Agape Ear, Nose and Throat Clinic

Steven K. Sewell, M.D.

1608 S 5th Street

Leesville, LA 71446

(337) 392-1000

Today’s Date: _____________

Patient Information
Name __________________________________________        Sex (Circle One):      Male        Female


Last


First

         M.I.

Date of Birth: ______________________   Age: ______   SOCIAL SECURITY# _______ - _______ - _______

Address ______________________________________ City __________________ State _____ Zip ________

Home Phone: _______________________________    Work Phone: _______________________________

Cell Phone:  _______________________________  

EMAIL ADDRESS:__________________________________________________________
Marital Status: ____________________________
Primary Physician: _____________________________

Patient Employed By: ____________________________ Occupation: ______________________________

Business Address: _______________________________ Business Phone: ___________________________

Who may we thank for referring you? _________________________________________________________

Other Family Members Seen In Our Office ____________________________________________________

Parent/Legal Guardian Name: _____________________________________________________________

Parent/Legal Guardian Birthdate: ______________ Parent/Legal Guardian SSN: ______-______-_______
Insurance Information
Policy Holder Information ____________________________________________________________________





Last




First



M.I.
Insurance Company _________________________________________________________________________

Policy # _____________________________________  Group # _____________________________________

Relation to Patient ____________________________ Birthdate ___________   SSN ______-______-_______
Address If Different From Patient’s ____________________________________________________________

Phone Number ___________________________ Policyholder Employed By ___________________________
Business Address __________________________________________ Business Phone ___________________
Additional Insurance Information

Is Patient Covered By Additional Insurance?       _________ Yes    __________ No

Insurance Company ________________________________ Policyholder’s Name _______________________

Policy # _____________________________________  Group # _____________________________________

Relation to Patient ____________________________ Birthdate ___________   SSN ______-______-_______
Address If Different From Patient’s ____________________________________________________________

Phone Number ___________________________ Policyholder Employed By ___________________________
Business Address __________________________________________ Business Phone ___________________

ASSIGNMENT AND RELEASE
I hereby authorize the Doctor to release all information necessary to secure the payment of benefits.  I authorize the use of this signature on all insurance submissions.
_______________________________
_______________________________
__________________

Responsible Party Signature


Relationship to Patient


Date
       MUST BE THE PARENT/LEGAL GUARDIAN (MUST HAVE GUARDIANSHIP PAPERS)

PATIENT INFORMATION

Reason for visit and symptoms ___________________________________________________________________

____________________________________________________________________________________________ List any medications you are currently taking  AND DOSAGE: :___________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
List any allergies ______________________________________________________________________________

____________________________________________________________________________________________
FAMILY HISTORY

Father

If deceased only
(age at death) __________
(cause) ________________________________
Mother

If deceased only
(age at death) __________
(cause) ________________________________

HAS ANY BLOOD RELATIVE HAD:

PLEASE CIRCLE:


WHO?
Cancer






NO         YES

________________________________

Tuberculosis





NO         YES

________________________________ Diabetes





NO         YES

________________________________

Heart Trouble





NO         YES

________________________________ High Blood Pressure




NO         YES

________________________________

Stroke






NO         YES

________________________________

Epilepsy





NO         YES

________________________________

Insanity





NO         YES

________________________________

Suicide






NO         YES

________________________________





ILLNESS: Have you ever had or do you currently have?



ALLERGIES: Are you allergic to (please circle all answers)?




       Past
         Current

Scarlet Fever or Scarlatina
       NO   YES
         NO    YES
Penicillin or Sulfa
        NO
YES

Diptheria
      

       NO   YES
         NO    YES
Aspirin

        NO
YES

Rheumatic Fever/Heart Disease    NO   YES
         NO    YES
Codeine
        
        NO
YES

Arthritis or Rheumatism
       NO   YES
         NO    YES
Morphine
       
        NO
YES

Gonorrehea or Syphillis
       NO   YES
         NO    YES
Mycins 

        NO
YES

Anemia       
       

       NO   YES
         NO    YES
Other Antibiotics 
        NO
YES

Migraine Headaches

       NO   YES
         NO    YES
Any other Drug
        NO
YES

Tuberculosis


       NO   YES
         NO    YES
Any Foods  
                    NO
YES

Diabetes

       
       NO   YES
         NO    YES
Adhesive Tape  
        NO
YES

Cancer


       
       NO   YES
         NO    YES
Nail Polish or Cosmetics    NO
YES
High/Low Blood Pressure
       NO   YES
         NO    YES
Tetanus Antitoxin/Serum   NO
YES
Colitis / Other Bowel Disease
       NO   YES
         NO    YES
Latex


        NO
YES

Nervous Breakdown
       
       NO   YES
         NO    YES

Food/Chemical/Drug Poisoning    NO   YES
         NO    YES
INJURIES:  Have you had any?
Hay Fever or Asthma

       NO   YES
         NO    YES
Concussion or head injury  NO
YES

Hives or Eczema  
       
       NO   YES
         NO    YES
Knocked Unconscious        NO
YES
HIV Positive or AIDS
       
       NO   YES
         NO    YES

Any Other Disease 

       NO   YES
         NO    YES
WEIGHT:


    






Now __________ One Year Ago __________









Maximum Weight __________ 

When __________









TRANSFUSIONS:  Have you ever had?









Blood or Plasma Transfusion  NO      YES
SURGERY:  Have you had?
Tonsillectomy



NO
YES 

Appendectomy


NO
YES

Any Other Operation  


NO
YES

Type _________________________ Year _________ 
Type _________________________ Year _________

Type _________________________ Year _________
Type _________________________ Year _________

Have you ever been advised to have any surgical operation which has not been done?  

NO
YES

Have you ever been hospitalized for an illness? 






NO      YES
Do You Smoke?

NO      YES

How Many Per Day? ______________________________

Do You Drink?

NO      YES

How Much?   ____________________________________

DRUGS: Do You Take?
Illegal Drugs



NO      YES
What? ___________ How Often? _____________

Laxatives?



NO      YES
How Often? ______________________________

Vitamins?



NO      YES
How Often? ______________________________

Sedatives?



NO      YES
How Often? ______________________________

Tranquilizers?



NO      YES
How Often? ______________________________

Sleeping Pills?



NO      YES
How Often? ______________________________

Aspirin?



NO      YES
How Often? ______________________________

Cortisone, ACTH?


NO      YES
How Often? ______________________________

Thyroid Medication?


NO      YES
How Often? ______________________________

Appetite Depressants?


NO      YES
How Often? ______________________________

Have you ever been treated for drugs habits?

NO       YES

Have you ever taken insulin or tablets for diabetes?
NO       YES

Have you ever taken hormone tablets or injections?  NO       YES
Do you now have or have you had within the past year:

Frequent or severe headaches?

NO       YES
Fainting Spells?


NO       YES

Dizziness on change of position?

NO       YES
Unconscious Spells?


NO       YES

Blurred Vision?



NO       YES
Double Vision?


NO       YES

Spots Before Eyes?



NO       YES
Infected Eyes?



NO       YES

Pain Behind Eyes?



NO       YES
Any change in Vision?

NO       YES  


Do You Wear Glasses?


NO       YES 

Last Eye Exam    ________________

Earaches?




NO       YES
Discharge From Ears?


NO       YES

Ringing in ears?



NO       YES
Decrease in hearing?


NO       YES

Recurrent Nose Bleeds?


NO       YES
Recurrent Head Colds?

NO       YES

Sinus Trouble?



NO       YES
Hay Fever?



NO       YES

Strange or Persistent Odors?


NO       YES
Strange taste or loss of taste?

NO       YES

Persistent Hoarseness?


NO       YES
Difficulty Swallowing?

NO       YES

Enlarged Glands?



NO       YES
Recurrent sore throat?


NO       YES

Recurrent Sores In Mouth?


NO       YES
Soreness or bleeding in gums?
NO       YES

Night Sweats?




NO       YES
Chronic or Frequent Cough?

NO       YES

High Blood Pressure?



NO       YES
Easy Bruising?


NO       YES

Growth in Neck or Throat?


NO       YES


Inability To Stand Heat?


NO       YES
Inability To Stand Cold?

NO       YES

Change in Hair Texture?


NO       YES
Change in Skin Texture?

NO       YES

Agape Ear, Nose & Throat Clinic, P.M.C.

Financial Policy
We are committed to providing you with the best possible care.  If you have medical insurance, we are anxious to help you receive maximum allowable benefits.  In order to achieve these goals, we need your understanding of our payment policy.

Payment for services are due IN FULL, which includes all deductible and copays, at the time services are rendered.
We must emphasize that as medical care providers, our relationship is with you, not your insurance company.  While the filing of insurance claims is a courtesy that we extend to our patients, all charges are your responsibility from the date services are rendered. If financial problems affect timely payment of your account, we encourage you to contact us promptly.

