Westchase ENT & Facial Plastic Surgery Janet I. Lee, M.D.
Patient Name:
First Middle Last

Address:

Street & Apt. # City State Zip
Age: Birth date: SS#: Sex: W Female O Male
Home Phone: Work Phone: Cell Phone:
Preferred Contact Method: (Home Owork cell QEmail  Drivers License #:
Marital Status: Single [ Married to: Email:
Patient Employer: Occupation:
Primary Care Physicians: Phone:
Referring Source: Phone:
Emergency Contact: Relationship To Patient:
Home Phone: Work Phone: Cell Phone:
Primary Health Insurance Company: Phone #:
Policy #: Group #: Insured’s Employer:

Referral Required: 1 No O Yes

Insured Name: DOR:

Copay ?: U No U ves, $ o

Relationship to Insured:

Social Security #:

Secondary Health Insurance Company:

Phone #:

Policy #: Group #:

Insured’s Employer:

Referral Required: d No U ves

Insured Name: DOB:

Copay 2: U No O ves, $ -

Relationship to Insured:

Social Security #:

[ certify that all the information 1 have provided is true and correct to the best of my knowledge. | am responsible to
notify your office of any changes in my status or changes in the above information. | authorize Westchase ENT &

Facial Plastic Surgery, P.A. and Janet Lee, M.D. to bill my insurance company and to receive payment for any medical

3

diagnostic, or surgical benefits payable for all services rendered. | understand and agree (regardless of my insurance
status), that | am ultimately responsible for the balance of any professional services rendered.

I, the undersigned; hereby voluntarily consent to medical care and diagnostic treatment by Westchase ENT & Facial
Plastic Surgery, P.A. and Janet Lee, M.D., deemed advisable and necessary in the treatment and diagnostic of my
condition. | am aware that the practice of medicine is not an exact science and | acknowledge that no guarantees
will be made to me as a result of treatment or examination in the office.

Signature:

Date:




