
TODAYSDATE:

Ean, Nose & Trnoer SpecrAl.rsr or Tu$a, L. L. P.
6802 Sormr Orvl,rrn Ave. Wrsr, Surre 200

Tuse, OrL.cHoMA 74132
(918) 388-9740 r Fu (918) 388-9741

Tou A. Htanrox, D.O.

REASON FOR YIIIIT:

DEMOGRAPEICS

LAST NAME :

FIRST NAMEI

ADDRESSI

E"MAIL:

CELL PEONE:

FAX:MARITAL STATUSI

EMPLOYER:

MIDDLE NAME:

SOCIAL SECURITY #

DATE OF BIRTHI

PRDFERTOBE CALLEII:

HOME Pf,OllErAGE:

SEX:

WORK#:

PRIMARY CARE PEYSICIAN:

JOB TITLE:

REFERRING PFYSICIAN:

RESPONSIBLE PARTY flf other thm

LAST NAME :

FIRST NAME:

AIIDRESS:

MIDDLE NAME!

EMPLOYEK

REI"ATIONSUIPTO PATIEIIT:

HOMEPEONEI

CELL PHONE:

WORK#!

PAGER#:

PRIMARY HEAI.IIE INSIJRANCE(Inrurcd'r

INSURED'S NAME:

INSURANCE CO:

INSTJRED'S NELATIONSEIP TO PATIENT:

FOLICY OR ID NO:

INSIJRED'S DATE OF BIRTH:

GROUPNO:

INST'RED'S SOCIAL SECURIry NO:

PLriW IYPE:

EMPI,OYER:

AUTtrORzA*TIONnEQf ,IREI!?

POLICY EFFECTTVE DATE:

SECONDARY HEALTE INSI'RANCE

INSURED'S NAME:

INSURANCE CO:

INSI'RED'S RELATTONSEIP TO PATIENT:

FOLICY OR TD NO:

INST,IRI,D'S DATE OF BIRTH:

GROUPNOT

INSURED'S SOCIAL SECIruTY NO:

PLAIT TYPE:

EMPII)YEKFOLICY EFFECTWE DAfi:

SIGNATURD: DATE:

AUTEORIZATION REQT'INED?



Een,Nogr Srrcrer,rsrs or ltrsr, L.Lp.
6E02 S. Olyepia Av€. SuiE 2(X) r Tdsa Oklahona 74132(elE) r40 . Fu (918) 38t_974t

,{.H^nroN,D.O.

Y-"-.": Tt"t*+ to providing y-ou witt the best pgssible coe. If yor have modioal we are herc to help you

tr#t#,}ffitr allowable beoefits. In ord€r io actricve tese frats, ;e *J'fr'*TJii-* ,na y",rr uoa-ersll,iin!
You must realize, however thA:

I aITg€,oetrts have becn in advance by our staff.
or Discover. For @ients wiih no insurance, we io allow a

A $35 fee will be charged for all retrmed checks plus any bank fee and your aocotmt wil b€ placed on a *cash on$' basis.

mj the .insroce. cmpooy. If you have ury questions regatding
r finmcial obligatio pbaso cotrct menber-seruices throuft your

by your insranoe compony wilt be your rcspmsibility.
while the filing of insurance claims is a courtesy thd we o6cod to rT p.{-ts, all charges are your r€sponsibility fiom the
*5tXf::1,T3:Y:-r-:.:,t not t 

"n" v"* onriJilior.aton, insurance ccrds o refcrral, rhen we will be unabte
3,,!"ffijtt[i:t$#,,!.v"* ;n'u''"". "."'p-t; il;;;-ly --'-. Att 

"b"'E* -t;;;;fr,?.il"TJ;;U;ffi,;
should your account balance become 

^uncollectable 
dup to baalmptoy, we will allow 30 days of medical care after whichyou will be dismissed fiom our practice. I

