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TODAYS DATE:

Een. Nose & Trnonr SpEcrAlrsr oF TULSA. L. L. P.
6802 Soum Olywn Avr. Wrsr, Sutrt 200

Tws,r, Oxr.uorrr.l 741 32
(918) 388-9740 o F,lx (918) 388-9741

Toa A. H,twLron, D.O.

REASON FOR VISIT:

DEMOGRAPHICS

LAST NAME :

FIRST NAME:

ADDRESS!

E.MAILI

CELL PHONE:

FAXrMARJTAL STATUS:

EMPLOYER:

MIDDLE NAME:

SOCIAL SECURITY #

DATE OF BIRTH:

PR.EFER TO BE CALLED:

HOME PEONE:AGE!

SEX:

WORK#:

PRIMARY CARE PIIYSICIAN:

JOB TITI,E:

REFERRINC PHYSICIAN:

RESPONSIBLE PARTY (If other then

MOTHER'S NAME : FATHER'S NAME I

SOCIAL SECURITY # :

BIRTIIDATE:

EMPLOYER:

SOCIAL SECTJRITY # :

BIRTBDATE:

PHONE#:

EMPLOYERI

PHONE #:

PRIMARY HEALIH INSURANCE gnsurcd's Informr0on)

INSUR,ED'S NAME:

INSURANCE CO:

INSURED'S RELATIONSflP TO PATIENT:

FOLICY OR II' NO:

INSURED'S DATE OF BIRTH:

GROUP NO:

INSURED'S SOCIAL SECT'RITY NO:

PLAjtl TYPEr

EMPI,OYER:

AUTIIORIZATION REQUIRED?

FOLICY EFFECTTVE DATE:

SECONDARY IIEALTH INSURANCE (Insured's Informetton)

INSURED'S NAME:

TNSURANCE COI

INSIIRED'S RELATIONSEIP TO PATIENT:

PIOLICY OR ID NOI

INSURED'S DATE OF BIRTH:

GROUPNO:

INSURED'S SOCIAL SECURITY NO:

PLAII TYPE:

EMPLOYER:POLICY EFFECTIVE DATE:

DATE:

AUTf, ORIZATION REQI'IREI'?

SIGNATURE:



Een, Nosr c Tnnoar Sprcrar,rsrs or Tws4 L.L.P.
6802 S. Olympia Ave. West, Suite 200 o Tulsa" Oklahoma 74132

(918) 388-9740 I Fax (918) 388-9741
ToM A. HAMLToN. D,O,

Fh\ANcHr, Por,rcy
We are commifted to providing you with the best possible care. If you have medical insurance, we are here to help you
receive your maximum allowable benefits. In order to achieve these goals, we need your assistance and your understanding
ofour financial policy.
You must realize, however that:

Payment is due at the time services are rendered unless payment arrangements have been approved in advance by our staff.
We accept cash, checks, Mastercard, Vis4 American Express or Discover. For patients with no insurance, we do allow a
discount on self-pay patiens if paid at the time ofthe service.

A $35 fee will be charged for all returned checks plus if any bank fee and your account will be placed on a "cash only" basis.

Your insurance is a contract between you, your employer and the insurance company. If you have any questions regarding
network providers, refenals, covered services, benefits and/or financial obligation please contact member services through yorir
insurance company in a timely manner. All charges not covered by your insurance company will be your responsibility. -

Wlile the filing of insurance claims is a courtesy that we extend to our patients, all charges are your responsibility from the
date the services are rendered. If we do not have your correct information, insurance cardi or refirral, then we wilibe unable
to.properly file a claim to your insurance company in a timely manner. All charges not covered by your insurance company
will be your responsibility.

Should your account balance become uncollectable due to bankruptry, we will allow 30 days of medical care after which
you will be dismissed from our practice.

The accomp-anying parent or adult is responsible for full payment at the time of service. In case of divorce, we are not
responsible for billing multiple parties. It is the responsibility ofthe parent/guardian whom brings the child in to work out the
payment arrangements between custodial and non-custodial parents.

I AGR.EE TIIAT IF IT BECOMES NECESSARY TO FORWARD MY ACCOI,]NT TO A COLLECTION
AGENCY, I WILL ALSO BE RESPONSIBLE FOR THE FEE CHARGED BY TIIE AGENCY FOR TIIE COSTS
OF COLLECTION IN ADDITION TO THE ORIGINAL AMOIJNT DUE.

We realize that financial problems may affect timely payment on your account. If such problems do arise, we encourage you
to contact our Billing Office promptly to resolve any issues on your account (918) 38E-t090.

If you have any questions about the above information or any uncertainty regarding your insurance coverage, pLEASE do
not hesitate to ask us. We are here to help you. We will gladly discuss your propoied treatment and answe'r any questions
relating to your insurance.

I HAVE READ AND FULLY T]NDERSTAND THE FINANCIAL POLICY SET FORTH BY ENT SPECIALISTS
OF TIJLSA.

Please Sign and Date to show that you understand and have received a copy

If, at any time, the resp-onsible party_ provides a wireless telephone number where he/she may be contacted, he/she consents
to-receive__calls (including auto-dialed calls and pre-recordtd messages) at that wireless number fiom {ilospital, doctors
office, collection agency), its s'tccessors and assignees, and the. affil-iates, agents, and independent 

"o"tiu"to'ir, 
iir"fua'ing

servicers and collection agents, ofeach ofthem regarding the services renderedl or your related financial obligations.



Confidential Communication Request
Een, Nosu & Trnoar Sprcrausrs or Twsa, L.L.P.

6802 SOUTH OLYMPIAAVE. IVEST, SUTTE 2OO

TULSA" OKLAHOMA 74132

As required by the Health Informafion Portability and Accountability Act ol 196 (HIPtlA) you have a right n request that communi-
cation concerning your personal health information be nade through confidenfial channels- This medical practice will not ask 1nu
why you arc making your request, and will try to accommodate all reasonable requests-

I, Cri"t your nane; hereby request the use of the following confidential charmels for the

communication of information related to my personal health, treahent or payment for treatnent. This request
supersedes any prior request for confidential channel communications I may have made.

Telephone Contact Information:

Home #:

Wort #:

Cell #:

Please list other persons that may be contacted with confidential communications

to patent:_ Phone #:

Phone #:

Relationship to patient: Phone #:

Phone #:

Signed:

Ifnot signed by the patient please hdicate:
Relationship:

O parent ot guardian of minor patient
0 guardian or conservator ofan incompetent patient
Q beneficiary or personal representative of deceased patient
O other (speci!)

For olJice use only:

bo bo not leave messages on my voice mail

Opo EDo not leave messages with any other person

EOo ho not leave messages with any other person

Date Granted: Initials:



Eln, Nosn c Tnnolr SpBcrrr,rsrs or Tur,se, L.L.P.
6802 Sours OLyrwLc. Avs. Wrsr, Surre 200 o Tur-s.r., Oruenove 74132

(918) 613-9s90 o Fex (918) 388-9747

Acrcrowr,nucEMpNT oF REcErpr oF Norrcn oF PRrvAcy Prucrrcns axn
Prrmnr AcnnEMENTs Rrr,ltrn ro TREATMENT

CONSENT FOR ROUTINE MEDICAL TREATMENT
Ear, Nose and Throat Specialist ofTulsa, L.L.P. and its employees are hereby authorized to collect medical history information, obtain
vital signs and perform other routine procedures for purposes ofproviding care to you. You have the right to consent or refuse consent
to any proposed procedure or therapeutic course, absent emeigency or extraordinary circumstances. Under emergency circumstances,
we will take necessary and available actions to meet your medical needs.

CONSENT TO DISCLOSURE OF INT'ORMAIION
Patient medical records and billing information are created and retained by Ear, Nose and Throat Specialist of Tulsa, L.L.P and are
accessible to its personnel and medical staff for use in my care. Ear, Nose and Tbroat Specialist ofTulsa, L.L.P personnel and physicians
may use and disclose medical information for its business operations and io any other physician or health care personnel involved in
providing care. Safeguards are in place io discourage irnproper access- Ear, Nose and Tlroat Specialist ofTblsa, i.L.P. is authorized to
disclose all or part of my medical record to any insurance carrier, worken compensation carrier, or administrstor of a self-insured
employer group which is responsible for any part of Ear, Nose and Tlroat Specialist of Tulsa, L.L.P charges and to any health care
provider who is or is expected to become involved with a patient's cre. These disclosures are for treatnent or payment purposes.
Oklahima law rcquires that we advise you that the information autlorized for disclosure may include information which rnay be
considered a communicable or venereal disease, including, but not limited to, Hepatitis, Syphilis, Gonorrhea, Human
Imrnunodeficiency Virus and Acquited Irnmune Deficiency Syndrome (AIDS). By sisning this agreement, you are consenting to such
drsclosure. You may revoke this consent in writing addressed to Ear, Nose and Throat Specialist ofTtrlsa, L.L.P., except to the extent we
have already acted in reliance on it.

