K.J. Lee, M.D,, F.A.C.S,, P.C.
(203) 777-4005

Ronald H. Hirokawa, M.D., F.A.C.S., P.C.
(203) 865-6391

Maria N. Byrne, M.D., F.A.C.S.
(203) 777-1932

Howard Patrick Boey, M.D., F.A.C.S., P.C.

(203) 787-4951

Name of Patient:

Southern New England Ear,
and Facial Plastic Surgery

Nose, Throat
Group, LLP

(Head and Neck Surgery)

www.southernnewenglandent.com

Eiji Yanagisawa, M.D., F.A.C.S., LLC

(203) 777-2264

Eaton Chen, M.D., M.P.H., F.A.C.S., LLC

(203) 865-4314

Michael Willett, M.D., F.R.C.S..

(203) 624-2689
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Mark A. D Agostino, M.D., F.A.C.S,, LLC

(203) 776-1288

Acknowledgment of Receipt of Notice of

Privacy Practices
Elizabeth Sullivan, Practice
203-777-7500

Manager

Gordon Strothers, M.D., F.R.C.S,, P.C.
(203) 777-8401

Paul L. Fortgang, M.D., F.A.C.S., LLC
(203) 865-1185
Ken Yanagisawa, M.D., F.A.C.S,,LLC
(203) 787-4244

I hereby acknowledge that I received a copy of this medical practice’s Notice of Privacy Practices. [ further acknowledge
that a copy of the current notice will be posted in the reception area, and that I may request a copy of any amended Notice
of Privacy Practices at each appointment.

HIPAA Questions
As my doctor, you or your staff may:
(PLEASE CHECK APPROPRIATE BOXES)
A. [] Call my home/cell phone and if necessary leave a message on the answering machine/voice mail/with a family

member for me to call you back to schedule an appointment or to return your call.

B. (] Call my home/cell phone and if necessary leave a message on the answering machine/voice mail/with a family
member giving the results of a test.

C: ] Call my home and if necessary leave a message on the answering machine/voice mail/with a family member

inquiring how I am doing.

D. ] Call my workplace and if necessary leave a message for me to call you back to schedule an appointment or

just to return your call.

(The above instructions are valid for 12 months)

Signed:

Date:

Print Name:

If not signed by the patient, please indicate your relationship to the patient:

Telephone:

Main Office: One Long Wharf Drive, Suite 302, New Haven, CT 06511

497 Main St.
Ansonia CT 06401
(203) 734-9291

Fay 19031 732.4440

1157 Highland Ave,
Cheshire CT 06410
(203) 271-1444

Fax (203) A09.0474

669 Boston Post Rd.
Guilford CT 06437
(203) 458-6181

Fax (203) 458-6879

299 Washington Ave.
Hamden CT 06518
(203) 288-3288

Fax (203) 230-0848

Clinical Fax (203) 776-7741 « ADM Fax (203) 777-8469

455 Lewis Ave.
Meriden CT 06451
(203) 639-8154
Fax (203) 630-7084

51 South Main St.
Middletown CT 06457
(860) 344-0055

Fax (860) 346-0199

247 Broad St.
Milford CT 06460
(203) 877-6001

Fax (203) 882-0986



PATIENT IDENTIFICATION

[ Mr. [J Mrs. [ Miss [J Ms. DATE
PATIENT’S NAME SEX: M F Age
Last First Middle
ADDRESS
Street City State Zip
EMAIL
TEL. ( ) Date of Birth SS#
Area code
EMPLOYER OCCUPATION
ADDRESS TEL. ( )
Street City State Zip Area code
SPOUSE’S NAME Date of Birth . SS#
SPOUSE’S ADDRESS
Street City State Zip
SPOUSE’S EMPLOYER TEL. ( )
Area code
NEXT OF KIN NOT LIVING WITH YOU
Name Address Tel.
IF THE PATIENT IS A MINOR, STUDENT OR ANOTHER PARTY RESPONSIBLE FOR PAYMENT
RESPONSIBLE PARTY (GUARANTOR/S) RELATIONSHIP
SOCIAL SECURITY # DATE OF BIRTH
ADDRESS
Street City State Zip
HOME PHONE ( ) BUSINESS PHONE ( )
Area code Area code
INSURANCE INFORMATION
PRIMARY COMEDICARE [JSTATE WELFARE— IF YES, NAME OF INSURANCE
[J OTHER NAME OF INSURED
LD. # DOB
Group #
SECONDARY [IMEDICARE [JSTATE WELFARE— IF YES, NAME OF INSURANCE
[0 OTHER NAME OF INSURED
LD. # DOB
Group #
IS IT WORKMEN'S COMPENSATION?
IF YES — NAME OF YOUR COMPANY & CONTACT PERSON

REFERRING DOCTOR (IF ANY)

Name Street City State
Primary Care Doctor
As a courtesy to you, our staff may, from time to time, complete and submit insurance forms. We do not charge you for performing
these tasks and they are not part of the medical services we render to you. Accordingly, we cannot be responsible for errors or delay
in the filling out and/or submission of insurance forms.

Regardless of any insurance coverage I/we may or may not have, it is my/our responsibility to pay the entire bill. In the event
that this office needs to obtain legal assistance in collection of any unpaid balance I/we agree to pay costs and attorney fees, as
allowable by law and acknowledge receipt of a photocopy of this agreement.

SIGNATURE SIGNATURE

. . . Parent, Guardian, or responsible party
Authorization to release my medical records for billing purposes is granted by me.
SIGNATURE SIGNATURE

Parent, Guardian, or responsible party

rormnzrev. 7eaos ¢ PLEASE PRESENT WELFARE CARD AT TIME OF EACH VISIT **






