Gregg S. Govett, M.D., P.C.
1205 S. Air Depot Blivd., PMB #131
Midwest City, OK 73110
405-732-3755
FAX 405-733-1784

PATIENT INFORMATION SHEET

. PATIENT'S NAME :
| . (LAST) - (FIRST) - (MIDDLE INITIAL)

"HOME ADDRESS.__
. ey (STATE) @F)
HOME PHONE____ WORK PHONE

MARITALSTATUS: 'S M D W $SN

DATE OF BIRTH

NAME OF POLICYHOLDER

ADDRESS OF POLICYHOLDER

) - STATE) — @

DATE OF BIRTH OF POLICYH'O LDER

PLACE OF EMPLOYMENT

ADDRESS OF EMPLOYMENT

HEALTH INSURANCE PLAN

MAILING ADDRESS

POLICY NUMBER _ SSNOF INSURED

WHO IS FINANCIALLY RESPONSIBLE FOR THIS BILL?



SECONDARY INSURANCE

(NAME) (ADDRESS) (POLICY #)

POLICYHOLDER'S NAME/DOB

EMAIL ADDRESS
IF THE PATIENT IS A MINOR: FATHER'S NAME

FATHER'S HOME PHONE WORK PHONE

FATHER'S PLACE OF EMPLOYMENT

MOTHER'S NAME

MOTHER'S HOME PHONE WORK PHONE__

MOTHER'S PLACE OF EMPLOYMENT

EMERGENCY CONTACT PHONE

NAME OF NEAREST RELATIVE NOT LIVING AT YOUR ADDRESS:

PHONE ADDRESS

NAME OF REFERRING PHYSICIAN

"I HEREBY AUTHORIZED THE OFFICE OF GREGG S. GOVETT, M.D,, P.C.
TO RELEASE MY INFORMATION OF TREATMENT FOR INSURANCE

PURPQOSES."
SIGNED: - DATE

(PARENT, IF PATIENT IS A MINOR)

IF OUR OFFICE PARTICIPATES IN YOUR HEALTH PLAN, YOU WILL BE
ASKED TO PAY YOUR PERCENTAGE OR COPAYMENT AMOUNT EACH
TIME YOU ARE SEEN. THIS IS A CONTRACTUAL OBLIGATION. WE DO
ACCEPT PERSONAL CHECKS, CASH, VISA, MASTERCARD, DISCOVER
CARD, AND AMERICAN EXPRESS. THANK YOU.
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Gregg S. Govett, M.D., P.C.
1205 S. Air Depot Bivd., PMB #131
Midwest City, OK 73110
405-732-3755

FAX 405-733-1784

The professional practice of Gregg S. Govett, M.D., P.C., is a specialty practice of

Otolaryngology-Head & Neck Surgery and Otolaryngic Allergy. Gregg S: Govett, M.D.
makes every effort to follow current standards. of care and practice guidelines for the
diagnosis and treatment of otolaryngologic disorders in patients that retain his services.
‘These standards and guidelines are often set by the America Academy of Otolaryngology-
Head & Neck Surgery and the American Academy of Otolaryngic Allergy; Dr. Govett is
.a fellow of both institutions.: Otolaryngology care often requires advanced and/or ]
invasive diagnostic testing for evaluation of disorders affecting the head and neck. Some
. ‘examples of advanced testing and standards of care are:
_Flexible laryngoscopy. for voice/swallowing evaluations

Rigid nasal endoscopy for.sinus/nasal evaluations

Flexible nasopharyngoscopy for ear/throat evaluations

Binocular microscopy for external/middle ear evaluations

Audiology testing for hearing evaluations

Tympanograms for ear infection evaluations

Stroboscopy for voice evaluations

Transnasal csophagoscopy for swallowing evaluations

Sinus debridements after sinus surgery
This is not a complete list but most of the diagnostic evaluations used in this office are
present. These evaluations are in addition to the office consultation. Many health plans
consider these procedures to be surgical procedures even though most are only diagnostic
evaluations. Therefore, those health plans place initial payment for these procedures in
the deductible/out-of-pocket category of the patient. '

PWS?MPWNH

Gregg S. Govett, M.D., P.C.is requeshng your consent to perform any diagnostic
procedures Dr. Govett feels necessary to fully evaluate your otolaryngologic complaints.
These additional evaluations will be used to conform to current standards of care and

practice guidelines. Thank you.
Date

I refuse to allow Gregg S. Govett, M.D. to perform any additional diagnostic procedures
to fully evaluate my otolaryngelogic complaints. I acknowledge that my refusal to allow
additional testing prohibits Dr. Govett from complying with current standards of care and
practice guidelines. Therefore, by signing below I also waive my right to pursue claims-
of medical negligence against Gregg S. Govett, M:D. as my refusal to allow additional
diagnostic testing has compromised Dr. Govett's ability to fully evaluate my condition.

Date,
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OFFICE POLICIES REGARD!NG PAYMENTS AND CLAIM FILING

- We are committed to prowdmg you with the best possxble medical care. If you
have heaith insurance, we are anxious to help you receive your maximum
allowable benefits. In order to achieve these goals, we need your assistance

and understandmg of our office policy.

Payment for service is due at the time it is rendered. If we are contracted with
:your particular health plan, we will be filing your claims for you. However, you -
are required fo pay any percentage or copayment amount each time you are
seen due to contractual agreements. We do not send statements for these
amounts. If it becomes necessary to send a statement, there will be a rebilling

fee added fo the payment

We will gladly discuss your propbsed treatment and answer any questions .
relating to the office charges or surgical fees. If we are contracted with your
health plan, these fees are set by a contractual agreement and cannot be

changed

ATTENTION MEDICARE PA'ﬂENTS We are currently acceptmg ass:gnment
on Medicare claims. We will file all chages for you ineurred in our office. We DO
NQOT file supplemental insurance to Medicare UNLESS we are contracted with
your Medi-Gap plan. if we do not contract with your Medi-Gap supplemental -
plan, you will be responsible for filing any balance on your account left by
Medicare. You will be asked to pay your 20% of the allowable charge each time
services are rendered. This amount is in addition to your deductible for the
calendar year.

If we are not contracted with your health plan, we will provide you with an
itemized statement each time you are seen to enable you to file the claim with
your health plan for reimbursement. Your insurance is a contract between you
and the health plan. We do consider accounts in a PAST DUE status after a

. fifteen day period has passed from the date the service is rendered. :

Our payment policy for other family members bringing in a minor is as follows:
1. The person accompanying the minor is responsible for paying the account.
2. If a legal document is involved stating another individual is responsible for
paying medical costs, that document is between those individuals involved and
'DOES NOT involve our office. The bill must be paid at the time of service.
3. The person accompanying the minor will be glven an itemized statement from
which reimbursement can be obtained.” -
4. Please be advised that Oklahoma law states any medlcal lnformatxon
Tequested from a non-custodial parent must be given upon demand.

DATE_ : . Signed
I also give Gregg S. Govétt, M.D, P.C. and its contracted agents permission
to contact me using any phone, ema:Ll, mail, or other methods for purposes
of bill collectionm.




. WAIVER

PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE: | authorized the
release of any medical information necessary to process this claim. [ also
request payment of the government/third partylcommercxal payor beneﬁts to

Gregg S. Govett, M.D_, P.C.

GREGG S. GOVETT, M D., P.C. IS UNDER FEDERAL REGULATION AND
HEALTH PLAN REGULATION TO INFORM YOU THAT AUDIOMETRIC
TESTING RELATING TO HEARING LOSS AS WELL AS OTHER
DIAGNOSTIC/THERAPEUTIC TREATMENTS RELATING TO OTHER
MEDICAL CONDITIONS MAY NOT BE CONSIDERED A COVERED BENEFIT.
THE OFFICE WILL OBTAIN ANY PRECERTIFICATIONS NECESSARY AND
WILL FILE YOUR CLAIM FOR YOU; HOPEFULLY THIS WILL BE PAID.
HOWEVER, IF ANY DIAGNOSTIC/THERAPEUTIC MEASURES ARE NOT
CONSIDERED A COVERED BENEFIT BY YOUR THIRD PARTY PAYOR,
GREGG S. GOVETT, M.D., P.C. MUST INFORM YOU.THAT YOUR OR YOUR
REPRESENTATIVE IS RESPONSIBLE FOR THE CHARGES. THANK YOU
FOR YOUR COOPERATION IN THIS MATTER.

Further, | understand that | am enten‘ng into a contractual relatiohship with Gregg
S. Govett, M.D., P.C., for professional care. | further understand that meritless
and frivolous claims for medical malpractice have an adverse effect upon the
cost and availability of medical care, and may resuit in imreparable harm to a
medical provider. As additional consideration for. professional care provided to
me by Gregg S. Govett, M.D., | and/or my representative agree not to advance,
directly or indirectly, any false meritless, and/or frivolous claim(s) of medical
malpractice against Gregg S. Govetit, M.D.

Furthermore; should a meritorious medical malpractice case or cause of action
be initiated or pursued, | and/or my representative agree to use ABMS board-
certified expert medical witness(es) in the same or similar specialty as Gregg S.
&avett, M.D. Furthemmore, | agree that thess expert withesses will adhere(s) to
the guidelines and/or code of conduct defined by the specialty society(ies) for
expert withesses in the area of medicine that would typlcally have the
background and experience to opine-on such a case. In futher conSIdera’uon for
this, Gregg S. Govett, M.D. agrees to the same stxpulatlons :

Physician_

Patient or Patient's Representative




