
                 New Patient Info Sheet v. 05-22 

 

 
PATIENT INFORMATION                            
 
 

Patient’s Full Name____________________________________________________________________________________________ 
   Last      First            Middle     Maiden 
 
Marital Status:  Single______Married______Widowed______Divorced______ SS#________________________________________ 
 
Date of Birth________________ Age _____________ Sex__________________ Preferred Language _________________________ 
 
RACE & ETHNICITY (Per the Federal Government we are asked to gather the following information) 
 
Race:   American Indian/Alaskan        Asian      Black/African American      Hawaiian/Pacific Islander      White      Other      Declined 
 
Ethnicity:    Not Hispanic or Latino        Hispanic or Latino       Declined    
 

CONTACT INFORMATION 
 
Preferred Method of Communication (Choose One):     Mail      Patient Portal      Home Phone Cell Phone       Text        Email 
 
Home Phone________________________Work Phone_____________________Cell Phone_________________________________ 
 
Preferred Contact (if other than patient)__________________________________Contact Phone______________________________ 
 
E-mail Address_______________________________________________________________________________________________ 
(If you do not wish to receive email from Northeast Georgia ENT and Garlich Facial Plastics, DO NOT give email address) 

Address_____________________________________________________________________________________________________ 
 
City_______________________________State___________________________Zip_______________________________________ 
 
Employer_________________________________________________________Occupation_________________________________ 
 

SPOUSE OR PARENT INFORMATION 
 
Name_______________________________________________________________________________________________________ 
                          
Date of Birth____________________SS#_______________________________ Mobile Phone ______________________________ 
 
Employer and Address_________________________________________________________________________________________ 
 

EMERGENCY NOTIFICATION 
 
Name______________________________________________________________Relationship______________________________ 
 
Home Phone________________________Work Phone______________________Cell Phone________________________________ 
 

 
PHARMACY & LOCATION (required) ______________________________________________________________ 
 
PRIMARY CARE PHYSICIAN (medical doctor) 
Family Physician____________________________________________________Office Phone______________________________ 
 
REFERRING PHYSICIAN (the doctor who sent you to see us not the facility where you were seen) 
Referring Physician__________________________________________________Office Phone______________________________ 
 

 
AUTHORIZATION FOR TREATMENT  
I hereby consent to treatment by the health care providers at Northeast Georgia Otolaryngology dba Northeast Georgia ENT (NeGa 
ENT), such treatments may include x-rays, hearing tests and other procedures as deemed necessary.  I also hereby consent to the 
retrieval of my medication history electronically. 
 
 
Signature of Patient, Parent or Guardian    Relationship to Patient   Date 
 
_____________________________________________ 
Print Full Name         PLEASE COMPLETE BACK OF FORM 
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HIPAA ACKNOWLEDGEMENT 
 
I understand that under the Health Insurance Portability & Accountability Act of 1996 that I have certain rights to privacy regarding 
my protected health information.  I understand that this information can and will be used to: 
 

 Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be involved in that 
treatment directly and indirectly; 

 Obtain payment from third-party payers;  and 
 Conduct normal healthcare operations such as quality assessments and physician certifications. 

 
I have read and understand the NeGa ENT Notice of Privacy Practices.  I understand that this practice has the right to change its 
Notice of Privacy Practices and that I may contact the practice at any time to obtain a current copy. 
 
I authorize NeGa ENT to release and/or obtain my records to/from other physicians for the purpose of continuity of care.  
I authorize NeGa ENT to release my information, including diagnosis, records and claims information to the following individual(s):  
(Name and relation-Example: Jane Smith, Wife; Jan Smith, Daughter)     
 
1) _________________________________ 2) _________________________________ 3) _________________________________ 
 
____________________________________________________________________________________________________________ 
Signature of Patient, Parent or Guardian                  Relationship to Patient   Date 
________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

 
FINANCIAL POLICY & ASSIGNMENT OF BENEFITS 
 
Financial Policy:  Payment is expected at the time of service.  We accept cash, check or credit card.  If we are contracted with your 
insurance, we ask that you pay any co-payments, co-insurance and deductibles that have not been satisfied.  Co-payments must be 
paid prior to seeing the doctor.  If the patient is a minor, financial responsibilities lie with the parent/guardian bringing the child 
 
Your insurance policy is a contract between you and/or your employer and your insurance company.  Depending on your insurance 
plan, some office procedures (for example, hearing tests and endoscopies) are either not covered or subject to deductibles and co-
insurance in addition to your co-payment.  It is your responsibility to know your insurance plan benefits.    
 
No Show Policy:  If an appointment is not cancelled at least 24 hours in advance you will be charged a $50.00 fee. 
  
Self-Pay Financial Policy:  For services rendered in the office, a minimum payment of $300.00 is required prior to seeing the doctor 
and the remaining balance is due at check out unless other payment arrangements are made in advance.  For elective surgical services, 
payment in full is required a minimum of two weeks prior to the surgery date unless other arrangements are made in advance.   
 
Assignment of Benefits:  I authorize the release of any information necessary to process claims and direct payment to myself or the 
doctor who accept assignment.   
 
___________________________________________________________________________________________________________ 
Signature of Patient, Parent or Guardian     Relationship to Patient   Date 
________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

 
WAIVER FOR NO REFERRAL (if applicable) 
 
Your current insurance requires a referral from your Primary Care Physician before our physicians can see you and before we can 
submit a bill to your insurance company for reimbursement.  Since you do not have a referral, we require that you pay $75 up front 
and establish a payment agreement for the balance.  If a referral is obtained at a later date or a referral is not necessary and the 
insurance company’s Explanation of Benefits has shown the service to be eligible for payment, you will be reimbursed any overpaid 
amounts.  
 
I have elected to visit this specialist and to receive services without a written insurance referral from my primary care physician. 
 
____________________________________________________________________________________________________________ 
Signature of Patient, Parent or Guardian     Relationship to Patient   Date  
 
 
 
 
  