ASSIGI\MENT OF' INSIJRANCE BEIIEFITS
You agree that insurance benefits for Ear, Nose and Tbroat Specialist of lhlsa, L.L.P charges payable to the insured are to be made
payable to Ear, Nose and Throat Specialist ofTirlss, L.L.P and that insurznce benefits for serviceJ provided by physicians in the hospital
rytti1e otherwise payable to the insured are to be made payable to the physicians(s) responsible for your care. Any payment received
for this episode of carc may be applied to any 'nnaid bills for which you are liable, subject to the rules of coordinition of benefits.

PRECERTIFICATION POLICY
You understand that Ear, Nose and Tbmat Specialist ofTi sa, L.L.P- will assist with iruurance precertification requirements which are
the responsibility ofthe policyholder and./or hospital, but will not assume responsibility for preietification or any impact which it may
have on insurance payment.

FINAI\CIAL RESPONSIBILITY
As_cgnsideration for the services prwided to yor! payment is guaranteed for any amount d!€ for such services provided by Ear, Nose
and Throat Specialist ofTirlsa, L.L.P Charges for services and goods shall be at Ear, Nose and Throat Specialist;fTulsa, L.L.pbbilled
charges raies unless otherwise agreed to in *riting by Ear, Nose and Throat Specialist of'lulsa, L.L.p.

PATIENT'S CERTIFICATION
I hereby certi! that I have read each ofth€ above statements, have had each item explained to my satisfaction, and have received a copy
of this Patient Agreement. I further certi& that I am the patient or legally authorized by the paient to accept the terms ofthis patienlt
Agreement. A photocopy ofthis document has the same effect as an original.

Signature of Patient or Patient's Legally Authorized Represent ive (Documentation Must Be Providedl

ACKNOWLEDGEMENT OF R.ECEIPT OF NO'IICE OF PRIVACY PRACTICES

14' :ompl9t9_dg9lption of how your medical information will be used and disclosed by Ear, Nose and Throat Specialist ofTirlsa, L.L.p.
is in our NOTICE OF PRIVACY PRACTICES, which you should read before signing this Acknowledgement. The Notice is posted
tbroughout our ofiice and you will be given a copy for your personal use.

I have rcceived a copry ofBar, Nose and Throat Specialist ofTirlsa, L.L.P. Notice ofPrivacy Practices dated

Patient or Representative

Basis for refusal, if refused:

Legal Authority of Representative Date Signed



Ear, Nose & Throat Specialists ofTulsa
Tom A. Hamllton, D.O,

6802 S. Olympia Ave. West
Suite 200

Tulsa, OK 74132

DISCLOSURE OF PHYSIOAil OWNERSHIP
NOT]CE TO PATIENTS

please carefully review the information contalned in this notice.

l, Tom A' Hamilton, am committed to providing the best quality healthcare to every patient I
treat. I am pleased to inform you of the following:

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

2. You have the right to choose the provider of your hearthcare services. Therefore, you
have the option to use a healthcare facility other than Tulsa Spine & Specialty Hospital.

3' You will not be treated differently by me if you choose to obtain healthcare services at a
facility other than Tulsa Spine & Specialty Hospital.

There may be other physicians, incruding radiologists and anesthesiorogists, invorved in your
care that have an ownership, or investment interest, in Tulsa spine & speciatty Hospitar.
Physician owners are listed on our website and a list of owners can be provided to you on
request. lf you have questions concerning this notice, prease feer free io ask m" o, ,ny
representative of Tulsa spine & Specialty Hospital. we welcome you as a patient and value our
relationship with you.

Acknowledgement of Disclosure

By signing this Disclosure of physician ownership, you acknowledge that you have read and
understand the foregoing notice and hereby understand that your physician has an ownership
interest in Tulsa Spine & Specialty Hospital.

Signature of Patient/Guardian

Print Name of Patient/Guardian

Date



Pediatric History Form!
Tom A. Hamilton, DO

Pauent Name: Date of tlirth:

Ethnicity: _ languate: _ preferred pharmacy:

Past Medical History:

Medicatlon Allergtes:

Other Alleryies: Latex / Shellffsh / X-ray Dye

Up to Date on lmmunlzauons? yes No do not immunlze

Family Hbto.y: (please chcle the ones that apply)

Allergies Bleeding Disorder Cancer

Diabetes Hearingloss Thyroid Other:

Soclal Hbtory: (please circle the ones that apply)

Day Care Pets inthe home School Siblings Tobacco Exposure: hdoor / Outdoor

Curred Medlcaflons:

Surtical Hlstory:


