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Patient Registration Form
Please print and fill out form completely. 

Patient’s First Name:   M.I.:   Last Name:  

Date of Birth:   Sex:  Male  Female     Social Security #:  

Marital Status:  Single     Married

Address:   City/State/Zip:  

Home Phone:   

 Okay to leave message cell phone:  

 Okay to leave message: Email:  

Referring Physician/Provider:  

Reason for visit:  

Emergency Contact:   Relationship:   Phone #:  

Reason for visit: Guarantor information for minors (under age 18)

Name:    Sex:  Male   Female  Date of Birth:  

Patient’s relationship to the guarantor:  Child   Spouse   Other  

SSN:   Phone:   Cell:  

Street Address:   City/State/Zip:  

Insurance Policy Holder

Policy Holder’s Name:    Policy Holder’s Date of Birth:  

Patient’s relationship to the policy holder:     Child     Spouse     Other

I acknowledge full financial responsibility for any services rendered, and I understand that estimated patient-due amounts will 
be paid at the time of service. I also understand that the charges not covered by insurance remain my responsibility and assign 
insurance benefit to this office. I acknowledge receipt of the Financial and Billing Policy.

X:   Date:  

                                                 Patient/Guarantor Signature
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HIPAA PROTECTED HEALTH INFORMATION – ACCESS FORM
I understand that state and federal laws do not permit David R Brown, MD Ear Nose & Throat PC to share information about me, 
including information regarding the health care services I received (my protected health information) without my authorization. 

I give permission to David R Brown, MD Ear Nose & Throat PC to discuss or release any medical or financial records with the 
person or persons listed below:

I understand that I may change or revoke this form at any time by contacting administration at David R Brown, MD Ear Nose & 
Throat PC. I understand that such changes or revocation will not be effective for disclosures that have already been made or for 
access which has already occurred based on this form. 

  You may leave confidential clinical information on my answering machine/voice mail.

       

Signature of Patient or Responsible Party Signature Printed Name Date

Name: (Please Print) Relationship to Patient Date of Birth
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Notice of Privacy Practices
This notice describes how medical information about you may be used and disclosed and how you can get access to  
this information. PLEASE REVIEW IT CAREFULLY 

We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give 
you this Notice about our privacy practices, legal obligations, and your rights concerning your health information (“Protected Health 
Information” or “PHI”). We must follow the privacy practices that are described in this Notice (which may be amended from time to time). 
For more information about our privacy practices, or for additional copies of this Notice, please contact us using the information listed  
at the end of this Notice.

I. USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION:

• Your PHI may be used and disclosed by the physician, our office staff, and others outside our offices that are 
involved in your care and treatment for the purpose of providing health care services to you, to pay your health 
care bills, to support the operation of the business, and any other use required by law. We may use and disclose 
PHI without your written authorization for certain purposes as described below. The examples provided in each 
category are not meant to be exhaustive, but instead are meant to describe the types of uses and disclosures that 
are permissible under federal and state law.

1. Treatment: We may use and disclose PHI in order to provide treatment to you. For example, we may use PHI 
including your medication history, to diagnose, treat, and provide medical services to you. In addition, we may 
disclose PHI to other health care providers involved in your treatment. 

2. Payment: Under federal law we may use or disclose PHI so that services you receive are appropriately billed to, 
and payment is collected from your health plan. By way of example, we may disclose PHI to permit your health 
plan to take certain actions before it approves or pays for treatment services. Release of PHI to health plans 
require an authorization provided by you to us or to your health plan. We may contact the Guarantor for your visit 
in order to obtain payment.

3. Health Care Operations: We may use or disclose your PHI in order to support our business activities.  
These activities include, but are not limited to business associates, quality assessment activities, internal 
investigations, performance reviews, and training employees. In addition, we will use a sign-in sheet at the 
registration desk where you will be asked to provide your name and date of birth. We may also call you by name 
in the waiting room when the physician is ready to see you. We may use or disclose your PHI to contact you to 
remind you of an appointment, to notify you of test results, to inform you of health related services that may be  
of interest to you, and to check on your treatment, progress, and satisfaction with our services.

4. Required of Permitted by Law: As required by law, Public Health issues as required by law, communicable 
diseases, health oversight, abuse or neglect, food and drug administration requirements, legal proceedings,  
law enforcement concerns, funeral directors, organ donation, research, criminal activity, military activity, national 
security, worker’s compensation, inmates and other required uses and disclosures. Under the law, we must 
make disclosures to you and when required by the Secretary of the Department of Health and Human Services.