The accompanying parent or adult is res.ponsible for full payneot at tlc time of servicc. In case of divorce, we ar€ notre-sponsible for billing muhiple partia-.tt ii d'e responsibiiit!;f d6"r."tg,r-d# #*n-u"tg" o" chitd in to work out thepayment arangemerB betwen custodial ana non_Lrsohia-porcnts,

I AGREf, IEAT IF IT BECOMES r TO FORWAND MY ACCOI]NT TO A COII,ECTION
TEN TED, CSARGED BYIEE AGENCY rOR IHE. COSTS

AGENCT, I WIII AISIO BE RDSONSBI,D
OF COLLECIION IN ADDINON TO TM Or AMOUNTDI'D.
Wc rcalize thar financial problems may affect timelv
to contacr our Billing Office promply to rcsolve ari

mt on your apcouxt If ry*-problerns do arise, we encotrage you
m your account (918) 3tt-9090.

lf you have anyIt you have any questions about the above information
not hestate to ask us. We arc here to help you. We wi

r 8ny unccrtainty y,our insurance coverage, pLEASE do
gaory olscllss your propos€d te&€nt and answer any questionsrelating to your insurance.

lS#"Tn" AI{D rur,LY ultlDElRsrAND TmIFINANcTAL Forrcy sET FoRTE Br. ENT spEcrAlrsrsOFTTJISA-
.

Please Sigr and Date to show thd you und€rstsnd and bave rccoivcd a oopy

j

Your insurance is a contract between yor! your emrr.
network providery referals, coverea scivlces, b€oefiis
instrance company in a timely manner. AlI c#ges ;;

If, at any time, the respo. nsible party. proviFs a wireless tet€phonc nunbcr uAete he/sbe nay bc contacted, he./she consents

:*Y,::,ql:-(Tryyg auto-didcd calls and pro-recirdid-nessrges) c ttr wiretesslurnu n". it*prt"r,-;J;
-"::'jj1T:l'i_Y.yr' tF stf.esors^:Dd assignces,,and ttc affilices, ag€f,ts, od indepadcor cotrdacrdrs, itrctudingscrvlc€ffi ano collectlon agents, of each oftheot regarding the servicos rendered, or your relatoi financial obligations.



Confidential Communication Request
Een" Nosr & Trnoar Srucnusrs or Turse" L.L.P.

6802 SOUTH OLYMPIAAVE. WEST, SUTTE 2OO

TIJLSA" OKLAHOMA 74132

As required by the Health Information Portabilily and Accountability Act ol 1996 QIIPTM) you hove a rtght to request that communi-
cation concerning )zour personal health information be made tbough confidential channels. This medical practice will not ask you
wlry 1nu are making your request, and will try to accommodate all reasonable requests.

I, C'rirt your ".-O hereby request the use of the following confidential channels for the
communication of information related to my personal health, tneatuent or payment for treahent. This request
supersedes eny prior request for conlidential chrnnel communications I may have made.

Telephone Contact Information:

Home #: Opo EDo not leave messages on my voice mail

bo QDo not leave messages with any other person

trDo QDo not leave messages with any other person

Work #:

Please list other persons that may be contacted with confidential communications

Name: Relationship Phone #:

Phone #:

Relationship to Phone #:

Phone #:

Signed: Date:-

Ifnot signed by the patien! please indicate:
Relationship:

Q parent or guardian ofminor patient
O guardian or conservator of an incompetent patient
O beneficiary or personal representative of deceas€d patient
O other (speci!)

For ofrce use only:

Date Granted: Initials:



Een, Nosr & Tnnolr Sprcrar.rsr oF TuLsA, L.L.p.
6802 SourH OLyMprA AvE. WESL SurrE 2OO . TtrtsA, Orq.AHoMA 24132

(9rB) 38&9740 . Fax (918) 38&9741

AcIc{owLEDGEMENT oF Rrcper or NorrcE oF hrvAcy pucrrcrsrxn
Parrntr AcnnEMENTs Rpr,lrup ro Tnnlrnmxr

CONSENT FOR ROUTINE MEDICAL TREATMENT
Ear, Nose and-Thmat Specialist ofTuls4 L.L.P. an-d its employees are hereby authorized to collect medical hisiory information, obtainvital signs and perform other routine procedures for purpo-sejofprovi.ling care to y*. v* n"" tn" ;glt to cons€nt or rcfuse consentto any-proposed procedure or therapeutic course, absent emergency or exn-aordinary cfucumstances. Uider ernergency clrcumstances,we will take necessary and available actions to meet your medical neeOs.

