San Francisco Peninsula Ear, Nose and Throat Associates
Diseases and surgery of the ears, nose, throat and associated structures for adults and children. 
For your initial visit with our office, please copy the following items, complete all areas and bring them to your first visit. 
While we have chosen to participate in many indemnity and PPO plans as well as the AETNA HMO and Medicare, you as the patient are responsible for your choice of insurance plan as well as knowing and working within the limitations of this plan. Patients are ultimately responsible for all bills resulting from the services that they receive in our offices. As a convenience to you, we will bill your primary insurance plan. For patients with health insurance plans that require a co-payment for office visits, these are due and payable at the time of the service. Any balance due after processing of benefits by your primary plan is due in full at the time of reconciliation of amounts due by the primary insurance plan. For patients with secondary forms of health insurance coverage, we will provide you with the necessary documentation to allow you to pursue reimbursement from your secondary plan. For patients without insurance coverage, charges for visits with our physicians average $4-$5 per minute. A minimum payment of 20% is due at the time of service. A 10% discount will be given for payment in full at the time of service. Any balance due after 30 days will be subject to a 5% interest charge; this will accrue monthly. There may be additional charges for non-urgent phone calls, letters, reports and copying services.  
Section I - PATIENT INFORMATION
Social Security Number:                                  Relationship to Insurance Holder
Last Name:                                                    Home Phone:
First Name:                                                    Work Phone:
Address:                             Apt.:                    FAX: 
City:                                                              Email:
State:                                                             Zip Code:
Age:                                   Sex:                     Date of Birth: 
                                                                                                                                                                              
Section 2 -PERSON RESPONSIBLE FOR PAYMENT OF ACCOUNT
If same as patient, please skip to next section. 
Social Security Number
Last Name                                                                            First Name
Birth Date
Address
Phone
Employer
Employer Address
Employer Phone                                                                                                                                                                        
Section 3 - SPOUSE/NEAREST RELATIVE INFORMATION
Last Name:                                                                         Relationship: 
First Name:                                                                         Home Phone:
Address:                                                      Apt.:                Work Phone:
City:                                                            State:               FAX:
Zip Code:                           Age:                   Sex:                 Email:
Section 4 -PATIENT'S WORK INFORMATION
Employer:                                                                            
Employer Address:                                                              
Employer Telephone:
Section 5 -PRIMARY INSURANCE INFORMATION
Group #:                             ID#:                                          Eligibility Date:                                                                                                                   
Insurance Company:                                                            Copay?  Yes  No  Amount? 
Ins. Co. Address:                                                                 
City:                                                             State:               Zip:
Policy Holder’s Name (if other than patient):                                                                                  
Relationship of Policy Holder to Patient:
                                                                   
Section 6 - EMERGENCY CONTACT INFORMATION
Emergency Contact (preferably NOT someone in the same household)
Name:                                                                                 Relationship:
Address:
Telephone:
