Bellevue Ear Nose and Throat Registration Form

Patient Information

Last Name: First Name: Date of birth: / /
Street Address: Suite/Apt/Bldg #:

City: State: zip Code:

Email address: @

Social Security Number: - -

Primary phone number: (__ ) - Cell Home Work (circle applicable type)
Can we leave a message at the number? No Yes
Secondary phone number: (__ ) -~ _Cell Home Work

Gender: Male Female  Prefer notto say Status: Single Married Other:

Emergency Contact: Phone number: (____ ) --

Relationship: Spouse  Parent Partner Guardian Other:

Referring physician name: Primary care physician:
Preferred pharmacy name: Pharmacy number:
___ldo not have insurance | will pay at time of service ___ | do not have DSHS/Medicaid coverage

Insurance/Policyholder Information: (we need this section filled out as well as a photo copy of your valid insurance card)
Policy holder/Guarantor: fill out below contact information if different than home address)

Spouse Parent Other:

Primary insurance company name:

Policy number: Group number:

Policy holder Last Name: First Name: Date of birth: / /
Policy Address same as patient: Yes No; fill out section below

Street Address: Suite/Apt/Bldg #:
City: State: Zip Code:
Phone number: (__ ) -

Do you have secondary or tertiary insurance? No Yes (if yes fill out attached additional insurance form on next page)



Bellevue Ear Nose and Throat Registration Form

Fill out this section ONLY if you have secondary or tertiary insurance coverage. (we need this form filled out as well as
a copy of your valid insurance card)

Policy holder: (no need to fill out below contact information unless different than home address)

Spouse Parent Other:

Secondary insurance company name:

Policy number: Group number:

Policy holder Last Name: First Name: Date of birth: / /
Address same as patient: Yes No; fill out below section

Street Address: Suite/Apt/Bldg #:

City: State: Zip Code:
Phonenumber: (_____)_ -

Insurance Information: (we need this section filled out as well as a photo copy of your valid insurance card)
Policy holder: (no need to fill out below contact information unless different than home address)

Spouse Parent Other:

Tertiary insurance company name:

Policy number: Group number:

Policy holder Last Name: First Name: Date of birth: / /
Address same as patient: Yes No; fill out below section

Street Address: Suite/Apt/Bldg #:

City: State: Zip Code:
Phonenumber: (_____)_ -

Please continue on next page



Bellevue Ear Nose and Throat Registration Form

I have been presented with a copy of the HIPAA privacy notice.

Signature of patient or Guarantor/Guardian Date
(If signed by other than patient state relationship to patient)

| hereby consent to Bellevue Ear Nose and Throat staff and providers sharing information, verbally or in writing, with
the below stated person. | give this consent voluntarily and at my own request.

Authorized person’s Name: Relationship to patient:

Authorized person’s phone number:

Any health care related information in my record, treatment, and visit.

The following information will not be released or discussed unless specifically initialed below: (initial each item
authorized by you)

HIV/AIDS related care information including status Mental Health related care information
Sexually transmitted disease related care information Drug and alcohol abuse related care
information

The federal government now requires us to ask the following questions as part of the law governing electronic health
records.

What is your race? (Circle One Answer)
American Indian or Alaska Native Asian Black or African American White/Caucasian
Native Hawaiian or Other Pacific islander Multiracial Other Decline to answer

What is your preferred language? (circle one)

American Sign Language Korean Russian Somali Spanish Vietnamese
Mandarin-Cantonese Mandarine-Chinese English Filipino French
Japanese Other: Decline to answer

Do you consider yourself to be of Hispanic or Latino ethnicity? (circle one) Yes No Decline to answer

Authentication of information and Patient Responsibility:

| authorize treatment of person named above as “patient” and agree to pay all fees for such treatment. | hereby authorize my insurance
benefits to be paid directly to the provider of service and | am financially responsible for non-covered services. | also authorize release of
medical information to my insurance company for claims processing. | hereby authenticate that | have provided accurate and complete
information.

Signature of Patient/Guardian Date



