





SKIN:

__ SKIN RASH

__ SKIN ITCHING

__ RECENT HAIR LOSS

NEUROLOGIC:
___ HEAD INJURY
__ NECK INJURY

ARM OR LEG WEAKNESS OR
NUMBNESS
TREMORS
TEMPORARY BLINDNESS
DIFFICULTY SPEAKING
MEMORY LOSS
LOSE CONTROL BLADDER
OR BOWELS
___ TINGLING LIPS, HANDS, FEET

MUSCULOSKELETAL.:

___ JOINT PAIN

__ CHRONIC BACK OR NECK
PROBLEMS

ENDOCRINE:
___ EXCESSIVE THIRST
__ HEAT OR COLD INTOLERANCE

PSYCHIATRIC:

ARE YOU PRONE TO:

__ WORRY?

__ DEPRESSION?

__ ANGER?

___ DIFFICULTY SLEEPING

HEMATOLOGIC:

___ SLOW TO HEAL

___ EASY TO BRUISE

___ PROLONGED BLEEDING FROM CUTS

MEDICAL PROBLEMS:
___ ACID REFLUX (HIATAL HERNIA)
___ ANEMIA
__ ASTHMA
BLOOD TRANSFUSION HISTORY
CANCER OR TUMOR
CHRONIC LUNG DISEASE
CLOTTING DISORDER
DIABETES
ECZEMA PSORIASIS
EMPHYSEMA
FOREIGN MATERIAL IMPLANTS
GLAUCOMA
GOUT
HEART ATTACK
HEART MURMUR
HEART RHYTHM DISORDER
HEPATITIS
HIGH BLOOD PRESSURE
___ HIGH CHOLESTEROL OR FATS
IN BLOOD
HYPOGLYCEMIA
__ IMMUNE SYSTEM DISORDERS
(LUPUS, SARCOID, IMMUNE
DEFICIENCY)
___ KIDNEY DISORDER, STONES

MEDICAL PROBLEMS:
(continued)
___ LIVER DISEASE
MENTAL ILLNESS
___ MIGRAINE
___ MITRAL VALVE PROLAPSE
___ OSTEOARTHRITIS
___ OSTEOPOROSIS
___ PALPITATIONS
___ PROSTATE
RHEUMATIC FEVER
___ RHEUMATOID ARTHRITIS
___ SEIZURES
___ SPASTIC COLON
__ STROKE
___ THYROID DISORDER
___ TMJ (JAW DISORDER)
___ TUBERCULOSIS
___ ULCERS
___ VASCULAR DISEASE
___ NO MEDICAL HISTORY

PREVIOUS SURGERY:
LIST TYPES AND DATES

MEDICATIONS:

LIST ALL OR ATTACH LIST.

(INCLUDE OVER-THE-COUNTER AND
ASPIRIN, GIVE DOSE AND LENGTH OF
TIME USING. ALSO, INDICATE
MEDICATIONS STOPPED RECENTLY OR
USED IN THE PAST YEAR).

DRUG ALLERGIES:
LIST ALL KNOWN AND DESCRIBE
REACTIONS '

FAMILY HISTORY:

__ ALLERGY

___ ANESTHESIA PROBLEMS
___ AUTOIMMUNE DISEASE
___ BLEEDING DISORDERS
__ CANCER

___ DIABETES

___ HEARING LOSS IN FAMILY
__ HEART DISEASE

___ HIGH BLOOD PRESSURE
__ NO FAMILY HISTORY

__ OTHER (NAME OF DISORDER)

___ STROKE

IF PARENTS, SIBLINGS, OR CHILDREN
DECEASED, LIST CAUSE OF DEATH AND
AGE:

SOCIAL HISTORY:

__ CAFFEINE

__ SMOKE

__ SOMEONE ELSE WHO SMOKES
IN THE HOME

__ ALCOHOL

__ CHEWS TOBACCO

___ USES SNUFF

___ DO YOU HOLD ANY CONVICTIONS

THAT ARE PERTINENT TO YOUR

MEDICAL CARE (SUCH AS JEHOVAH’S

WITNESS AND BLOOD TRANSFUSION):
YES NO

IF SO PLEASE EXPLAIN:

OCCUPATION:

CHILDREN:

__ IF PATIENT IS A CHILD,
ARE THEY IN DAYCARE

___ IMMUNIZATIONS ARE UP TO DATE
(FOR CHILDREN)

HOUSING:
CIRCLE TYPE OF HEAT:
GAS, ELECTRIC, COAL, FIREPLACE

CIRCLE RESIDENCE:
HOME, APARTMENT, MOBILE HOME

LIST PETS INSIDE OF HOME:




ENT Associates of Alabama, P.C.
Notice of Privacy Practices Acknowledgement

I, »acknowledge I have
received a copy of the notice of privacy practice

Name of Patient(Please Print)

Signature of Patient or Personal Representative

Date

Financial Responsibility Policy

I understand that certain procedures performed by my physician may not be covered by my individual
insurance contract. I accept full financial responsibility for the immediate payment of any charges not
covered by my insurance contract. If my insurance contract requires a specific referral or authorization
from my Primary Care Physician and I have not obtained the required referral or authorization, I
acknowledge and agree that any services rendered will be considered a self-referral for which I (or my
Responsible Party) shall be solely liable for payment. Should I fail to pay for any of the services
rendered, I agree to pay all reasonable costs associated with collection, including, but not limited to,
attorneys’ fees. I have read this Financial Responsibility Policy and agree to pay for all services not
covered by my individual insurance contract.

Signature of Patient ’ Date

Signature of Responsible Party Date




ENT ASSOCIATES OF ALABAMA, PC

PRIVACY AND CONFIDENTIALITY RELEASE FORM

Patient Name:

Date of Birth:

Any physician, staff, employee or representative of ENT Associates of Alabama,
PC has my permission to discuss my account and medical conditions which may
include symptoms, treatments, diagnosis, test results, medications or any other type
of protected health information with the following persons in order to facilitate and
coordinate my care, treatment and payment:

Name Relationship Phone Number(s)

Name Relationship Phone Number(s)
Name Relationship Phone Number(s)
Name Relationship Phone Number(s)

I understand that authorizing the release of my information to the above
individual(s) is voluntary and does not affect my access to treatment. I can refuse
to sign this form. I can revoke it by writing to ENT Associates of Alabama, PC
or by completing a new form at any time. This authorization will remain in effect
until I change or revoke it. I understand that if information is shared with the
above individuals it may be subject to redisclosure by the individual(s).

Patient Signature: Date:




RELEA§EA TO: ENT Associates of Alabama, P.C.
’ 1-888-368-5020 - Medical Records

Toll Free

Morton Goldfarb, M.D., F.A.C.S., C.E.O. -General Ear, Nose and Throat L. Clark Simpson, M.D., F.A.C.S.
John W. Poynor, M.D., F.A.C.S. -Head and Neck Surgery Howard Goldberg, M.D., F.A.C.S.
John M. Gerwin, M.D., F.A.C.S. -Facial Plastic & Reconstructive Surgery  Alice H. Morgan, M.D., Ph.D., F.A.A.O.A.
Jack W. Aland, M.D,, F.A.C.S. - Allergy John G. Simmons, M.D,
Sheldon J. Black, M.D., F.A.C.S. -Hearing Aids : David M. Walters, M.D.
C. Peyton Colvin, M.D. ) -Otology & Neurotology Bruce A. Morgan, M.D., Ph.D.

-‘Voice Disorders Dianne Nichols, Chief Operating Officer

REQUEST FOR RELEASE OF INFORMATION

Patient’s Name: ' : PHONE#

Date of Birth: ' SSN#: ACCOUNT#

I HEREBY AUTHORIZE ENT ASSOCIATES OF ALABAMA, P.C.

To: Release To:

Purpose for release: ‘ - Legal ..Evaiuation and Treatment
_+;msurance —Other
D f servi released:
1. - I understand that the above record request may contain information concerning sexually transmitted disease

and/or treatment, drug and/or alcohol tests and treatment, psychiatric treatment, and HIV/AIDS tests or treatment, and I
AM SPECIFICALLY PERMITTING ENT Associates of Alabama, P.C. to include this information in the records release.

\

_ Signature of Patient/Legal Representative ‘ Date

2. I understand that the above record request may contain information concerning sexually transmitted disease

and/or.treatment, drug and/or alcohol tests and treatment, psychiatric treatment and HIV/AIDS tests or treatment I AM
NOT PERMITTING ENT Associates of Alabama, P.C. to include this Information in the records release.

i

Signature of Patient/Legal Representative : Date

3. I understand this authorization may be revoked in wh’ting at any time by submitting a letter to the medical records

supervisor, except to the extent that action has been taken in reliance on this authorization. Unless otherwise revoked, this
' ization will 1 vea e Sil low.

The facility, its employees, officers, and physicians are hereby released from any legal responsibility or liability for disclosure
of the above information to the extent indicated and authorized herein, - By signing below, I recognize that the protected
health information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient of the
disclosure and may no longer be protected under federal law. .

- I acknowledge that I have read and fully understand this authorization as it a

] pplies to me. By my signature, I authorize
execution of the terms of this document. ’

Signature of Patient/Legal Representative Date
Witness ‘Date
MAIL RECORDS OR FAX TQ;
ENT ASSOCIATES OF ALABAMA, P.C. ‘ Co
833 St. Vincent's Drive : Fax #: (205) 212-3578

POB#3 ~ Suite 402 .
Birmingham, Alabama 35205



