
PATIENT HEALTH HISTORY 
 

In order for us to obtain a complete medical history, it is important for you to fill out this form as completely as possible.  This is very 

important information.  Please fill out every item.  It is important for your doctor to know that you have carefully reviewed every area 

of this form.  This information will be entered into the computer and you are welcome to a copy of the report if you wish. 

 

Name (First, Middle Initial, Last) __________________________________________________________ Appt. Date ____________ 

 

Male _____  Female _____    Date of Birth ____________________________  Ht.____________ Wt.___________ 

 

Pharmacy Preference (Include Location) ___________________________________________________________________________ 

Name of Physician who sent  

Primary Care Physician ___________________________________ you here (if applicable)_______________________________ 

 

Chief Complaint: _____________________________________________________________________________________________ 

 

Are you taking ANY kind of medication now?  (This includes prescription, over-the-counter or herbal medications):  No ___  Yes ___ 

(If yes, please list below and be sure to include dosage information) 

Name of Medication Dosage How often taken 

   

   

   

   

   

   

   

   

   

 

Are you ALLERGIC to ANY medications:  No _____    Yes _____ (If yes, please list below) 

Name of Medication Type of Reaction 

  

  

  

  

  

 

SURGERIES AND HOSPITALIZATION 

Have you had problems with anesthesia (being numbed or put to sleep)?  No ______    Yes ______ 

 

Please list any surgical implants: _________________________________________________________________________________ 

 

Have you had any ear nose or throat surgery?  No _____    Yes _____    Please list Type and Date: 

 

____________________________________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 

 

Have you had any other surgeries?  No _____    Yes _____    Please list Type and Date: 

 

____________________________________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 

 

Have you ever been hospitalized for non-surgical reasons?  No _____    Yes _____  If yes, please explain: 

 

____________________________________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 



 
DAVID M. HARTMAN, M.D. 

PATIENT INFORMATION 

 

Name ____________________________________________________________________________________ 
 First     Middle Initial    Last 

 

Mailing Address ____________________________________________________________________________ 
     Street      City   State     Zip Code 

 

Phone (              ) _________________________________            Marital Status � M  � S  � W  � D 

 

Alternate Phone # and/or Cell Phone (              ) ____________________   SSN _________________________ 

 

Sex  � M   �  F   Date of Birth _______/_______/_______ Email Address:___________________________ 
                 Month        Day          Year 

Name of Physician who sent 

you here (if applicable)_____________________________ Primary Care Physician _____________________        

  

Employer ____________________________________ Work Phone (              ) _________________________    

 

WE REQUIRE TWO ADDITIONAL WORKING CONTACT NUMBERS: 

 

Emergency Contact Name __________________________ Phone (              ) ___________________________    

 

Nearest relative or friend not living with you __________________________ Phone (              ) ____________ 

 

INSURANCE INFORMATION 
(Complete if patient is insured through spouse or family member OR if patient is younger than 18 years old.) 

 

Name ____________________________________________________________________________________ 
 First     Middle Initial    Last 

 

Address __________________________________________________________________________________ 
    Street      City    State  Zip Code 

 

Phone (              ) ______________________________   Date of Birth _______/_______/_______ 
                           Month   Day         Year 

 

SSN _____________________________________ Relationship to Patient _____________________________ 

 

HOW DID YOU HEAR ABOUT US?  PLEASE CHECK ALL THAT APPLY:   

� Physician   � Friend/Family Member   � Previous Patient   � Newspaper   � Radio commercial   
� Yellow Pages   � Internet   � Other (please specify):  ________________________ 



ENT ALLERGY & SINUS CENTER, INC. FINANCIAL POLICY  

& ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES 
 

ENT Allergy & Sinus Center, Inc. is pleased to provide your otolaryngology care needs.  Please understand that payment of your bill is considered 
part of your treatment.  The following is a statement of our Financial Policy, which you need to read and sign. 
 

• All patients or their legal representative shall complete an information and insurance form before seeing the doctor. 
• Co-payments are due at the time of service. 
• We accept cash, checks or credit cards.  Returned checks will be subject to a $35.00 fee. 
• Auto accident claims are your responsibility.  Please see the Billing Manager for more information. 

 
INSURANCE COVERAGE:  Your insurance policy is a contract between you and your insurance company.  We are not a party to that contract and 
therefore do not receive payment from your insurance company.  The only exception to this is when ENT Allergy & Sinus Center, Inc. has an 
agreement with your insurance company to be a provider in its network.  In that instance, we may have an agreement to bill the insurance company 
directly for covered services rather than seeking payment from the patient.  However, you will remain responsible for deductibles, co-insurance and 
co-payments at the time of service.  Not all services we offer may be a covered benefit under your insurance policy as some insurance companies 
have certain services they will not cover.  We recommend that you check with your insurance company regarding what services they will or will not 
cover.  If certain services are not covered, you are responsible for payment at the time of service. 
 
SELF PAY PATIENTS:  Self pay patients are those not covered by any insurance policy or third party payer, patients covered by insurance plans in 
which the office does not participate, or patients without an insurance card on file with us.  Self pay patients are required to bring $125 at the initial 
appointment and will be asked to make payment arrangements for the balance.  Self pay patients will receive a 40% discount across the board for all 
services rendered.   
 
OUTSTANDING BALANCES:  It is our office policy that all past due accounts be sent two statements. If payment is not made on this account, a single 
phone call will be made to try to make payment arrangements. If no resolution can be made, the account will be sent to the collection agency, or 
attorney, and may result in being discharged from the practice. 
 

MISSED APPOINTMENTS:  We require at least 24 hours notice if you must cancel an appointment.  Failure to do so may result in a $25 “no show” fee. 
 
We understand that temporary financial problems may arise and affect timely payment on your account.  We request that you contact our office 
promptly for assistance in the management of your accounts. 
 
X_____________________________________________________________________________________________________ 
              Signature of Patient/Legal Representative   Relationship  Date 

 

CONSENT AND ASSIGNMENT OF THIRD PARTY REIMBURSEMENT:  I, the patient or the patient’s legal representative, request payment be irrevocably 
assigned to ENT Allergy & Sinus Center, Inc. for any services furnished to me by the office, including physician services. 
 
I, the patient or the patient’s legal representative, hereby authorize and give my consent to ENT Allergy & Sinus Center, Inc. and this office’s 
employees/agents to release all records prepared in the course of my treatment to any entity which provides payment or financial assistance for my 
healthcare including, but not limited to, insurance companies, self insured employers and/or public welfare agencies for use in determining payment 
and payment related issues.  I also hereby authorize my attending physician, and other health professionals associated with my physician, to discuss 
my medical or other relevant information with my physician’s accountant, billing and coding agents, transcriptionist, medical malpractice carrier and 
legal counsel as permitted under applicable law. 
 
A copy of this Consent and Assignment shall be considered as valid as the original. 
 
X_____________________________________________________________________________________________________ 
     Signature of Patient/Legal Representative   Relationship  Date 
 
____________________________________________________________________ 
     Print Patient Name 
 
NOTICE OF PRIVACY PRACTICES:  I have received a copy of ENT Allergy & Sinus Center, Inc.’s Notice of Privacy Practices. 
 
X_____________________________________________________________________________________________________ 
      Signature of Patient/Legal Representative   Relationship  Date 
 



 
 

Notice of Privacy Practices 
 

THIS NOTICE DESCRIBES HOW INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND 

HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY. 

 

Understanding Your Health Record/Information 

Whenever you visit a hospital, physician, or healthcare provider, you are establishing a healthcare record with that 

provider.  Your healthcare record contains notes about your visit, including such things as your symptoms, examination 

and test results, diagnoses, treatment, and a plan for future care or treatment.  Your healthcare or medical record serves 

many purposes. 

 

• It may be used to plan your care and treatment. 

• It may be used to obtain payment for a third-party, such as an insurance company or Medicare or Medicaid. 

• It is a means of communication among the many health professionals who contribute to your care. 

• It is a legal document describing the care you received. 

• It is a means by which you or a third-party payer can verify that services billed were actually provided. 

• It may be used as a tool in educating health professionals or a source of data for medical research. 

• It may be a source of information for public health officials. 

• It may be a source of data for facility planning and marketing. 

• It may be a tool with which we can assess and continually work to improve the care we render and the outcomes 

we receive. 

 

Understanding what is in your record and how your health information is used helps you to ensure its accuracy.  It also 

helps you to understand who may access your health information and under what conditions, and it helps you to make 

more informed decisions when authorizing disclosure to others. 

 

Your Health Information Rights 

 

The physical record of your health is the property of ENT Allergy & Sinus Center, Inc.  However, the underlying 

information belongs to you.  You have the right to: 

 

• Request restrictions on certain uses and disclosures of your information, however we do not have to comply with 

your request. 

• Obtain a paper copy of the notice of information practices upon request. 

• Inspect and obtain a copy of your health record, except in limited circumstances (you will be charged a reasonable 

fee for copying). 

• Request amendment to your healthcare record. 

• Obtain an annual accounting of disclosures of your health information (you will be charged for additional 

accountings). 

• Request communications of your health information by alternative means or at alternative locations. 

• Revoke your authorization to use or disclose health information except to the extent that action has already been 

taken. 

 

We do not have to honor your request for restrictions on activities that are otherwise allowable under law. 

 



IF WE DENY YOUR REQUEST, YOU WILL RECEIVE NOTIFICATION OF OUR DENIAL ALONG WITH A 

WRITTEN BASIS FOR OUR DENIAL. 

 

ANY REQUEST FOR RESTRICTIONS ON USE OR DISCLOSURE MUST BE MADE IN WRITING.  WE WILL 

NOTIFY YOU WITHIN 30 DAYS OF OUR DECISION.  WE MAY REQUEST AN ADDITIONAL 30 DAYS TO 

CONSIDER YOUR REQUEST. 

 

Our Responsibilities: 

 

We are required to: 

 

• Maintain the privacy of your health information. 

• Provide you with a Notice of Privacy Practices that describes our legal duties and privacy practices with respect to 

information we collect and maintain about you. 

• Abide by the terms of ENT Allergy & Sinus Center, Inc. Notice of Privacy Practices. 

• Notify you if we will not agree to a requested restriction. 

• Accommodate reasonable requests you may have to communicate health information by alternative means or at 

alternative locations. 

 

We reserve the right to change our practices at any time and to make any new provisions effective for all the protected 

health information we maintain.  Prior to making any significant changes in our privacy practices, we will change our 

Notice of Privacy Practices and post the Notice in the waiting room and in the examination rooms.  You will be provided 

a copy of our new Notice of Privacy Practices if any of our information practices changes. 

 

The office of ENT Allergy & Sinus Center, Inc. will not use or disclose your health information without your 

authorization, except as described in this notice. 

 

As a condition of treatment (except for emergency treatment) you are required to sign a consent for use and disclosure of 

Protected Health Information for purposes of payment, treatment, and healthcare operations.  We use information about 

you for treatment, to obtain payment, and to evaluate the quality of care you receive.  In certain instances we may use or 

disclose your information that is not for payment, treatment, or healthcare operations, when required or authorized by law. 

 

Complaints:  If you believe your privacy rights have been violated, you can file a complaint with the office of ENT 

Allergy & Sinus Center, Inc. you may either send a written complaint to 335 Oxford Street, Suite A, Dover, Ohio  44622 

or you may call the office of ENT Allergy & Sinus Center, Inc. at 330.602.8833 during our normal business hours.  You 

may also file a complaint with the Secretary of U.S. Department of Health and Human Services in writing within 180 days 

of a violation of your rights.  There will be no retaliation for filing a complaint. 
 
 


