dizziness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Pain/Burning Urination
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Numbness/Tingling
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Blood in Urine
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Vision Changes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Difficulty Starting Urination
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Headaches or Migraines
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Unexpected Weight Loss
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Nausea/Vomiting
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	


The above information is accurate to the best of my knowledge.  Please sign below.

____________________________________________________    ______________________________________

Signature of patient or guardian




Date of Signature
I have reviewed the information with the patient.

	
	

	Physician Signature
	Date


Patient Name







Date of Birth
ACKNOWLEDGEMENT OF RECEIPT OF THE PRIVACY PRACTICES

I hereby acknowledge that I have been presented with a copy of Desoto Ear Nose and Throat’s Notice of Privacy Practices.

Signature:    ___________________________________________________________________________
	Patient Name: 
	Date: 


AUTHORIZATION TO DISCLOSE INFORMATION

For the information about how your medical information may be used or disclosed, please see the notice of privacy practices. You have the right to review the Notice before you decide to sign this form. The Notice is subject to change. You may request a copy of the Notice from the Privacy Officer of Desoto Ear Nose and Throat.

You may refuse to sign this form: However, it may prevent us from completing a task you have requested. We will not condition your treatment on an authorization, except for an authorization for research-related treatment. This authorization is voluntary.

TO BE COMPLETED BY PATIENT OR PATIENT REPRESENTATIVE

By my request, I hereby authorize Desoto Ear Nose and Throat to disclose information regarding my treatment, insurance issues and payment issues to the people listed below. These individuals will be asked to identify themselves and state the patient’s birth date and zip code.

	Name (please print)
	Relationship (please print)

	
	

	
	

	
	


I understand that this authorization is voluntary. I understand that the person to whom I Authorize disclosure of my personal data is not a health plan, health care provider or clearinghouse and that the released information, in their possession, may no longer be protected by federal privacy regulation. I understand that I may withdraw my authorization in writing to the privacy Officer of Desoto Ear Nose and Throat at any time, except to the extent that action has been taken in reliance on this statement. I understand that even if I do not withdraw authorization that this statement will expire 1 year from this date. I have carefully read and understand the above, and do herein expressly and voluntarily authorize the disclosure of the above information about my condition to those persons or agencies listed above.

	
	

	Signature of patient or patient’s representative
	Date


Printed name of patient’s representative________________________________________________________
Relationship to the patient________________________________________________________________

WELCOME TO OUR OFFICE

Child Form

We pride ourselves in the efficiency of our office. If you provide all of the information below, we are able to serve you better with your medical care and in filing of your insurance. Please do not leave anything blank. Thank you!

	Patient Name:
	
	
	

	Patient:
	D.O.B: 
	Age: 
	Sex: 
	SSN: 

	Address of Patient:
	

	City: 
	State: 
	Zip: 

	Telephone: 
	
	


LEGAL GUARDIAN INFORMATION:

(If under 18 years of age)

Mother:

	Name:
	D.O.B:
	Are you a legal guardian? Choose an item.

	Employer Name: 
	Occupation:

	Home #:
	Work:
	SSN:

	Cell #:
	Email Address:


Father:

	Name:
	D.O.B:
	Are you a legal guardian? Choose an item.

	Employer Name: 
	Occupation:

	Home #:
	Work:
	SSN:

	Cell #:
	Email Address:


INSURANCE INFORMATION

	Company Name: 
	

	Claims Address:
	

	Phone #:
	ID #: 
	Group #: 

	Insured’s Name: 
	Employer:

	Social Security #:
	Date of Birth:


SECONDARY INSURANCE: (If Any)

	Company Name: 
	

	Claims Address:
	

	Phone #:
	ID #: 
	Group #: 

	Insured’s Name: 
	Employer:

	Social Security #:
	Date of Birth:


In Case of an Emergency, Contact: (Other than self, spouse, or guardian)

	Name: 
	Relationship:

	Home Phone
	Mobile Phone: 


**Do you wish to give someone your permission to bring your child to be seen? Choose an item.

If you pick yes, please list their name(s):_____________________________________________________
	Who is your Primary Care Dr/Pediatrician:
	Phone #:

	How did you learn about Desoto ENT?
	


The above information is accurate to the best of my knowledge. I authorize the release of any medical information necessary to process this claim. I authorize payment of medical and surgical benefits to: Desoto Ear Nose and Throat

Signed______________________________________                       Date: ______________________________

DESOTO EAR NOSE AND THROAT

FINANCIAL POLICY

Thank you for choosing our office! For your convenience, we have addressed the most commonly asked questions about our financial policies. If you have any additional questions, please ask to speak with someone in our billing department.

Do I Need A Referral? Yes, If you have an HMO plan, you need a referral authorization from your primary physician. If we do not receive a referral authorization prior to your arrival at our office, you may be asked to reschedule the appointment, or pay for your office charges in full.
WHAT IS MY FINANCIAL RESPONSIBILITY FOR OFFICE VISITS AND SERVICES?

                    If You Have….                                                       You are responsible for…                                                                  We will…

	Commercial Insurance

Also known as indemnity, “regular” insurance, or “80%/20% coverage.”
	…Providing complete information about your insurance carrier.

…your deductible and any charges not paid for by your insurance company.
	…collect full office charges at the time of your visit, and file an insurance claim on your behalf.

	HMO & PPO plans with which our office has a contract
	*If your services are by the plan…all the applicable copays and deductibles.

*If your services are not covered by the plan or you have pre-existing conditions…payment of full charges.
	…collect you copay, deductible, and full charges for any non-covered services at the time of your visit-then file an insurance claim on your behalf.

	Out Of Network Benefits
	…your deductible, copay, and non-covered services.
	…call your insurance company to determine your out of network benefits, copay, deductible, and non-covered services.

…collect your copay at the time of your visit.

	Regular Medicare
	…your deductible, copayment, and non-covered services.
	…not collect anything at the time of your visit, you will be sent a statement for amounts you owe after Medicare pays.

…file a Medicare claim on your behalf, as well as any claims to your secondary insurance.

	Worker’s Compensation: Tennessee & Mississippi Only
	…nothing, if you have a valid comp claim
	Ask for and verify your accident date, claim number, insurance carrier, and employer information.

	No Insurance
	…payment of full charges
	Unless you’ve made prior arrangements…collect full office charges at the time of your visit.

	Third Party Liability and Accident Victims
	*If you have a PPO, HMO, or indemnity plan as your primary insurance…your copay and coinsurance.

*if you do not have another insurance as primary…payment is full at the time of the visit.
	…file the claim on your behalf according to the rules stated by your insurance carrier.

	Medicaid
	Any procedures/services NOT covered by your Medicaid plan.
	…not collect anything at the time of your visit. If you receive any uncovered services, you will receive a statement for the amount you owe.


*We accept payment by cash, check, VISA, MasterCard, American Express and Discover. We participate with most insurance plans. Please ask our staff for a complete list.

Minors: A parent of legal guardian must accompany patients who are minors on the patient’s first visit. This accompanying adult is responsible for payment of the account, according to the policy.

For Surgical Procedures:

If our physician recommends surgery, you will be escorted to the Surgery Coordinator. She will answer specific questions about the surgery scheduling process, discuss the paperwork and tests involved, and obtain pre-certification/authorization if your insurance company requires it. At that time, you will be asked to pay a pre-surgical deposit, the amount of which will depend on your coverage and deductible amount. The Surgery Coordinator will explain a cost estimate showing your financial responsibility, based on the benefit levels and coverage of your insurance plan. The balance of your financial responsibility for surgery is then due in our office four work days prior to surgery.

