
H BNr Associates, Inc.

Last Name:

A division of SOUNDHEALTH
SERVICES\\=/

PATIENT INT'ORMATION

First Name: MI:

Date of Birth; Sex: 

- 

SS Number: Marital Status: S M D W

Language:

Race:

Ethnicity:

Home Number:

Preferred Phone

English. Bosnian, French, German, Mandarin. Spanish. Vietnamese. ltalian, Decline

Af'rican American, American tndian. Caucasian, Chinese, Filipino' Hispanic, Japanese, Multiracial'

Native American. Declined

Hispanic or Latino, Non-Hispanic or Latino, Declined

Work Number: Mobile Number:

Contact: Home, Mobile, Work OK to Receive Text Messages: YesorNo

Email Address:

Home Address:

City: State: Zip Code:

Preferred l-ocal Pharmacy:

Referring Physician: Primary Care Physician:

INSURANCE INFORMATION

Primarv Insurance: Subscriber/Pol icy Number:

First Name: MI:

Dare of Birth:

Last Name:

Last Name:

Last Name:

Sex: Relationship to Patient:

Billing Address

Home Number:

(if different from above):

Mobile Number:

Secondarv Insurance; Subscriber/Policy Number:

First Name: MI:

Date of Birth: Sex: Relationship to Patient:

Billing Address

Home Number:

(if different from above):

Mobile Number:

FINANCIALLY RESPONSIBLE PARTY (Person Bringing Child In)

First Name:

Sex: Relationship ro Patient:

MI:

Date of Birth:

Billing Address

Home Number:

(if different from above)

Mobile Number:

I certify this information is true and correct to the best of my knowledge. I will notify you of any changes to the above information'

I authOrize the release of any medical infOrmatiOn necessary to process an inSurance claim and request that payment of benefits be made

to the physician unless my account has been paicl in f'ull.I have rec€ived Sound Health SerYic€s' P.C' notice of privacy practice'

Phone Number:

Responsible Party Signature: Date:



.z_::-

A division ol SOUNDHEALTH
SERVICES\=/

IINANCIAL AGREEMFNI'
We are committed to providing you with the best possible carc and are pleased to discuss our professional fees with you at any time. your clear
understanding of our Financial Policy is important to our professional relationship. Please ask if you have any questions abouiour tees, nnarrciil
policy or your financial responsibility.

PATIENTS IVUST FILL OUT PATIENT INFORMATION FORMS PRIOR TO SEEING THE DOCTOR, WE WItt REQUEST TO PHOTOCOPY
YOUR INSURANCE CARD(S)AND A PHOTO I,D. FOR YOUR FILE.

' APPOINTMENTS - 24 hours notice 
.must be provided in the event you cannot keep an appointment. Should you not provide this notice, a

cancellation fee up to $35 may then be added to your account. Cancellations forAncillary Services will have i higneriee.

' REFERMLS - ll your plan requires a referralJrom your pnmary care physician, it is YOUR responsibility to obtain it prior to your
9?q9,.ltln9!! 9.!q. FIe it with you at the time of your visit. lf you do not have your referrat, YOU WTLL Be ReOUeSfeO rO StCru n
FINANCIALWAIVERtobesetup"sa,"SeltPay'patient. lt is then your respbnsibility to provide us witr thJretenat witnin +a t'oro or you
will be personally responsible for that day's seNices.

' CO-PAYMENTS - By law we MUST collect your carrier designated co-pay. This payment is expected at the time ot service. please be
prepared to pay thec-o-pay at each.visit. Should you nol pay at the time df service, 

'and 
we subsequenfly send you a statement, an

administrative fee of $5 may be added.to your account. Any procedure performed in this ofiice could be deeme! surgical by your
insurance company and all copays and deductibles wjll apply.

' FMLAANDIOR WORKIIIAN COMP - There is a $25.00 charge for completion of Workman Comp or FMLAforms.

