
 

   

PATIENT REGISTRATION 
PLEASE FULLY COMPLETE FORM 

Patient Name   _____________________________________________    Today’s Date       ___________________          

Date of Birth _____________________________________       Social Security Number _____ - _____   - _____   

Marital Status:       Married      Single     Widowed     Divorced    Gender    Male     Female 

Home Address ___________________________________________________________________________________ 

Phone Numbers: Home _______________________   Cell _____________________   Work ____________________ 

Primary Phone Number    Home      Cell     Work       Email  ___________________________________________ 

Preferred Language    English      Spanish    French     German    Italian  Portuguese    Russian    Chinese    

Japanese    Other ___________________________________________________ 

 
Race/Ethnicity         White    Black/African American    Asian    Hispanic/Latino   American Indian/Alaskan Native     

Pacific Islander     Native Hawaiian/Other     Other _______________________ 
 
EMPLOYMENT   Employer ____________________________________________   Dept./Title ____________________ 

Employer’s Address ________________________________________________________________________________ 

PREFERRED PHARMACY INFORMATION   Pharmacy Name ______________________   Phone _________________ 

Pharmacy Address ________________________________________________________________________ 

INSURANCE INFORMATION 

Primary Insurance Co.___________________________________    Subscriber’s Name _________________________ 

Relationship to Patient ___________________   Date of Birth ____________________    ID#  _____________________ 

Secondary Insurance Company _____________________________  Subscriber’s Name ________________________ 

Relationship to Patient _____________   Date of Birth ________________    ID#  _______________________________ 

Referring Physician _____________________________  Primary Care Physician _____________________________ 

Whom may we thank for referring you? _________________________________________________________________ 

List below any persons/family members whom you authorize to access your medical records and/or authorize us to leave a 
detailed message regarding all aspects of your medical chart, health condition, medications, and financial history.  

Name ___________________________   Relationship to Patient _________________________________ 
 
Name ___________________________   Relationship to Patient _________________________________ 
 
May we leave a detailed message on voice mail/ answering machine?           Yes      No 

 
All Patients: I consent to medical treatment for myself, my child or the above named minor, for which I am legally responsible. I authorize the release 

of any medical information to any insurance for the purpose of filling my medical/surgical claim. I authorize payment on behalf of myself, and/or my 
dependents to be made directly to Advanced Ear, Nose, & Throat Associates, P.C.   I further understand that I am financially responsible for any 
services deemed Non-Covered by my insurance company, and deductibles, co-pays and co-insurance is due at that time of service. I also understand 
that I will be financially responsible for any and all costs and fees relating to the collection of my debt.  

Medicare Patients: I authorize the physicians of Advanced Ear, Nose, & Throat Associates, P.C. to release to the Social Security Administration or its 

intermediary carriers, any information needed for this or a related Medicare claim. I request that payment of authorized benefits be made on my behalf. I 
assign the benefits payable for physicians(s) services. I understand that I am responsible for my health insurance deductibles, co-insurance and for any 
services deemed Non-Covered by Medicare.  

 
 
Signature: _________________________________________________________ Date: ______________ 
    Patient and/or Legal Guardian in Patient is a Minor   

 







Golde | Mickelson | Rogers | Bomeli 
960 Johnson Ferry Rd NE, Suite 200 
Atlanta, Georgia 30342 
o:404-943-0900 f:404-943-1390 
AdvancedENTpc.com 

NEW PATIENT HEALTH HISTORY 

Name: ___________________________DOB:_________________ 

What doctor recommended an ENT visit? ____________________ 

How did you choose us? Referring Dr   Family/Friend   Internet   Other 

Reason for Visit: _______________________________________ 

Pharmacy Info: _________________________________________ 

PAST MAJOR MEDICAL HISTORY: please circle

Allergies 

Anxiety 

Arthritis 

Asthma 

Bleeding disorder 

Major cancer 

Cholesterol problem 

Chronic back pain 

Chronic lung disease 

Depression 

Diabetes 

Fibromyalgia 

Acid Reflux 

Heart Disease 

High Blood Pressure 

Hypothyroidism 

Vascular Disease

OTHER SERIOUS ONGOING MEDICAL PROBLEMS: __________________________

PAST SURGERY: please circle

Ear surgery 

Ear tubes 

Nasal/Sinus surgery 

Neck surgery 

Parathyroid surgery 

Sleep apnea surgery 

Thyroid surgery 

Tonsillectomy 

Bladder/Urinary 

Brain surgery 

Breast surgery 

Cardiac Stent 

Chest/Lung Surgery 

Colon surgery 

Cosmetic surgery 

GYN surgery 

Heart surgery 

Hernia surgery 

Kidney surgery 

Liver/Spleen surgery 

Orthopedic surgery 

Prostate surgery 

Skin cancer surgery 

Spine/Back surgery 

Spine/Neck surgery 

Stomach/Intestine 

OTHER MAJOR SURGERY: ____________________________ 



SIGNIFICANT FAMILY MEDICAL HISTORY: please circle

Cancer at young age 

Cardiac death at young age 

Multiple ear infections 

Thyroid cancer

OTHER SIGNIFICANT FAMILY HISTORY: ____________________________ 

HEALTH HABITS: please circle

Daily alcohol use 

Illicit drug use 

Smoker: current | former 

Other tobacco 

MEDICAL SYSTEMS REVIEW: circle any that apply

fever | chills | weight loss | night sweats | loss of apetite 

double vision | new change in vision 

chest pain | palpitations | syncope | leg edema | heart murmur | chest pain 

shortness of breath | wheezing | cough | coughing blood 

abdominal pain | heartburn | blood in stools 

urinary frequency | urinary pain | blood in urine 

skin rash | skin itching | skin redness 

nerve weakness | tingling | numbness | incoordination | headaches 

unexplained hair loss | excessive thirst | frequently too hot | frequent urination 

bleeding gums | easy bleeding | easy bruising | anemia 

MEDICATIONS: List prescribed medications and dosages:

[ ] Also taking non-prescription dietary supplements, vitamins, or minerals 

MEDICATION ALLERGIES: 
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