DALTON EAR, NOSE, AND THROAT ASSOCIATES PATIENT INFORMATION
MINOR OR DEPENDENT PATIENT

PATIENT’S FULL LEGAL NAME

(LAST) (FIRST) (MIDDLE) (NICKNAME)

SEX BIRTHDATE SS# HOME PHONE#
(FATHER’S NAME & EMPLOYER) (PLANT #) (WORK # AND EXT.) (CELL#®
(FATHER’S MAILING ADDRESS) (CITY) (STATE) (ZIP)
(FATHER’S STREET ADDRESS - IF DIFFERENT) (CITY) (STATE) (ZIP)
(MOTHER’S NAME & EMPLOYER) (PLANT#  (WORK # AND EXT.) (HOME #) (Ss#)
(MOTHER’S MAILING ADDRESS - IF DIFFERENT) (CITY) (STATE) (ZIP)
(MOTHER’S STREET ADDRESS - IF DIFFERENT) (CITY) (STATE) (ZIP)
(REFERRING PARTY) (PRIMARY CARE DOCTOR) (DRUG STORE)
EMERGENCY CONTACT

(NAME AND RELATIONSHIP TO PATIENT) (HOME #) (WORK #)

FAMILY MEMBERS TREATED BY OU PHYSICIANS
(NAME AND RELATIONSHIP TO PATIENT)

INSURANCE INFORMATION

PRIMARY INSURANCE

(INSURED’S NAME) (INSURED’S DOB) (INSURED’S SS#)  (INSURED’S GROUP #)
(INSURANCE COMPANY) (ADDRESS) (PHONE #)
2NP INSURANCE
(INSURED’S NAME) (INSURED’S DOB) (INSURED’S SS#) (INSURED’S GROUP #)
(INSURANCE COMPANY) (ADDRESS) (PHONE #)

IF THIRD INSURANCE COMPANY ENTER THE INFORMATION ON THE BACK OF THIS FORM

PAYMENT IS EXPECTED AT THE TIME OF SERVICE FOR OFFICE VISITS. FOR SURGERY AND HOSPITALIZATION WE WILL FILE YOUR
INSURANCE. FOR THIS REASON, PLEASE COMPLETE THE INSURANCE AUTHORIZATION AND ASSIGNMENT.

| hereby authorize Dalton Ear, Nose, and Throat Associates, PC, to furnish information to insurance carriers or other health care providers
concerning my dependent’s illness and treatments. | understand that these records may be transmitted electronically. | further authorize payment of
benefits to the provider of services on the patient’s behalf. | understand that, as the parent bringing the minor child, I am responsible for any
amount not covered not by insurance. This authorization shall be valid until such time as I revoke it with written request.

DATE SIGNATURE

(RELATIONSHIP TO PATIENT)

I WILL BE PAYING BY 1. CASH 2. CHECK 3. CREDIT CARD



PEDIATRIC

under 12 years of age

Name: Age: Referred by:

Reason for Visit? Duration of Symptoms:

Describe the problem:

Medications: (List current medications and dosages) Medication Allergies:
1)

2)

3) Other Allergies:

4)

Past Medical History: (List with dates)
[llnesses/Medical problems:

Injuries:

Operations:

Does the child have or had in the past:

O Asthma [ Persistent cough [ Snoring [CIMouth breathing [ Gasping/pausing in breathing at night [ Nasal discharge

[0 Nasal congestion [ Strep infections (How many? per year for years)

O Tonsillitis (How many? per year for years) [1Badbreath [ Scarletfever [ Hearingloss [ Ear infections
[0 Hoarseness [ Trouble swallowing [ Seizures [ Heart problems [ Diabetes [0 RSV [ Lyme disease [ Headaches
Are the child’s immunizations up to date? [J Yes [ No

Is the child in daycare? [ Yes [ No Is the child exposed to secondhand smoke? [ Yes [ No
Has the child seen an allergist? [1Yes [ No Has the child received allergy shots? [ Yes [1No

Does the child or any family member have a bleeding disorder? [ Yes [ No
[0 Hemophilia [0 Hemorrhage at surgery [ Easy bleeding/bruising [ Slow clotting

Has the child or any family member had problems with anesthesia? [ Yes [1No If yes, be specific

Were there any complications with the pregnancy or delivery? O Yes OO No  If yes, be specific

Delivery type [ Vaginal [ C-section
Length of pregnancy [ Term (normal) O Premature # weeks

Did the child go home from the hospital within 24 hours? [ Yes [ No If no, why?

Does any family member have: [ Asthma [ Diabetes O Tuberculosis O High blood pressure [ Stroke
[Heart disease O Allergies O Cancer O Thyroid disease O Thyroid cancer O Hearing loss

| have reviewed this information and find it to be correct. Guardian Date

Doctor Date




