7 N

SOUTHWEST IDAHO

Ear Nose and Throat, P.A.

PATIENT INFO:

Patient’s Legal Name: First Middle Last O Male O Female\
Mailing Address City State Zip
Home Phone Cellphone Work Phone Ext.

Email Address

D.O.B. Marital StatusOM OS OD OW 0O Other
Spouse’s Name D.O.B.
Primary Care Physician Referring Physician

Race: OO American Indian or Alaska Native [0 Asian [0 Black or African American O Native Hawaiian or other Pacific Islander
[ Caucasian O Hispanic or Latino

Ethnicity: O Hispanic or Latino O Not Hispanic or Latino O Other Preferred Language

Patient’s Employer Work Phone

Patient’s Legal Guardian (If Applicable)

AN

/Father’s Name (IF MINOR) D.O.B.

Father’s Home Address City State Zip Phone

Father’s Employer Occupation Work Phone

Mother’s Name (IF MINOR) D.O.B.

Mother’s Home Address City State Zip Phone

Mother’s Employer Occupation Work Phone /
/PRIMARY INSURANCE COMPANY NAME Phone \

Subscriber Name Relationship to Subscriber: O Self O Spouse O Parent O Child O Step Parent O Other

Subscriber D.O.B. Subscriber # Group #

SECONDARY INSURANCE COMPANY NAME Phone

Subscriber Name Relationship to Subscriber: O Self O Spouse O Parent O Child O Step Parent [ Other
\Subscriber D.O.B. Subscriber # Group # /
KI’REATMENT AUTHORIZATION \

I am willfully requesting treatment, and | consent to services provided by, or at the direction of, the attending provider at Southwest Idaho
Ear Nose and Throat and Southwest Idaho Surgery Center. | authorize a copy of this document to be used in lieu of the original.

Signature of Patient or Legal Guardian Date Signed

\Printed Name of Patient or Legal Guardian Relationto Patient /

900 N. Liberty St., Suite #400, Boise, ID 83704 «+ www.swient.com + (208) 336-4368
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