Crystal Canyon ENT & Facial Plastic Surgery / Dr. Tamarah Fratianni, D.O / 1340 N Rim Dr Flagstaff, AZ
(928) 774-1873 / www.crystalcanyonent.com

Today's Date:
PATIENT INFORMATION
Mr./Mrs./Ms Sex: Male / Female
First Name M.l Last Name

Mailing Address City State Zip
| ) ( ) ( )

Home Phone Work Phone Cell Phone

E-Mail Patient's Social Security Number Date of Birth Age
Marital Status (please circle one): Married Divorced Widowed
If patient is a minor, who is legally responsible & relationship to patient:
Parent or Legal Guardian Social Security Number: Date of Birth:
Family Physician Referring Physician
Patient's Employer Occupation
Business Address City State Zip

Race: [/American Indian or Alaska Native [/Caucasian [African American  [Pacific Islander [/Other  [IRefuses to report
Ethnicity: [ Hispanic or Latino  [Not Hispanic or Latino [{Refuses to Report Language: _English /Spanish [|Other

0 Self

GUARANTOR INFORMATION

Name of Insured (Person who holds insurance coverage) & relationship to patient

Insured Date of Birth

Insured Employer

Insured Social Security

( )

Business Address City

State AZ Business Phone Number

0 Cash Pay
Primary Insurance
Company Name:

Subscriber's Name:

Group #

Insured ID #

INSURANCE INFORMATION

Secondary Insurance
Company Name:
Subscriber's Name:
Group #
Insured ID#

Patient or Legal Guardian Signature

Date
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Crystal Canyon ENT & Facial Plastic Surgery / Dr. Tamarah Fratianni, D.O / 1340 N Rim Dr Flagstaff, AZ
(928) 774-1873 / www.crystalcanyonent.com

ACKNOWLEDGEMENT OF PRIVACY PRACTICES

| acknowledge that Dr. Tamarah Fratianni, D.O., Crystal Canyon ENT & Facial Plastic Surgery, has provided to me
the Notice of Privacy Practices. | acknowledge that it is posted in a notebook in the office waiting room and also
posted to the office website at www.crystalcanyonent.com.

The Notice of Privacy Practices describes the types of uses and disclosures of my protected health information that
may occur in my treatment, payment of my bills or in the performance of my healthcare operations of this practice.

The notice also describes my rights, and duties of this medical practice with respect to my protected health
information.

Printed Name of Patient or Mark Signature of Patient or Mark
Legal Guardian/Authorized Representative Legal Guardian/Authorized Representative
FOR OFFICE USE ONLY

*|F PATIENT WILL NOT SIGN ACKNOWLEDGMENT**

A good faith effort has been made to obtain the signed acknowledgement of the patient named above, regarding this
practice’s Notice of Privacy Practices.

Comments:

Employee Signature Date Witness Date
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Crystal Canyon ENT & Facial Plastic Surgery / Dr. Tamarah Fratianni, D.O / 1340 N Rim Dr Flagstaff, AZ
(928) 774-1873 / www.crystalcanyonent.com

INSURANCE AND FINANCIAL RESPONSIBILITY

Do you have insurance? (] Yes (Please read 1 & 2) [1No (Please read 3)

#1. FINANCIAL RESPONSIBILITY / ASSIGMENT OF BENEFITS

It is ultimately the patient's responsibility to make sure that his/her doctor is in network for private insurance plans. It
is also the patient's responsibility to make sure that all hospital procedures and/or testing are pre-approved by carrier,
if necessary. As a courtesy, our office will assist in obtaining pre-approval.

PAYMENT IS EXPECTED BEFORE SERVICES ARE RENDERED. CO-PAYMENT WILL BE COLLECTED PRIOR
TO BEING SEEN BY MEDICAL STAFF. Most insurance companies require co-payments for office visits. As a
courtesy to our patients, all services provided in the office or at the hospital or ambulatory center will be billed to your
insurance company. Most insurance companies require two to three months to process a claim. If we are not a
contracted provider with your insurance company, you will be responsible for any charges that exceed the payments
received from your insurance carrier. Any deductibles, co-payments and/or charges not paid by the carrier, are the
patient's responsibility. We DO NOT accept reasonable and customary payment as payment in full for those
insurance companies for which we are not contracted. In the event of default on payment toward account balance, all
reasonable fees will be the patient's responsibility such as collection fees, interest, court costs and attorney fees.

| authorize for my insurance carrier to be billed on my behalf. By signing and dating this form, | understand that if at
any time my insurance deems that my visit is a non-covered service, | agree to pay for services rendered.

I HAVE FURNISHED DR. TAMARAH FRATIANNI, D.O., CRYSTAL CANYON ENT & FPS WITH MY MOST
CURRENT INSURANCE INFORMATION (AS INDICATED ON PAGE ONE OF THIS FORM).

ANY CHANGE OF INSURANCE COVERAGE MUST BE REPORTED WITHIN 30 DAYS OR | WILL BE
RESPONSBLE FOR ALL CHARGES INCURRED.

#2. LIFETIME BENEFICIARY CLAIM AUTHORIZATION & RELEASE OF INFORMATION

| agree that payment of authorized medical benefits be made on my behalf to Crystal Canyon ENT for any services
furnished by the healthcare provider. | authorize any holder of medical information about me to be released to my
carrier as well as information needed to determine benefits or the benefits payable for related services.

| understand that all information regarding my care is confidential and will not be shared with anyone but myself and
those for whom | have given written consent. In the event | am unavailable, | hereby give consent to Dr. Tamarah
Fratianni, D.O., Crystal Canyon ENT & FPS, to leave a message regarding pertinent information related to my care.

#3. PRIVATELY PAYING PATIENTS AGREEMENT TO PAY

If at any time | am privately paying for services rendered, | understand that payment is due upon services rendered.
In the event of default on payment toward account balance, collection fees, interest, court costs and reasonable
attorney fees will be my responsibility.

I understand that all information regarding my care is confidential and will not be shared with anyone but myself and
those for whom | have given written consent. In the event | am unavailable, | hereby give consent to Dr. Tamarah
Fratianni, D.O., Crystal Canyon ENT & FPS, to leave a message regarding pertinent information related to my care

By signing below, | hereby consent to treatment by Dr. Tamarah Fratianni, D.O., Crystal Canyon ENT & FPS
and acknowledge | have read and understand the above statements:

Signature of Patient/Legal Guardian Date
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Crystal Canyon ENT & Facial Plastic Surgery / Dr. Tamarah Fratianni, D.O / 1340 N Rim Dr Flagstaff, AZ
(928) 774-1873 / www.crystalcanyonent.com

MEDICAL HISTORY
(Please print clearly)
Name: Date:
Referred By: Referral's Phone:
Family Doctor: Doctor’'s Phone:
Main reason for visit today: Age:

If unavailable, who may we discuss your care with:

Name Relationship to Patient

DESCRIBE YOUR ILLNESS
1. Where is the problem located?

2. How long has it been a problem?

3. How does it affect your routine?
4. What does it feel like?

5. How severe is it on a scale from 1 - 10, 10 is worst?

6. What makes it better or worse?

7. What time of day/week/month/season do you have this problem?

8. List associated symptoms with this problem:

Please list your drug allergies: LI No known drug allergies
Medication Type of Reaction

Please list current prescription and over the counter medications: LI Not applicable
Name Dose Frequency

Patient or Legal Guardian's Signature Date
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Crystal Canyon ENT & Facial Plastic Surgery / Dr. Tamarah Fratianni, D.O / 1340 N Rim Dr Flagstaff, AZ
(928) 774-1873 / www.crystalcanyonent.com

Please indicate whether you or a family member has/had any of the following conditions:

Condition You Family Member Condition You | Family Member
High Blood Pressure Headaches
Congestive Heart Failure Seizures
Heart Attack Strokes
High Cholesterol Paralysis
Ulcers Liver Failure
Reflux (heartburn) Hepatitis (A,B,C)
Diarrhea Kidney Failure
Vomiting Kidney Stones
Hemorrhoids Kidney Dialysis
Constipation Diabetes
Osteoporosis Estrogen Imbalance
Arthritis Pregnant
Fractures Normal Pregnancy
Cancer (indicate location) Blood in Urine
Radiation / Chemotherapy Incontinence
Asthma Depression
Emphysema Alcohol Abuse
Coughing Drug Abuse
Persistent Cough (30 days +) Hyperthyroid
Tuberculosis Hypothyroid
Anemia Goiter
Bleeding Disorder Other:
Transfusions (indicate date)
PSH:
Past Surgeries (please include dates):
SH:
Substance Abuse | (1 current LI no history
Tobacco Use packs/day for or quit for years
Alcohol Consumption per day / week / month
Caffeinated Beverages per day / week / month
Immunizations | [J current U not current
ROS:
General:
Weight Changes Nausea / Vomiting
Fever / Chills Infections / Injury
Pain Burning / ltching
Abscess / Discharge

Patient or Legal Guardian’s Signature

Date
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