RUSSELL T. SNOW, D.O.
OTOLARYNGOLOGY (EAR, NOSE AND THROAT)
HEAD & NECK AND FACIAL PLASTIC SURGERY

ADULT PATIENT REGISTRATION

PLEASE PRINT: Today’s Date: I was referred by
PATIENT INFORMATION Male ( ) Female () Are you an active member of the U.S. Military?
Name: Home Phone: ( )

First M.L Last

Residence
Address: City: State: Zip Code:
Mailing Address
(If different): City: State: Zip Code:
Marital Status: ( )M ( )S ()W ( )D Birth Date: / / Age: SS#:
Employer: Work Phone: ( )
Employer
Address: City: State: Zip Code:
Occupation: How long with present employer?
SPOUSE’S INFORMATION Is your spouse and active member of the U.S. Military?
Name: Birth Date: / / SS #:
Place of Employment: Work Phone: ( )
Employer
Address: City: State: Zip Code:
Occupation: How long with present employer?

INSURANCE INFORMATION

Insurance Company: ID#: Group#

Subscriber Name: Relationship to patient:

DO YOU HAVE ADDITIONAL MEDICAL COVERAGE? ( ) YES ( )NO

Insurance Company: ID#: Group#

Subscriber Name: Relationship to patient:

MEDICARE SIGNATURE AUTHORIZATION

Medicare HICN (Medicare #) Beneficiary (Please Print)

I request that payment of authorized Medicare benefits be made on my behalf to Russell T. Snow, D.O., P.A. for
any services furnished me by that physician. I authorize any holder of medical information about me to release to
the Centers for Medicare and Medicaid Services, formerly the Health Care Financing Administration, and its agents
any information needed to determine these benefits or the benefits payable for related services.

Date Beneficiary Signature



In case of EMERGENCY please contact (Please list someone NOT living in the same household):

Name: Relationship: Phone: ( )
Address: City: State: Zip Code:
SIGNATURE OF CONSENT
Please Read

)]

2)

3)

4)

5)

6)

7)

8)

TREATMENT: I AM AWARE THAT THE PRACTICE OF MEDICINE AND SURGERY IS NOT AN EXACT SCIENCE,
AND I ACKNOWLEDGE THAT NO GUARANTEES HAVE BEEN MADE TO ME REGARDING THE RESULTS OF
TREATMENTS OR EXAMINATIONS.

RELEASE OF INFORMATION: I AGREE THAT DR. SNOW’S OFFICE MAY DISCLOSE ALL OR ANY PART OF MY
RECORDS TO ANY PARTY WHICH IS OR MAY BE LIABLE FOR ALL OR PART OF ANY CHARGES THAT OCCUR.

FOR CONTINUITY OF CARE, DR. SNOW’S OFFICE MAY DISCLOSE ALL OR ANY OF MY RECORDS TO ANY
OTHER HEALTH CARE PROVIDER TO WHICH MY CARE MAY BE REFERRED.

I AUTHORIZE PAYMENT OF MEDICAL INSURANCE BENEFITS DIRECTLY TO DR. SNOW.

I AUTHORIZE DR. SNOW TO ACT AS MY AGENT IN HELPING ME OBTAIN PAYMENT FROM MY INSURANCE
COMPANIES, AND AGREE TO PAY THE DIFFERENCE BETWEEN DR. SNOW’S FEES AND THE AMOUNT PAID BY
MY INSURANCE.

I AUTHORIZE DR. SNOW’S OFFICE TO CONTACT ME BY PHONE TO CONFIRM APPOINTMENTS AND/OR
DISCUSS INFORMATION REGARDING MY HEALTH OR ACCOUNT.

I AUTHORIZE THE FOLLOWING PERSONS TO RECEIVE MY HEALTH OR FINANCIAL INFORMATION ABOUT ME:
(THIS WOULD INCLUDE A SPOUSE, CHILDREN OR OTHERS YOU WISH TO HAVE ACCESS TO YOUR
INFORMATION. THIS DOES NOT APPLY TO OTHER PHYICIANS.)

NAME RELATIONSHIP PHONE
NAME RELATIONSHIP PHONE
NAME RELATIONSHIP PHONE

TO REVOKE THE ABOVE, A WRITTEN REQUEST MAY BE SUBMITTED BY THE PATIENT AT ANY TIME.

ONLY THE PATIENT OR LEGAL GUARDIAN MAY REQUEST COPIES OF MEDICAL RECORDS PRODUCED BY DR.
SNOW FOR PERSONAL USE. A SIGNED RELEASE OF INFORMATION AND PHOTO IDENTIFICATION WILL BE
REQUIRED.

SIGNED: DATE:
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