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TODAYS DATE:
NA“I"LE. DEI;AT] r.N.I!:'irs. teircla one) t.aat Middlg Flest SEX. M%:!Ecgrﬂﬁaa)male ‘
ADDRESS:
DRE sireet Ly Zip Coda
DATE OF BIRTH: Age. HOME PHONE NUMBER:
Manth Day Yoar
CELL PHONE NUMBER: .
EMPLOYER: WORK PHONE NUMBER:
EMAIL ADDRESSS:

S0CIAL SECURITY #: QOCCUPATION:
EMERGENCY GONTACT: RELATIONSHIP: PHONE #:

Flrst Name Lazt
RESPONSIBLE PARTY:
NAME: .

Last Name Firel tpitial Aetationship

ADDRESS:

Streat Cly Zip Cocle
QCCUPATION: EMPLOYER:
BUSINESS PHONE: SOCIAL SECURITY #:
WHO REFERRED YOU TO US? Please Print Name

Refarting Dactor's Nama

ADDRESS: : : PHONE #:

Streat City Zip Code
DESCRIEE PROBLEMS WITH EARS:
ALLERGIC TO:

INSURANCE INFORMATION:
| PLAN TO MAKE PAYMENT OF MY MEDICAL EXPENSES AS FOLLOWS: CASH/CHECK

MASTERCARD / VISA / AM EX / DISCOVER

IN DRDER TQ AVOID ERROR OR DELAY IN THE PROCESSING OF ANY INSURANCE GLAIMS IT |3 ESSENTIAL THAT THIS SECTION BE
COWPLETELY FILLED QUT. (IF YOU DO NOT HAVE INSURANGE, PLEASE WRITE "NONE* NEXT TO SUBSCRIBER OR INSURED'S NAME )

pRIMARY INSURANCE W Wil ™IaKE o coPy OF your Driver's Lie.. ondd Tns.

tovg .

DATE OF BIRTH:

EMPLOYER NAME:

CLAIMS ADDRESS:

GROUP #:

DATE OF BIRTH:

EMPLOYER NAME:

CLAIMS ADDRESS:

GROUP #:

ALL CHARGES ARE DUE AT THE TIME OF SERVICE UNLESS OTHER FINANGIAL ARRANGEMENTS HAVE BEEN MADE IN ADVANCE
| hereby authorize payment of insurance henefits otherwise dug to me to be made directly to Ronald | Steenersan, M.[. | hereby authorize

Benald L. Steenorson, M.D. to:

1 gohtain medical records from other SOuUrcas as may e needed in the treatment of this patient;
hysicians involved in tha care and treatment of this patient:

2 release information concerning this patients treatment to othet p

2 release information to the insurance company as needed to file for charges incuirred by this patient,

A copy of this authorization shall be as va
written notice of cancellation.

| understand that | am responsibie for any amount not covered by the Insurance company.

X-

Patiant or Respodsible Farty

e 4 o= e

id as the original, Thig Information shall remain valid until Ronald L. Steenerson is provided with a

Today's Date
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PATIENT RESPONSIBILITIES AND RIGHTS

PATIENT RIGHTS: You have the right to:

& Voice your opinion about the managed care organization or the care provided
and to recommend changes in pelicies and services by contacting Member
Services. |

<% Be provided with information about the managed care organization and its
services.

% Participate in decisions about your health care and treatment pian.

& Receive from your health care provider complete information about your
diagnosis and proposed procedure or treatment alternative, including non-
treatment, in order to give informed consent.

& Refuse any procedure or treatment, if you so desire, and to the extent permitted
by law, be told what effect this may have on your health. |

& Receive full consideration of privacy or confidentiality with regard to all
information and records about your care,

& Know the cost (co-payment, deductible, coinsurance) of care and treatment
and receive an explanation of your financial obligation when required.

& Change your Primary Care Physician by contacting Member Services.

< Have 24-hour access to your Primary Care Physician or covering physician. If
out-of-area or traveling, you have the right to receive emergency care if needed.

& Be informed of the names, specialties, and qualifications of the physicians.

& Receive prompt and reasonable responses to questions and requests.

PATIENT RESPONSIBILITIES: You have the responsibility to:

# Provide an updated written referral (from Primary Care Physician) if an HMO
member. You will not be seen without a written referral.

& Keep up with the number of visits remaining on your referral and when it expires.

& Know the benefits and exclusions of your coverage. |

& Provide your heaith care provider with complete and accurate health
information.

& Follow the treatment plan agreed upon by you and your health care provider.

& Know how to access health care services in routine, urgent, and emergency

situations.
< Provide currentInsurance information and personal Contact Information.

PATIENT SIGNATURE DATE
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ATLANTA
EAR
CLINIC

Protassiongl Corporation

RONALD LEIF
STEENERSON, M.D.

Northsice Mospital

Doctors Madical Bidg.

Suite 470

080 Johnson Ferry Rd., NE
Atlanta, Georgla
www.atlantaearclinic.com
Ernaillearcinic@mindspring.com

Tel: 404/851-7093
Fox: 404/851-9097

OTOLOGY

Diplornate American Board
of Otolaryngolagy

SURGERY AND
DISORDERS OF THE EAR

+ Heating Loss

» Vertigo

s Acoustic NeUromo

« Foicial Nerve Paralysis
s Cochlear Implants

+ Tinnftus

AUDIOLOGY AND
NEURQAUDIOLOGY
- ABR

- ENG

- ECoG

« ENaG

- Otoacoustlc Emissions
- Haaring Alds

Rebin B, Hardin, M.A_FAAA CTC-A
Julie Shapard, MEd, . CFY-A

Lucinda B, Gray, M.A, FAAA, CCC-A
- Cochlear Implant Evaluation
and Rehabllifction

Rana N. Wysocki, M5, FAAA

REHABILITATION
Saye W, Cranin, MHE, QTR
- Vestibular Rehabilifation
- Facial Re-training
- Tinnitus Reduction

Pegay Marbash, M5, OTR

4A48519@97

ATLAMTA EAR CLINIC

PRIVACY POLICY
ACKNOWLEDGEMENT STATEMENT

I have been told that the Atlanta Ear Clinic has a privacy Policy
in place according to the Health Insurance Portability and
Accountability Act of 1996 (HIPPAA). As a patient of the
Atlanta Ear Clinic, T understand and acknowledge the
following:

1. The Atlanta Ear Clinic has privacy policy in effect in
their office.

9. The Atlanta Ear Clinic has made this policy available to
me. A complete written version of the policy is in a
binder and in a poster version in the waiting room.

3. The Atlanta Ear Clinic has made me aware, that as a
patient, I am entitled to a copy of this Privacy Policy 1f1
desire a copy for my personal files.

After reading these statements please sign at the bottom
acknowledging that you have been advised of the privacy policy
implemented by the Atlanta Ear Clinic and have read and
understand the acknowledgement form. If you would like a
copy of the Privacy Policy, please ask for one at our front

desk.

No, I do not want a copy of the policy but 1 do
acknowledge that it exists.

Yes, I have requested and been given a copy of the
Privacy Policy.

Patient Name | Date

For more information, please contact the Atlanta Ear Clinic
Compliance and Privacy Officer at 404-851-9093.-

PAGE  B4/13
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I __ hereby authorize Ronald Leif Steenerson, MD and
the Atlanta Ear Clinic to use and release protected information (paper,
verbal or electronic) concerning my medical treatment o other physicians
and health care professionals involved in my care and treatrment,

ATLAMTA EAR CLINIC PAGE  A5/13

PATIENT AUTHORIZATION

| release Ronald Leif Steenerson, MD and the Atlanta Ear Clinic to release
information {o my insurance company as needed to file charges for
gervices. | authorize the payment of insurance benefits to be made directly
io Ronald Leif Steenersen, MD and the Atlanta Ear Clinic and | understand
that | am responsible for any amount not covered by the insurance
company.

| authorize and give consent for observation of treatments by medical and
heatth care students/professionals,

{ understand that i have the right to revoke this authorization, in writing, by
sending a written notice to the office of Ronald Leif Steenerson, MD and
the Atlanta Ear Clinic.

| understand that | have the right to inspect or copy my medial records that
are being used or disclosed.

A copy af this authorization shall be as valid as the original. This
authorization shall be in force indefinitely, uniess rescinded In writing.

Signature of Patient or Representative Date

Printed Name of Patient or Representative

Relationship of Representative