• Permissible Uses and Disclosures That May Be Made Without Your Authorization, For Which You Have An 
Opportunity to Object

1. Family and Other Persons Involved in Your Care. We may use or disclose health information to notify or assist 
in the notification of (including identifying or locating) a family member, your personal representative or another 
person responsible for your care, of your location, your general condition, or death. If you are present, then prior 
to use or disclosure of your health information, we will provide you with an opportunity to object to such uses 
or disclosures. In the event of your incapacity or emergency circumstances, we will disclose health information 
based on a determination using our professional judgment disclosing only health information that is directly 
relevant to the person’s involvement in your healthcare. We will also use our professional judgment and our 
experience to make reasonable inference of your best interest in allowing a person to pick up filled prescriptions, 
medical supplies, X-rays, or other similar forms of health information.



2. Disaster Relief Efforts. We may use or disclose protected health information to a public or private entity 
authorized by law or its charter to assist in disaster relief efforts for the purpose of coordinating notification  
of family members of your location, general condition, or death.

• Other Permitted and Required Uses and Disclosures: Use or discloses of your PHI for marketing or sale of your  
PHI to third parties will be made only with your authorization. Once given, you may withdraw authorization at any  
time in writing.

II. YOUR INDIVIDUAL RIGHTS

• Right to Inspect and Copy. You may request access to your medical records and billing records maintained by us in 
order to inspect and request copies of the records. All requests to access must be made in writing. Under limited 
circumstances, we may deny access to your records. Under federal law, you may not inspect or copy psychotherapy 
notes, information complied in anticipation of, or use in a legal proceeding, and PHI that is otherwise prohibited.  
We may charge a fee for the costs of copying and sending you any records requested. 

• Right to Alternative Communications. You may request, and we will accommodate, any reasonable written request 
for you to receive PHI by alternative means of communication or at alternative locations.

• Right to Request Restrictions. You may ask us not to disclose any part of your PHI for the purposes of treatment, 
payment, or health care operations. Your request must be in writing and state the specific restriction requested  
and to whom you want the restriction to apply. If you have paid for your services in full and ask us not to disclose  
your visit to your insurance company, we will honor that request. We are not required to agree to any other restriction 
that you may request.

• Right to Accounting of Disclosures. Upon written request, you may obtain an accounting of certain disclosures of  
PHI made by us in the last six years. This right applies to disclosures for purposes other than treatment, payment,  
or health care operations, excludes disclosures made to you or disclosures otherwise authorized by you, and is 
subject to other restrictions and limitations. We are required by law to notify you if your unsecured PHI is breached.

• Right to Request Amendment. You have the right to request that we amend your health information. Your request 
must be in writing, and it must explain why the information should be amended. We may deny your request under 
certain circumstances. If we deny your written request for amendment, you have the right to file a statement of 
disagreement with us and we may prepare a rebuttal to your statement and provide you with a copy of any such 
rebuttal.

• Right to Obtain Notice. You have the right to obtain a paper copy of this Notice by submitting a request to the center’s 
Compliance Officer at any time.

• Questions and Complaints. If you desire further information about your privacy rights or are concerned that we have 
violated your privacy rights, you may contact the center’s Compliance Officer. You may also file a written complaint 
with the Director, Office for Civil Rights of the U.S. Department of Health and Human Services. We will not retaliate 
against you if you file a complaint with the Director or with our office.

III. EFFECTIVE DATE AND CHANGES TO THIS NOTICE

• Right to Inspect and Copy. The Notice is effective on November 2, 2018. 

• Changes to this Notice. We may change the terms of this Notice at any time. If we change this Notice, we may  
make the new notice terms effective for all PHI that we maintain, including any information created or received prior 
to issuing the new notice. If we change this Notice, we will post the revised notice in the waiting area of our office and 
on our website. You may also obtain any revised notice by contacting the center’s Compliance Officer. 

I have reviewed the David R Brown, MD Ear Nose & Throat PC Notice of Privacy Practices and understand that I may 
request a copy of the policy at any time.

Printed Name:    Signature:     Date:   
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Pediatric Patient Intake
Please print and fill out form completely. 

Patient:   

Date of Birth:   Today’s Date:   MR#:  

Reason for today’s visit:   

Who referred your child to our clinic?:  

Medication Allergies:   Latex Allergy?   No   Yes

Medications:  Please list or provide list.  

 

What pharmacy does your child use?  

 

Past Medical History: Has your child ever had problems in any of the following categories?  Please check/specify.

Allergy/immune  No   Yes    Eczema, hay fever, sinusitis, asthma, other:    
Gastrointestinal  No   Yes    Acid reflux, stomach ulcer, other:  
Heart  No   Yes    Heart attack, heart failure, coronary artery disease, heart valve disease
Vascular  No   Yes    High blood pressure, aortic aneurysm, carotid stenosis, other:  
Blood (heme)  No   Yes    Bleeding disorder, clotting disorder, anemia, other:  
Infectious  No   Yes    HIV, tuberculosis, hep C, other:  
Lung  No   Yes    Asthma, sleep apnea, emphysema (COPD), pneumonia, other:  
Neurologic  No   Yes    Stroke, seizure, headache, chronic pain, anxiety, depression, dementia
Perinatal  No   Yes    Complicated pregnancy, premature delivery, NICU stay, other:  
Other: specify  No   Yes       

Up-to-date on immunizations:    No   Yes

Past Surgical History: Please list past surgeries and approximate year.  

 

Family History: Please list any family medical problems, especially related to those listed above.   

 

Social History   

Your relationship to patient?   Who does patient live with?  

Who has custody of the patient?                               

Constitutional
Fever
Daytime sleepiness

Eyes
Changes in vision

ENT
Nasal Congestion
Facial or sinus pain
Sore throat 
Hearing loss

Difficulty swallowing
Hoarseness

Cardiovascular
Chest pain

Respiratory
Shortness of breath
Wheezing
Sleep apnea

Gastrointestinal
Vomitting

Heartburn or reflux

Integument (skin)
Rash
Changes to moles
Sores

Neurologic
Dizziness
Headaches

Musculoskeletal 
Pain: joint, muscle, back

Psychiatric
Anxiety

Depression 
Heme-lymph
Easy bleeding or bruising

Allergy-Immunologic
Sneezing
Itching
Seasonal allergy

Review of Systems:   Please check below if you have any of the following.
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Insurance Cards
We will ask you for your insurance card and check your picture identification each time you visit. Your insurance cards 
must be available at the time of each visit. If your card is not available, you will be asked to sign a waiver agreeing to 
be responsible for payment, and we may collect the full payment due. We submit claims to most insurances, although 
it’s your responsibility to verify with your insurance company that we are a participating provider, and there are no 
geographic, preexisting conditions or prior authorization limitations. Plans vary within and between insurance payers  
and policies regarding prior authorization may changes frequently.   

Copays, Coinsurance and Deductible
Copays are due at the time of check-in. Copays are set by your insurance, and we are obligated to collect these fees.  
If you have a deductible plan that will impact your visit, you will be asked to pay at the time of service. If not paid at  
the time of visit, an additional $10 processing fee will be applied. If you call us later in the day with a form of payment, 
this surcharge will be waived. 

Specialist Procedures
As part of an ear nose and throat examination, an endoscopy may be felt necessary to complete the exam. Your insurance 
company may consider this a surgical procedure and applicable copays and patient responsibility may apply. If a hearing 
test is needed in addition to your office exam, your insurance company may apply an additional copay. Also, some 
insurance companies will only cover hearing tests for certain age groups or certain diagnosis. We encourage you to be 
familiar with your plan benefits.  

Referrals
If you need a referral to be seen in our office, please contact your primary care physician to arrange for this. This must be 
available on the day of service. If this is being sent to us directly, you can contact our billing office at 505.820.9945 to verify 
its receipt. If a referral is needed and not available at the time of your visit, you will be asked to pay out of pocket. 

Self-Pay Policies
Self-payments are due on the day of visit. Payment plans are available as recurring credit card or debit card transactions 
for balances greater than $300.00. Please contact our business office at 505.820.9945 if you need to make special 
arrangements for payment. We will make every effort to assist you.

No Shows
Cancellation of appointments should be made at least 48 hours in advance. This courtesy allows us to schedule and serve 
other patients. We reserve the right to bill you $75 for a missed appointment.

Past Due Accounts
Patients who have not made an effort to make payment arrangements and have not expressed an interest in meeting 
their financial obligation may be turned over to a collection agency. Patients who have allowed their account to be turned 
over to an agency will be expected to satisfy their financial obligation prior to scheduling any future appointments. 

Returned Checks
There will be a $50 charge for a check returned by the bank.

Financial Responsibility for Minors
The parent or guardian who brings the minor patient for care in our office will be fully responsible for any out-of-pocket 
expenses to be paid at the time of service. 

Finally…
Your insurance is a contract between you and your insurance group plan. While we have an experienced billing staff,  
it is not possible for us to know the details of each plan. We are happy to assist you in any way that we can to determine 
your coverage and meet patient responsibility prior to and after your visit to our office. Please contact us at 505.820.9945 
with your questions and concerns. We look forward to serving you.
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