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ENT and Allergy Associates of
Florida
C.t''^i F;, O't'Px!enls S,/;ce ,963

www. entaal.cOn]

MEDICAL HISTORY FORM

Dare ot Birth

Beferrrng Physician

Prirra.y CarE Plrysician

Brielly. rllri/ ere yoL sceinl our physician today?

1. Patlent Hislory - Please creck yotrr response

Yes ,{o
CaDcer ienra delails bebw) (

Hear ren:er catails 3elowl 1

Ca!o,(, Hypederrsion (

Ear Orz2rness i
Ear Hearrrg Loss (

Ea, Trrrnrtus R rrgrng rn Ear i
E.docr ne D arieles i
Endocrine: Tnyrod D6orders (

G.l.: Bowel Disorders (

G.l. LUer Disorders (

G.l. Slomach Disorders Ulcers (

G.l. Rsllux GERD Hearlburn (

lrnmuno HIV (

lrnmLr^.r lmrrLrrre Dieases (

Ly.npi. Anemra (

Lyrnph: Bleeding Disordels (

Mor F

'Pharr] acy Name
'Pharmacy Cross Street_
'Pharm acy Phone Number

weighr: Height:

es No
Nasal: Allergles
Nasal. Nasal Trauma
Nasal: Nose Bleeds
Nasal: Sinusitis

hleuro' Headaches/Migaines
Neuro: Nervous Syslem
Ne,.rro: Ser:ure Disorder
Ophth: Eyes Glaucoma
Oral Sleep Apnea
Pysch :PsychiatricDisorders
Pulm: Lungs
Pulm: Tuberculosis
Uro:Bladde. Orsorders
Uro Kidney

Other

Dela,lg (,t Yes answers

2. Surgeries - r!r'iise lisl any surgerieslhospr!alizaticns

3. Social History - Are yJL a currenl smtrker? r Y or N ) You nowsmcke 

-packs 

o, crgarelles aday.

YoL smoh€d cks per day and qurl_years ago-

You consume-alcoholic bevelages per day week i month (circle).

How rnany cafl€inated beverages do you drink p€r day? 

-

4. Family Hislory - Please check your response

Yes }b Yes

Allergres
C rr,-t'
Dabe:es
Headaches l,4rgrairE

lnrnrineDiseasa

Delarls ol ves a''rswers:

Prernair,reHeailng Loss
Sinusrt s
Sleep Apnea
Thyroid Disorders

Patienl Signature: Date

No

(

Patrenl Name:_
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D
ENT and Allergy Associates
of F lorida Place lrbel herelor p€aionl lull

nemeleccounl number
ALLERGY & MEOICATION LIST

ALLERGTES:
Allergy

. - No Known Drug Allergies
MEDICATIONS: Date:

Medication Name Oose

Messaqe Consent

lt rs our polrc\ to verbally notify you, tne pEiiEnt, oGtt test results ordered by your care provider and to

confirm scheduled apporntme;6. By inOrcating a response below, you are authorizing our staff to

leave a detarled message on your voicemail and/or answering machine'

Please check resPonse: D ves I t'to

Reaction

Reconciled by:

Rx = Prescription

OTC = Over the Counter,

Vitamin/Mineral, Herb

Dietary Supplement

Frequency Route:

Oral, topical,

lnlection,

lnhalation

Print Patient Name:

I
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D.O.B:_.---.-



ENT and Allergy Associates
of Florida
Cd,tro For Our Patants Slnce 196:l

www'entaat com Financiat consent

(Prinl Patient Name)

D.O.B:

I hereby authorize said assignee to release all information necessary to secure payment.

I ce,1rfy that the informalion given by me for payment by my insurance plan(s) is correct.
I authorize any holder of medical or other information aboul me to release to the above
plan or its intermediaries or carrrers any information needed for this or any rolated
rn$urance claim. I request that the payments of authorized benefits be made to ENT
anr! Allergy Associates of Florida on my behalf. I assign the benefits payable
for oredicol services to the physician or organrzation furnishing the services and
aull)crize such physician/orga n ization to submit a claim to the above insurance on my
behalf .

I understand that I am financially responsible for all charges whether or not paid by my
rnsurance, including any deductibles, co-pays, and co-insurance, and that payments are
dur: at the time services rendered.

I unoerstand and agree that in the event that I fail to make payment for services
renoered to me, my name and accounl may be turned over to an attorney and/or a 3'd

party collection agency and I agree to pay the additional collection fee of 30% of the

outstanding amount owed. including any courl cost, and/or reasonable attorney fees
thal may be incurred in the collectton of any outstanding balance.

Privacy Consent

I have been provided a copy or access to a copy of the Practice's Notice of

Privacy Practices.

ConEent for Treatment

I hereby voluntarily consent to outpatient care at ENT and Allergy Associatos of Florida,

enconlpassrng routine diagnostic procedures. examination, and medical treatment
,ncludrng, bul not limited to. routine laboratory work (such as blood, urine and other

studies). endoscopes, CT's, audiology testing. allergy testing and treatment, and

adnlnrstration of medications prescribed by the physlcian. I understand that the above

c,ragnostic procedures and testing are separate kom my office visil and may be Subject

to deduclible and co-insurance.

I {u(her consent lo the performance of those diagnostic procedures, examinations and

rerrderrrrg of medical lreatment by the physicians and their mid-level providers, including

audrologist. medical assistants, or their designees as is necessary in the physician'

i-dgment.
Mes saqe consent

ll rs or.r policy to veibally notify you, the patient, of all test results ordered by your care

prrr|ider and to confirm scheduled appointments. By indicating a response below. you

are aulhorizrng our staff to leave a detailed message orl{our votcemarl and/or

u,',rrur,ng ,r-cnine. Please check response: E ves E xo
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ENT and Allergy Associates
of Florida
Catrtg For Our Paliet s Sir?ce ,963
ir.,wra,/.entaaf.cOm

Financial Consent
Privacy Consent

E PBM Consent

D Message Consent

(Prlnt Patienl Name)

D.O.B:

PBM Consent
Patient lnitials

By signing this consenl form I am authorizing ENT and Allergy Associates of Florida
to request and use my prescription m€dication history from other health care
providers and/or third party pharmacy payors for treatment purposes.

Pharmacy Benefits Managers (PBM) are third party administrators. prescriptions

programs, whose primary responsibility rs processing and paying prescription drug

claims. They also develop and maintain fonnularies which are lists of dispensable drugs

covered by a particular benefit plan.

Aooolntment Reminders
ENT and Allergy Associates ol Florida uses a third party appointment

reminder system, to notify patients of their upcoming appointment via email, text

message and phone.

Consent Forms Acknowledqement

l, the patient, hereby have read and understand lhe following

D Consent for Treatment

Furthermore, I acknowledge I have been given the opportunity to ask questions

regarding lhese Consents.

PatienU Guardian Signature: Date:

Medicare Cons ent (aoolies to Medicare ben rafl es oN LY)

I certify that the information given by me in applying for payment under Title SVlll and/or
Title XlX. of the Social Security Act, is conect. I authorize any holder of medical or
other rnformation about me to release to the socaal Security Administration or its
intermedrary carriers, any information needed for lhis or a related Medicare or Medicaid
claim. I reguest that payment of authorized benefits be made on my behalf. I assign
the benefits payable for physician/audiology services. I understand thal lam
responsrble for my health insurance deductibles and co-insurance,

PatienU Guardian Signature:_ Date:
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