ROCF™ & “AINEARNOSEAND THROAT
PAL._ I INFORMATION

Date:

Patfent's Name; (last) (first) - (mid initial)
Mailing addtess:

City: Zip:
Phone numbers: Home:

: Mobils;
Email:

Date of Birth (mm/ddfyyyy): _/ [ . Age: Sex: M/F SSN:

Marital Status: | UMarried OSingle WDivorced W Other:
Patient Employer: Work Phone:

EBmergency Contact: Phone!

GUARANTOR INFORMATION

Person responsible for payment:

Relationship to patient:

INSURANCE INFORMATION

Primary Insurance Company:
Address:

City: State:

Zip:

Tnsured's Name: Member Number:

Group Numbet:

Secondary insurance (If any):

Primary Rx Insurance:

Group #: Rx BIN #:

Rx PCN#:

Specialty Pharmacy Name:

Phone #:

Fax #:

Primary Care Physician (PCP):

Referring Physician:

Have you previously been seen at our practice? Y/ N Date Last Seen:




VOICE MESSAGE CONSENT

IfT am unable to be reached directly by phone, I authorize you to leave Voioé messages for me at the following,
number(s): Home: Work: Cell: Other:
I give permission. for Name: To receive my information.

AUTHORIZATIONS AND PRIVACY PRACTICES

Payment and Release of Information; By signing below, thereby authorize payment to be made directly to tay
}ﬁhysician, for medical and

Jor surgical benefits, if any. A copy of this authorization shall be valid as the original. T
eteby agree to pay any and all charges that exceed or that are not covered by my insurance. I hereby authorize
ROCKY MOUNTAIN ENT GROUP to release information requested by my msurance company, I also authorize

Ré)i CKY MOUNTAIN ENT GROUP to release information to any hospital or physician I may be refered to by this
office,

Notice of Privacy Practices: By signing below, I heteby acknowledge that I received a copy of the Notice
of Privacy Practices, .

SIGNATURE: .. DATE:




ROCKY MOUNTAINEAR, NOSE & THROAT
1501 WEST MINERAL AVEUNE, SUITE 270
LITTLETON, CO 80120
303-795-5587

OFFICE POLICYR ocky Mountain ENT strives to provide our patients with the best care possible. In
doing 50, we will need you to provide our office with complete and acourate insurance information
at the time of service in order to file insurance claims on your behalf. The following is & statement
of our office policy; we require you to read, apree to, and sicn to any non-emergent treatment,

All patients must complete our Patient Tnformation Form, prior to being seen by our physicians,
This form must be updated every six months if you have moved, or changed insurance companies. If
youhave new insurance you must provide our office with a copy of your new insurance card.

It is the patients responsibility to provide current insurance info oration. If you do not bring your

Insurance card or information to your appointment, you will be expected to pay for services
upon check out. You may also, have thg option to rescheduls,

Referrals: If your insurance plan requires a referral from your Primaxy Care Physician, it is
your responsibility to insure thet the referral is current and our office has received the referral
prior to your appointment. In the event our office doss not sither have a referral or a curtent

referral you may choose to either reschedule your appointment or pay for the services in full upon
check out. : '

Co-Payments: Co-Payments must be made upon check-in. Our office accepts Cash, Check, Master
Card and Visa. Please note for all checks there will be a $25.00 returned fee plus bank charges.

No Insuranece: Payment is due at the time of service.

Endoscopy/Larynposeepy: In the event that your condition requires an endoscopy/laryngoscopy, a
fiber optic scope may be utilized in office to fuuther evaluate and treat your condition. Please be aware
that the American Medical Association notes that this is a surgical procedure. You may be responsible

for any charges that exceed the maximum aflowabie amount your insarance will pay for this
exam. :

1 have read and fully understand, and agree to all terms set forth in the above Office Policy.