' SURGERY DEPOSITS-- lf you and your physician determine that your course of care requires surgery, a surgicat deposit will be collected
at time oJ scheduling 0ur scheduling coordinators will work with you to determine estimateo insurincit paymiint and estimated patient
responsibility.

' oUT oF NETWORK PLANS - You will be responsible forany balance your plan indicates as due on their explanation of benefits form.we wi adjust the charges to mincide wilh your plan's UCR (usual, Customary and Reasonabte) charges. nri iatients wil oeieiponiiotefortheirco-insuranceanddeductible-.lfwedonol"participaie"withyourplan,'wewill send a co;deay"t to ihlr carrreron your oenalf.However, should they not pay your claim within 45 days, you-will be iesponsible for the furr arnouni otje. s'rrouio yo, 1.c.iu,j p.,,rneniiion,,
your insurance carrier, please lonvard it to the phvsician,s office.

Private Insurance Authorization lorAssignment of Benefits/lnformalion Release: l, the undersigned, authorize payment of medical
benefits to sound Health services, Pc for any services furnished. I understand that I am financially responsible for any amount
not covered by my contract. I also authorize any holder of medical information about me to release to my insurance company {or
the agent) information concerning health care, advice, treatment or supplies provided to me. This information will be used fo;the
purpose ofevaluating and administering claims of benelils.

SELF PAY PATIENTS - Payment is expected at the time of servjce unless other financial arrangements have been made pnor to your

MEDIGARE - we will submit claims to lvedic€re- The patient will be responsible for the deductible and the 20% co-insurance, which canbe billed to a secondary insurance if you have one.

l\'4edicaIe Lifetime signature on File: I request lhat paymenl of authorized lvedicare benefits to be made on my behalf to sound
Health Services' Pc for any services furnished to me. I authorize any holder of medical infornatjon about me to release to the
cMs (and it agenls) any information to determine these benefits payable for related services. This information will be used for the
purpose of evaluation and administering claims of benefits.

D|VoRCED/SEPARATED PARENTS oF,MlNoR PATIENT-s-- The parent who consents to the treatment of a minor chitd is responsiblefor payment of services rendered. sound Health services, ec. wirt rioi oe lnvoiveo wrtn separation oi oirirr" oirpirilr. 
'

INSUFFIcIENT FUN0 cHECKS -A $25 00 fee will be charged to patient's account for checks returned due to non sufficient funds

LYjl"-l?-:pjl:lbl. f.r the timely.payment of your account. should it become necessary for us to use an outside agency to co ectpayment irom you, you will be obligaled to pay to us, to cover the costs of usinq a correciion agenci, in ao-diiioiitllioint .qurr to sov" oryour totar unpaid balance at the time a co egtion_rggl.y L+rolsht in to co ect"your account. wE AccEpr cASH, cHEcKS,MASTERCARD' vlsA' AlvERlcAN EXPRESS, otScoiren on"cnne cCibri rHarur vou for taking the time to review our poricies.Please feel free to ask any questions or share with us special concerni.- 
-- '

Patient's Name:

Responsible Party Signature:
Revised 04/01/2018

DOB:

Date:



E rNr Associates.Inc. Account#

Medical History Questionnaire

Patient Name Age Date of Birth Date

Primary Care Physician Referring Physician

Today's appointment with:

Nature of Visit:

First visit, A consultation was requested by Doctor (Please list doctor's nam€)
First visit, Referred by
This is a follow-up visit

o Chief Complaint (Reason for today's visit)

o History of Present lllness: (Describe the signs/symptoms that you have, when they started, and how they have changed)

Location (Where is the problem?)

Quality: (Dull, Throbbing, Sharp)

Severity: (Mild, Moderate, Severe)

Timing: (Daily, With activity, At night)

/^,
A division ot SOUNDHEAL|H

SERV|CES\+/

! Dr. Druck

n Dr, Lima

! Dr. Maack ! Dr. Dahm

! Dr, Marino n Lisa Mantia

n Dr. Park

! Kristen Wilber

Duration (How long does it last?)

Associated signs & symptoms

Modifying factors (What makes
. IIad Pneumonia Vaccine
r Flu Vaccine

it better or worse?)

-Yes - 
No, if Yes, date of last vaccine

-Yes- 
No, if Yes, date of last vaccine

o Do you currently tak€ ANY medications 

-Yes- 
No, if Yes, please list Name, Dosage and Frequ€ncy:

Dose Frequency Dose Frequency

Drug Allergies No Yes if yes, please list name of Drug Reaction:

Latex Allerg;r No Yes

o Pa.st Medical fristorv (Have you been iliagnosed with any of the following? Please check all thal apply):
! Cancer Type
! High Cholesterol
n High Blood Pressure

n Hean Trouble
Specify

! Diabetes, lType I !Type2
!Thyroid disorder, ! Hypo ! Hyper
! STD

Specify
I Hepatitis, !A IB Ic
! Gastric Reflux

! Kidney Disease
Specify

! HIV
! Bleeding problems

Specify
! Autism
! Stroke / TIA
! ADD / ADHD
! Nervous / Psych disorder

Specify

! Asthma
! COPD
! Emphysema
! Sleep Apnea
! Tuberculosis
! Pneumonia
! Autoimmune disorder

Specify
! Genetic Disorder

Specify
n Allergy

I No Past Medical HistoryI Other:

Past Surgical History:
I Appendix
! Gallbladder
I Breast Surgery

! Left ! Right
! Hean Surgery

Specify
I Hysterectomy

I Surgery not listed above:

Radiation Therapy
Surgery

! Neck Surgery
Specify

! Sinus Surgery
D Left n Right Specify

! Nasal

! Chemo or
I Transplant

Specify
! Ear Tubes,

! Ear Surgery
! Adenoidectomy
n Tonsillectomy

*Please Continue On Back Side*

Past Surgical

-

Specify

!No History



Account #

. Soclalllislory

Occupation Marital Status
Environmental Exposure: Dust- Fumes 

- 

Solvents

Smoking/Tobacco History

! Never

! Former Smoker

Noise

# years smoked- #perdaY Dare Quit

Type: ! Cigarette !Cigar ! E-Cigarene/Vape ! Snuff/Chew ! Other

!Current Smoker # per day 

-- 

Date started How long?

Type: ! Cigarette ! Cigar ! E-Cigarette/Vape E SnuffiChew ! other

Do you drink Alcohol?
! Never
I Rarely
I No,I quit_ years ago. I was drinking- drinks per day / week / month (circle one) for-years.
n Yes, I have 

- 
drinks per day / week / month (circle one) List type of alcohol:-

Ll lever
! Weight Cain
! Night Sweats

! Fatigue

Musculoskeletal Skin
Lliioot rarn Lt Kasn

I Muscle Weakness

! Joint Pain

D Hean Trouble

! Diabetes

! Kidney

! Liver Disease

n Hearing [,oss

! Venigo
! Sore throat

I Hoarseness

n Nose Bleeds

Neurology
! Numbness

I Headache

! Slurring
! Seizures

! Chest Pain

I Foot/Ankle
Swelling

Psychiatry
! Confusion

! Anxiety
! Depression

! Shortness of
Breath

I Wheezing

I Snoring

! Sleep Apnea

Endocrine
I Heat

! Cold

! Nausea

n Vomiting
! Dianhea
I Hean Bum

! Ulcers

HematoloE
n Swell/lymph
I Blood
Transfusion

I Freq/urinate

E Pain/urinate

! Blood in urine

Allergy
n Sneezing

! ltching
I Food

! Congestion

o l'amilv Medical History: (Do any family memben have an! oj the medical problems listed behw?) Check all thu-appb
sra;ple; Mothe" = M, Faiher = F, Giandmother = GM,Grandfather= G4 Brother = B, Sister = S,Aunt =A'Uncle = U

Relationship Relationship

! Bleeding

Specify

Tendencies

! High Blood Pressure

! Cancer

I Asthma

I Stroke or TIA
! Nervous

Specify

/ Psychiatic Disorder

Ll Gasrflc Ketlux

! Hearing Loss ! other

Vital Signs: Temperature 

- 

Blood Pressure 

- 

Pulse 

- 

Height 

- 

Weight

Physician Signature Date

. Review of Current Symptoms:. (Check any ol the following-that a-!,pl!.to !ou.)
Conitirurionri--T'e*- EI{I - - Cardiovascular llespirator} Gastrointestinal GII

! Vision change

Ll ulasses

! Contacts

*PLEASE SIGN:*

! No Known Family History



H nNr Associates, Inc.

AUTHORIZATION FOR RELEASE OF INFORMATION

Patient Name: Date of Birth:

I understand that Sound Health Services, P.C. (the "Practice) has certain rights and obligations
with regard to my protected health information (information regarding my health and treatment
that the Practice may have in its possession).I also understand that I have certain rights with
regard to my protected health information.

I authorize the Practice to provide informational reminders regarding upcoming appointments I
may have to me or anyone who may answer the telephone, or to leave such reminders on any
telephone answering device or service, at the telephone number(s) I have provided the Practice
as telephone numbers at which I may be contacted (other than the telephone number of my place
of employment) or at any of the following telephone numbers

I authorize Sound to report any test results on any telephone answering device or service which
may answer the telephone number I inserted in the preceding paragraph.

I authorize the Practice to disclose my protected health information to any ofthe following
persons (state name of person and relationship to you):

I understand that I may revoke any authorization granted above by written notice signed by me
delivered to the Practice's Privacy Official at the address stated below. My authorization
remains valid until revoked by me in writing.

I acknowledge receipt ofthe Practice's Privacy Practices Notice effective September 23,2013
regarding the Practice's rights and obligations and my rights regarding my Protected Health
Information. I acknowledge that I understand that I have the right to request and receive
clarifications, explanations or further information with regard to The Practice's Privacy Practices
through written request signed by me addressed to the Practice's Privacy Official.
Sound Health Services, P.C.
Attn: Privacy Officer
3860 South Lindbergh
St. Louis, MO 63127

A division ol SOUNDHEALTH
sEFtvtcEg
\i=/

Signature of Patient/Patient's Representative

Basis of representative's authority to act for patient:

Date:



H rNr Associates,Inc.

AUTHORIZATION TO CONSENT TO TREATMENT OF A MINOR PATIENT

Under Missouri law, prior to providing medical treatment to a patient under the age of eighteen
years old in a non-emergency situation, ENT Associates, Inc. must obtain consent from the
minor's parent or legal guardian prior to treating the patient. If there is likely to be an occasion
where your child will be brought to our office for treatment by an adult relative, babysitter, or
other person over the age of eighteen years of age, as the parent or legal guardian, must first
delegate such person with the authority to consent to your minor child's realment on your behalf.

(Address)

the parent or legal guardian of:

Narne of Patient: Date of Birth:

hereby delegate and authorize the following adult individuals, in my absence, to consent to the
care of my minor child and tq sign any necessary waivers on my behalf.

Name Relationship to Patient

During such periods of time such designated adults shall also have the authority to access and to
consent to the use and disclosure ofthe minor child's Drotected health information.

THE UNDERSIGNED ACKNOWLEDGES AND AGREES TO PAY ALL COSTS AND
EXPENSES INCURRED IN CONNECTION WITH ANY MEDICAL TREATMENT
RENDERED BY ENT ASSOCIATES TO THE MINOR PATIENT FOLLOWING THE
CONSENT OF ONE OF THE ADULTS DELEGATED ABOVE.

Parent/Legal Guardian Signature Date

Parent/Legal Guardian Name

TIIIS AUTHORIZATION WILL BE IN EFFECT UNTIL CHANGED OR REVOKED
BY THE ABOVE PARENT OR LEGAL GUARDIAN.

Please complete the patient information section on the following page regarding your minor
child's health information

Treatment of Minor 10-1-2012

A diuision ol SOUNDHEALTH
SERVICES\=/

,of
(Name)


