North Valley Ear, Nose & Throat Medical Group, Inc.
Timothy D. Frantz, M.D.

PATIENT INFORMATION

Patient Name:__________________________________________________________


     LAST



    FIRST


        MI
Mailing Address:_______________________________________________________
City:___________________________________State:________ZIP:_______________
Home Phone:________________________  Cell Phone:_______________________
Birth Date:______________ Age:______ Gender:____ SS#_____________________
May we leave messages on your answering machine and/or voicemail?__________________
How did you hear about us?_________________________________________________
If the patient is under the age of 18:
Responsible Person:_________________________________________________
Relationship to Patient:_____________Birth Date:__________ SS#_____________
Mailing Address: _____________________________________________________

City:_________________________________State:_______ZIP:_______________

Home Phone:_______________________ Cell Phone:_______________________

Employer:_____________________________  Work Phone:____________________
Emergency Contact?____________________________________________________




     NAME




   PHONE

Primary Care Physician (Family Doctor): ___________________________________

PLEASE SUBMIT YOUR INSURANCE CARDS AND CO-PAYS TO RECEPTIONIST

I hereby authorize North Valley Ear, Nose & Throat Medical Group to render treatment deemed necessary.  I have received or been offered a copy of NORTH VALLEY ENT H.I.P.P.A. and practice policy.

Signed:________________________________________ Date:__________________

If Minor:_______________________________________  Date:__________________


      PARENT OR GUARDIAN