I have read, understand, and agree to the above Financial Policy. I understand that charges not covered by my insurance company, as well as applicable co-payments and deductibles are my responsibility. I understand that I will also be responsible for any attorney fees or cost of collections if required to obtain payment.

	
	
	

	Date
	Patient/Guardian Signature
	Printed Name


Desoto Ear, Nose, and Throat

NOTICE OF PRIVACY PRACTICES

Code of Conduct

We, the staff of Desoto Ear, Nose and Throat, have been and continue to be committed to the highest of ethical standards in the conduct of our healthcare and business operations.

We demand of ourselves full compliance with the federal, state, and local laws. We are committed to preventing, detecting, and disciplining any unethical behavior.

We thrive and prosper on our quality medical treatment and outstanding reputation for professional conduct. We create systems and controls to keep ourselves tried and true to these standards.

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW TO GET ACCESS

TO THIS INFORMATION.

Please Read It Carefully

USES AND DISCLOSURE:

Treatment: Your health information may be used by staff or disclosed to other health professionals for the purpose of evaluating your health, diagnosing medical conditions, and providing treatment. For example, results of laboratory test will be available in your records to all staff that may provide treatment or may be consulted by staff members.

Payment: Your health information may be used to seek payment from your health plan. Your plan may request and receive information on dates of service, the services provided, and the medical conditions being treated.

Health Care Operations: Your health information may be used as necessary to support the day-to-day activities and management of this clinic. For example, information on the services received may be used to support budgeting and financial reporting activities to evaluate and promote quality.

Law Enforcement: Your health information may be disclosed to law enforcement agencies, with out your permission, to support government audits and inspections, to facilitate law enforcement investigation, and to comply with government mandating reporting.

Public Health Reporting: Your health information may be disclosed to public health agencies as required by law. For example, we are required to report certain communicable diseases.

Workers Compensation: We may disclose health information when authorized and necessary to comply with laws relating to workers compensation and other similar programs.

Other uses and disclosure require your authorization: Disclosure of your health information or its use for any purpose other than those listed above requires your specific written authorization. If you change your mind after authorizing a use or disclosure of your information, you may submit a written revocation of the authorization. However, your decision to revoke the authorization will not affect or undo any use or disclosure of information that occurred before you notified us of your decision.

INDIVIDUAL RIGHTS:

You have certain rights under the federal privacy standards regarding your PHI (protected health information).

• The right to request restrictions on the use and disclosure of your PHI.

• The right to receive confidential communication concerning your medical condition and treatment.

• The right to amend or submit corrections to your PHI.

• The right to receive an accounting of how and to whom your PHI has been disclosed.

• The right to receive a printed copy of this notice.

Desoto Ear, Nose, and Throat

CLINICAL DUTIES:

We are required by law to maintain the privacy of your PHI and to provide you with this privacy practice. We are also required to abide by the privacy policies and practices that are outlined in this notice.

RIGHT TO REVISE PRIVACY PRACTICES:

As permitted by law, we reserve the right to amend or modify our privacy policies and practices. These changes in our policies and practices may be required by changes in the federal and state laws and regulations. Whatever the reason for the revision, we will provide you with the revised notice on your next office visit. The revised policies and practices will be applied to all PHI that we maintain.

REQUEST TO INSPECT PROTECTED HEALTH INFORMATION:

As permitted by federal regulations, we require that requests to inspect or copy PHI be submitted in writing. You may obtain a form to request access to your records by contacting our receptionists.

COMPLAINTS:

If you would like to submit a comment or complaint about our privacy practices, you can do so by sending a letter outlining your concerns to:

Desoto Ear, Nose and Throat

5960 Getwell Road

Suite 212D

Southaven, MS 38672

If you believe that your privacy rights have been violated, you should call the matter to our attention by a letter describing the cause of your concern to the same address.

You will not be penalized or otherwise retaliated against for filing a complaint.

Effective Date:

This notice is effective on or after April 14, 2003.