CONSENT TO DISCLOSTJRE OF INT'ORMAIION
Patient medical records aod billing information are creat€d and retained by Ear, Nose and Throat Specialist of Tulsa, L.L.p and are
accessible to its personnel and medical stafffor use_ in my care. nar, ttose and Thmat Specialist ofTulsa, L.L.p penomei and physicians
may use and disclose medical information.for its business operations and to any othir physi"i- oin"Jtl "i- p.rsonn"t iiv6tvea in
!l9]i1"c :,t Safeguards are in place to.discourage irnproprr access. Ear, Nos! noa ni.,i"t sp""iaiJorrursa, r.L.p is authorized toosclose all or pan ol my medlcal rccord to any insurance carrier, workers compensation carrier, or administrator of a self-inswedemploler gloup which is responsible for any part of Ear, Nose and Throat Specialist of lulsa" r.i..i 

"nrrger 
and to any health careqtli&t *!" is or is expected 

" I::.. 
rn;olved ryr$ a patientb care. Thlse disclosures are for tearn€nt or payment purposes.oklahoma law requires that we advise you that the infonnation authorized_for discl"**;t ir"lrd" infomaioi ;hi"f,;; 6.considered a communicable or venereal disease, including, bur. nglt limited to, H"p"iitis, 

-sypnifis, 
Gonorrhea, Hu'manlmmunodeficiency Virus and Acquired lrnrnune Deficienry.syntiome (AIDS). ey siqing ui! "ffi#, you are consentrng to suchdisclosure'-You may revoke this consent in writ'rg addrcssid to e"t, Nor" 

"oa 
m-at sp""I"rirt oirrrrrii.r..r., o""pt to tne extent wehave already acted in reliance on it.

ASSIGNMENT OF INSURANCE BENEFITS
You agree that insurance benefits for Ear, Nose ard Thtoat specialist offis4 L.L.P charges payable to th€ insued are to be madepayable to Ear, Nose and rhroat spccialist of rulsa, L.L.P. and irat insuranre d"tits ro. r"rfi"es'ffiaeJly pnyri.i- in a" rr"rpit"rsetting otherwise payable to the insured are to be made payable to the physicians(s) .rp.*iui"iir. i"* care. Any payment rcceivedfor this episode ofcarc may be applied to any unpaid bilis ibr which tou;rc fiabli, gu.;Lct to narutil ofcooraioation ofbcnefis.
PRECERTIFICA ONPOLICY
You understand that Ear, Nose and Throat specialist ofTulsa, L.L.P. will assist with insurance prccertification requirements which arethe responsibility ofthe poliryholder and./or hospital, but wili not assume responsibility r* pt",i"rtin*ti." or any impact which it mayhave on insurance payment.

FINANCIAL RESPONSIBILITY
As.consideration for the services provided to y-oq payment is guaranteed for any amount due for such seruces provided by Ear, Noseand rhroat specialist of rulsa, L.L P 

, 
charges for services andiooas ruu u" nt ii*, N"; ;a 1a;; il"iaio otrrrra I-.r.p,s bi edcharges rates unless otherwise agreed to in *riti"g by E"r, No; ana rlroat speciaist orritsa, i.i.p. '--'

PATIENT'S CERIIFICATION
I hereby certifl that I have read each ofth€ above statements, have had each item explained to rny satisfaction, and have receivcd a copyof this Patient Agreement. I firther certi$ that I am the patient or legally authorized by the patient to accept the terms of this patient
Agreement. A photocopy of this document has the same iffect u, - 6.igioA.

(Documentation Must Be hovided)

ACKNOWLEDGEMENT OF RECEIPT OT'NOTICE OF PRTVACY PRACTICES

| :o*pl"j-"^djAgpqou ofhow your medical information will be used and disclosed by Ear, Nose and Throat Specialist ofTblsa, L.L.p.is in our NoTIcE oF PRIVACY PRACTICES, which you should read before signiirg this e"nrr*r"ag"-"*. The Notice is postedthroughout our ofiice and you will be given a copy for your personal use.

I have received a copy ofEar, Nose and Throat Specialist ofTLrlsa, L.L.P Notice ofprivacy practices dated

Patient or Representative

Basis for refusal, if refi.rsed:

Legal Authority of ReprEsenative Date Signed



Ear, Nose & Throat Spedalists of Tulsa
Tom A. Hamihon, D,g.

6802 S. Olympia A\.c. Wcst
Suite 2OO

Tuls€,,OK74L3Z

DtsctosuRE OF pt{ystctAil owilEns|{tp
NOflc€rcmnErns

please carefrrlly review the ltrforrnatton ootilalned an thls notice.

l, Tom A. Hamihon, am committed to providing the best quarity heahhcare to every patient Itreat. I am pleased to inform you of the fo owing:

1. I have ownership interest in Tulsa Spine & Specialty Hospital:

2' You have the right to choose.the provider of your hearthcare seMces. Therefore, youhave the option to use a heatrhcare facitfty "ilr";d;;;;t; sp;;"ii#.i",,, 
"*o*r3' You will not be treated differentty by me if you choose to obtain healthcare services at afacility other than Tulsa Spine & ipecialty ffospiaf.

There may be other physicians, including radiologists and anesthesiologistg involved in yourcare that have an ownership, or investm-ent inteisiii'rursa spine a ip."iirrv,r.rpir"r.Physician owners are tsted on our website and a rist of owners can be provided to you onrequest. rf you have questions conceming this nouce, please fuel free to ask me oranyrepresentative of Tgtsa Spine & Speciatty iospital. wl'welcome yo, 
";; ;;;;;"1 yatue ourrelationship with you.

Adstoxledgement of Dlsdosure

8y signing this Discrosure of physician ownership, you acknowredge that you have read andunderstand the foregoing notice and hereby uni"ntt"no *r"t r.uiphysicLn nas an ownersrripinterest in Tulsa Spine & Specialty Hospital.

Signature of Patient/Guardian

Print Neme of patient/Guardian

Dat€



Patient Name:

EAR, NosE & THRoAT Srrcrarrsrs oF Tr.rLsA, L.L.P.
ToM A- HAMILToN, D.O.

IIISTORY FORM

Date of Birth:

Reason for Visit:

Pharmacy: Phone #:

Allergies: Medications

Latex

Current Medications:

Shellfish X-Rey \e

Past Medical History:

Past Surgical History:

Weight: Height:

Health Histoty: Pleose circle any of the following illness thet epply to you.

Allergr Problems Asthmr Shortness of Brerth Sleep Apncr Chronic Cough

Thyroid Disease Goiter Reflur,/Heartburn Cencer Eepetitis
Bleeding Disorders Ifeart Diseese Herrt Attsck Seizure/Stroke Diabetes

Lung Disease Glaucona High Blood Prccsure Kidney Problens
Other:

Social History:
I)o you smoke/or use smokeless tobacco? Yes No Alcohol Use: None / Rrre / Minimrl / Moderete / Heaw

Family History: Plesse circle whether any relrrtives heve/hed eny of the following illne*ses.

Asthma Bleeding Disorder Eeart Diseesc Cancer Dirbetes
High Blood Pressure Seizures / Stroke Ileering Loss

Please circle any symptoms thrt epply:

Ears Nose Throat
Ear Drainage Altered Sense of Smell Altered Sense of Teste
Earaches Blecding Hoensenegs

Ear Itching Congestion Sore Throat
Ilearing Loss NasalDrainage Throet Dryness
Di.ziness Sinus Pain / Pressure Difliculty Swallowing
vertigo Snoring Difiiculty Tetking