We will gladly discuss your proposed treatment and answer any questions relating to your insurance.  You must realize, however, that insurance companies pay benefits on fee determinations.  They determine “reasonable and customary rates” which may or may not be the prevailing fees in this area.  The fees from this office fall within most “reasonable and customary rates” of insurance companies. Patients are responsible for all charges not paid by their insurance company.

Not all services are a covered benefit in all contracts.  This may include supplies, injections, tests, and certain procedures.  These services will be submitted to your insurance company, but will likely be denied.

TRICARE PRIME PATIENTS – You are responsible for obtaining a WRITTEN authorization from the Tricare Office.  It is also your responsibility to verify that we have RECEIVED the authorization.  The authorization has a limited number of visits and has an expiration date.  If all visits have been used OR the authorization has expired, it is void and you will be responsible for the charges. Active Duty soldier and their dependents do not have an office copay, however, Retired Military and their dependants are responsible for a $12.00 copay for each office visit (The Tricare Office is located on post in Bayne Jones Hospital  (337-535-2503).

TRICARE STANDARD PATIENTS – You are responsible for meeting your $150.00 deductible.  Upon verification that the deductible has been met, you will then be responsible for the remaining 25% of charges at the time services are rendered.  There is no authorization required for Tricare Standard Patients. 

ACTIVE DUTY PATIENTS – Appointments cannot be made for Active Duty patients until an authorization has been received in our office.  Authorizations are issued for a limited number of visits and have an expiration date.  Active Duty patients do not have a copay.

MEDICAID PATIENTS – You are responsible for acquiring a WRITTEN referral from your Primary Care Physician. Please verify that we have RECEIVED the referral prior to your appointment time. Referrals are issued with expiration dates. If a referral has expired, the visit will not be covered by Medicaid and you will be responsible for the charges.

MEDICARE PATIENTS – You are responsible for meeting your annual deductible each year.  If you have a supplementary insurance that pays this deductible for you, we will have to verify that benefit. You are also responsible for any deductibles on supplementary policies. If you have coverage with Medicare Only, you will be responsible for the remaining 20% of charges at the time services are rendered.

There will be a finance charge of $30.00 on all returned checks and an 18% APR on all unpaid balances. There is a 60% finance charge on all accounts that are turned over to a third party collector.

I have read the above financial policy and agree to the terms presented above.  If my insurance company denies payment, I agree to be personally and fully responsible for payment.

Responsible Person ________________________________________________
Date ____________________________
STANDARD AUTHORIZATION OF USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

Information to be Used or Disclosed

The information covered by this authorization includes: 

PROTECTED HEALTH INFORMATION

Persons Authorized to Use or Disclose Information
Information listed above will be used or disclosed by:

________________________________________________________________________

________________________________________________________________________

Persons to Whom Information May Be Disclosed
Please list anyone who may be authorized to accompany the patient into the exam rooms or have access 

to information:

________________________________________________________________________

________________________________________________________________________

Expiration Date of Authorization
This authorization is effective through ___________________ unless revoked or terminated by the 

patient or the patient’s legal guardian.

Right to Terminate or Revoke Authorization
You may revoke or terminate this authorization by submitting a written revocation to Agape, Ear, Nose

and Throat Clinic.  You should contact Stephanie Sewell / Compliance Officer to terminate 

this authorization.

Potential for Re-disclosure
Information that is disclosed under this authorization may be disclosed again by the person or 

organization to which it is sent.  The privacy of this information may not be protected under the federal 

privacy regulations.

Signature

________________________________________________________________________

(Patient or Legal Guardian if patient is under 18)

Date

________________________________________________________________________
AUTHORIZATION FOR EXAMINATION

OF PHYSICIAN’S RECORDS

TO DR (s):
____________________________________________________________


Or any healthcare facility that may have information concerning my treatment.

PHONE #: 
____________________________________________________________

FAX #:
____________________________________________________________

I authorize you to furnish a copy of the medical records and any testing results with films of  MYSELF covering the period from: ____________________________ to: _________________ or allow those records to be inspected or copied by:

STEVEN K. SEWELL, M.D.

1608 S. 5th Street

Leesville, LA 71446

Phone: 337-392-1000

Fax: 337-392-1099

I release you from all legal responsibility or liability that may arise from this authorization.

Signed: ____________________________________________ (Patient/Legal Guardian)

Date of Birth: _______________________________________ (Patient’s DOB)

Date:
_____________________________________________

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices with respect to protected health information.  If you have any objections to this form, please ask to speak with our HIPAA compliance Officer in person or by phone at our Main Phone Number.

Signature below is only acknowledgment that you have received this Notice of our Privacy Practices:

Signature:___________________________________________    Date:________________
