Madison ENT and Facial Plastic Surgery






Appointment Date/time: _____________________

PATIENT NAME: _________________________________________
Name and Date of Birth of Primary Insurance Holder if someone other than Patient: 

Name: ______________________________Date of Birth _______________
Primary Care Physician: ___________________ Physician Telephone: _______________

Physician Address: ________________________________________________________  

Pharmacy: ______________________________________________________________
Reason for Visit: __________________________________________________________

How long have you had these symptoms?  _____________________________________

Past or Current Medical History: (circle, underline, bold, etc.)

Hypertension
Lung Disease
Environmental Allergies
Thyroid Disease

Heart Disease
(COPD, Asthma)
Kidney Disease
Stroke

Diabetes
Arthritis
Elevated Cholesterol
Bleeding Disorder

Cancer (type) ______________
HIV/AIDS

Do you have a pacemaker?  Yes  No                            Other __________________________

All Patients: Height: _____________                        Weight_____________

Women Only: Date of last Pap Smear ____________Date of last mammogram _______________



Pregnant? Yes  No
If so, how many months?   _________________________

Social History

Do you smoke? ________  (circle: cigarettes, cigar, pipe)
How often? _____________

Did you smoke?  Yes  No    When did you stop?  ____________

Do you drink? _________  If so, how many drinks per week? __________

Do you or have you used non-prescription drugs?  Yes  No  Which ones? ____________________

Family History – PLEASE INDICATE M IF MATERNAL, LETTER P, IF PATERNAL 
Hypertension
Stroke
Cancer (type) __________
Other _______________


Heart Disease
Anemia
Autoimmune Disease

Diabetes
Asthma               Hearing Loss

Hospitalization/Surgeries:

Year
Hospital
Reason for Hospitalization/Type of Surgery

______
_______________
_______________________________________________

______
_______________
_______________________________________________

______
_______________
_______________________________________________

Do you currently experience (circle):

Fevers/Chills
Muscle weakness
Palpitations
Frequent urination

Weight loss
Heartburn/indigestion
Chest pain
Pain with urination

Loss of appetite
Digestive problems
Easy bruising
Depression

Shortness of breath
Hearing problems
Sinus problems
Arthritis/joint pain
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Medications & Frequency Please print clearly
Allergies to medications or substances.  
DESCRIBE YOUR ALLERGIC REACTION

(  None
( None

___________________________________
_______________________________


___________________________________
_______________________________


___________________________________
_______________________________


___________________________________
_______________________________


___________________________________
_______________________________

I understand that I am financially responsible for all fees for services rendered to me including the balance remaining after the possible insurance benefits.  I hereby authorize the direct payment of services rendered to me and authorize release of medical information necessary to pay the claim.  I permit a copy of this authorization to be used in place of the original.

Signature: ________________________________________  Date:  _________________________

Patient   (           Guardian  (
PATIENT REGISTRATION INFORMATION
PATIENT NAME: __________________________________, Occupation: __________________ 

S.S.# _______________          Gender: ______

Home Address: ___________________________
Date of Birth  ___/___/___     Age: __________

City/State/Zip: ____________________________


Phone Numbers: 

Home: __________________________________

Work: ___________________________________

Cell: ____________________________________

E-Mail Address: ____________________________________

Emergency Contact: ________________________________

Relationship: ______________________________________

Telephone Number: ________________________________

PATIENT COMMENTARY

We appreciate that you are choosing to see Dr. Silvers as your ENT or facial plastic surgeon specialist. May we ask you how you heard about Dr. Silvers? Please indicate those that apply:

· Referral by Primary Care Physician (PCP)   __________

· Referral by a physician other than your PCP. Physician’s name: _____________________________ 


· Referral by a patient of Dr. Silvers. Patient’s name: ____________________________​​___________

· Internet or directory search of specialists provided by your health insurance carrier _________

· Dr. Silvers’ website: www.madisonent-facialplasticsurgery.com  __________

· Telephone Directory Listing  ___________

· Television Program___________________

· Other – Please specify ______________________________________________________________

Scent - Free Office: Our office treats many patients with severe allergies. To protect all medical office personnel and fellow patients from allergic reactions, please come to the office fragrance free. Please, no perfume, aftershave or other fragranced products. Thank you!  

FFICE MATTERS & FINANCIAL POLICY

Thank you for choosing Dr. Stacey Silvers as your healthcare provider.  We are committed to providing you with the best possible medical care and a welcoming office experience.  Informing you in advance of our office policy allows for good communication.

The following information outlines your financial responsibilities:

NOTE: During the process of your evaluation and management by Dr. Stacey Silvers, she may deem it appropriate and necessary to more closely examine your ears, nose, and/or throat using commonly tried and tested methods and in-office mildly invasive diagnostic procedures and therefore carry a surgical code.  Such procedures can include, but are not limited to, nasal sinus endoscopy (31231), laryngoscopy (31575), cerumen removal (69210), and hearing exams.  These procedures are the doctor’s only tools to be better able to diagnose and treat your medical issues.

· Co-payments: Your insurance company requires us to collect co-pays at the time of service.  For your convenience, we accept cash, checks and credit cards.

· 24 Hour Cancellation: we require 24-hour notice for canceling appointments.  Failure to do so will result in a $50 charge.  (This fee will be waived one time only per calendar year to allow for emergencies and unforeseen events.)  If you are unable to contact us during normal business hours during that 24 hour period, please leave a voicemail message or send an e-mail advising us that you are unable to keep your appointment.

· Missed Appointments: Patients who do not come for their appointments, “No Shows,” will be charged $50.

· Multiple cancellations: Multiple cancellations without 24 hour notice and/or multiple “No Shows” may result in dismissal from the Practice.

· Fees for Services Rendered: I understand that I am financially responsible for all fees for services rendered to me including the remaining balance after my insurance benefits are applied.  I understand that I am responsible for any applicable deductible/coinsurance.  I hereby authorize the direct payment of services rendered to me and authorize release of medical information necessary to pay the claim.  I permit a copy of this authorization to be used in place of the original.

I have read the above Financial Policy, I understand it, and I agree to it.  I have also received a copy of this financial policy.

Patient Name (PRINT)___________________________
Date of Birth: _________________________

Patient Signature: _______________________________
Today’s Date: _________________________


PRIMARY INSURANCE  INFORMATION





Ins. Co. __________________________





Member ID # _____________________





Co-pay for a Specialist______________





Please bring your insurance card(s) with you to enable us to scan it into our system and to avoid experiencing billing issues. 