Responsible Party (Please Print Name)

Sign and Date -




Today's Date

Rocky Mountain ENT: Health History Form
Name Age Date of Birth
Primary Care Physician Referring Physician
Preferred Pharmacy (address if known)
Height, Weight
MEDICAL HISTORY: Check all that apply
ClAbnormal bleeding " | CEmphysema (COPD) CITinnitus
/Hemophilia HEpilepsy/Seizures - CIThyroid Problems
LArtificial Heart Valve CFrequent Headaches CTuberculosis
LAcid Reflux/GERD [1Glaucoma CUlcers
CIAIDS/HIV [HHearing loss CVertigo
| ClAnemia/Sickle Cell CHigh Cholesterol
[CJArthritis joint Replacement:- '| OCongenital Heart Defect
[lAsthma HKidney Problems [Congestive Heart Failute
ClAutoimmune Disorder CLiver Problems/Hepatitis [HCoronary Heart Disease
[1Breathing/Sleep Problems - -LIMigraines CHeart Attack
HCancer CIMental Health Disorder Heart Murmur
[[Cardiovascular Disease CINeurological Disorder [High/ Low Blood Pressure
[IChemo/Radiation [10rgan Transplant CPacémaker
OCold Sores/Fever Blisters 10steoporosis CIRheumatic Fever
[Diabetes CISeasonal Allergies
[CIDizziness CIStroke
[10ther:

| SURGICAL HISTORY (Please provide date if known): - [JCheckif NONE

ALLERGIES to medications:

[CJCheck if NONE

CURRENT MEDICATIONS: Include Prescriptions, over-the-counter meds, and vitamins/supplements

Please give dose if known

Please see reverse =




Aspirin?

Other blood thinners (Coumadin/Wwarfarin, Plaviz, Eliquis, Xarelto, Brilinta, etc.)

FAMILY HISTORY (medical illnesses and surgeries + relationship)

SOCIAL HISTORY:
Cigarette use (circle one): Never smoker Former Smoker Current Smoker

If current or former smoker: #packs/day years
‘| Vaping: NO YES  Ifso, how much ‘
_ Alcohol use (circle one): NO YES  Ifso, # drinks per week

Marijuana use: NO YES  If so, how much

' Recreational dmgr use: NO YES If so, type ._how often
Caffeine use: NO YES Ifso, how much_

Please check any recent symptoms that you have been experiencing:

1 EASY BRUISING [0 CHRONIC COUGH
HEARING LOSS [1 CHRONIC HOARSENESS
RINGING/TINNITUS [0 SNORING
VERTIGO ' [1 PULMONARY PROBLEMS
RECENT CHANGE IN VISION 1 ARTHRITIS
NASAL OBSTRUCTION
NASAL BLEEDING
NASAL FRACTURE IN PAST
RECENT DENTAL WORK
RADIATION EXPOSURE
CANCER TREATMENTS
TROUBLE SWALLOWING

N I A (O o Y



Rocky Mc

. ' Nose and
Throat

Sinus medications list
Name:
Date:-

teken:

Nasal Sterpid Sprays
___Flonase
__Flutlcesone

__ Nasacort

__ Nesonex
Cther:

How long haveyou used these sprays?

Please list or check any of the nasal or sinus medicatlons you have recently

Antikistamiine Sprays
__Patanasse
___Azalestine

__ Saline mesal sprays

Sallne Irrig atlons:
—_Nlelmed rinse
_ Netipot

Antibiotics you have taken in the last 12 months:
___Peneciilin

—Amoticilin

___Bactrim

__TJetracyciine
__Clindamyehn

_Zlthromax

___Augmentin (Amox/Clavulante)
___Cephalexin

__levaguin (Levofloxacin)
___Clprofloxacin

___Avelox (Moxlflonecin
Other:

Decongestants/Antihistamines
__Allegra

__Clarkin

__#yrteco

___Mucinex, Mucinex D
___Sudafed
___Afrin/Neosynephrine sprays



