
Texas Sinus Center 
 

PATIENT REGISTRATION 
 
1. PATIENT INFORMATION 
 
Name___________________________________ Birth date__________________ Soc Sec#_________________ 
 
Address _____________________________________ City/State_____________________ Zip_______________ 
 
Home Phone____________________ Work Phone ____________________ Cell Phone ____________________ 
 
Marital Status S / M / W / D Student FT / PT           Male / Female Occupation ________________________ 
 
Other family members at our office? Y / N     List names _______________________________________________ 
 
Primary care physician _______________________________  Were you referred to our office? YES / NO 

 
If yes, referred by:   Dr. __________________  Patient________________  My insurance company 
  
Newspaper Ad     Google/Internet     TV Ad   Radio Ad   Website banner Ad  Billboard   Other 

 
EMAIL ADDRESS _______________________________________Would you like to receive email from us?  Y / N  
 
2. RESPONSIBLE PARTY 
 
Name______________________________________ Birth date__________________ Soc Sec#______________ 
 
Address ___________________________________ City/State_______________________ Zip_______________ 
 
Home Phone____________________ Work Phone ____________________ Cell Phone ____________________ 
 
3. INSURED/POLICY HOLDER INFORMATION 
 
Name____________________________________ Birth date__________________ Soc Sec#_______________ 
 
Address ___________________________________ City/State_______________________ Zip_______________ 
 
Home Phone_____________________ Cell Phone ____________________ Work Phone ___________________ 
 
4. EMERGENCY CONTACT 
 
Name _____________________________________________ Relationship ______________________________ 
 
Phone _____________________________________ Alternate Phone ___________________________________ 
 
 
5. RECEIPT OF NOTICE PRIVACY PRACTICES WRITTEN ACKNOLEDGEMENT 
 
I, _______________________________________________________, have read a copy of Texas Sinus Center 
notice of Privacy Practices. 
 
6. AUTHORIZATION TO RELEASE INFORMATION AND ASSIGNMENT OF BENEFITS 
 
I authorize the release of any medical information necessary to process claims.  I permit a copy of this authorization to be used in place of an 
original. 
I hereby authorize Texas Sinus Center PA to apply for benefits on my behalf for covered services.  I request that payment from my insurance 
company be made to Texas Sinus Center. 
I certify that the information I have reported with regard to my insurance coverage is correct.  I understand that I am responsible for payment of 
all medical services rendered.  Any payments sent to me by my insurance company will be forwarded to the Texas Sinus Center to be applied 
toward my account should a balance exist. 
 
 
Signature_______________________________________________ Date________________________________ 
(Please circle if applicable Parent or Guardian) 



 

NEW PATIENT HEALTH HISTORY 
            
DATE________________________                 (STAFF REVIEW ____________________)    
 
Last Name ______________________ First________________ MI______ Date of Birth ____________ Age _____ 
 
Has your insurance changed? ___yes ___no    Has your address or personal information changed?  ___yes ___ no 
 
Pharmacy name, phone number & location _________________________________________________________ 
 
Please describe the reason for visit_______________________________________________________________ 
 
Have you been seen in our office before? _____yes   _____ no 
 
Were you referred to our office?  ___ yes ___no  If yes, referring doctor: __________________________ 
 
Height _____   Weight __________lbs  
 
PLEASE TELL US ABOUT TODAY PROBLEM & SYMPTOMS 
 
When did your symptoms begin?   _____ day(s) ago     _____ week(s) ago     _____ year(s) ago 
 
Was there any precipitating event or circumstances that contributed or caused your problem? 
 
How many times a year do you get sick? _____ 1-2 times  _____ 3-4 times _____ 5-6   _____ 6+ times per year.    
 
My symptoms are experienced (pick one)    My symptoms are worse in the (circle one): 
  
 _____ Symptoms have recently become constant.  Winter |  Spring  |  Summer  |  Fall |  All year  
 
 _____ Symptoms are experienced intermittently.       
 
 _____ My symptoms have resolved. 
 
Please rate your symptoms? (circle one)     Mild  |  Mild to Moderate  |  Moderate  |  Moderate to Severe  |  Severe 
 
What medications have you taken for this problem?  
(Please list all antibiotics, over the counter and prescription medications used for this problem.) 
 
 1. __________________________ 4. __________________________ 
 
 2. __________________________ 5. __________________________ 
 
 3. __________________________ 6. __________________________ 
  
How did you respond to the medication(s) and/or treatment(s) you’ve taken for this problem? 
 
 _____ These medications did not help. 
  
 _____ These medications helped for a while but are not longer working. 
  
 _____ I only improved slightly with these medications. 
  
 _____ These medication helped.  
 
Are you currently using any of the following: ____ Sinus Rinses, ____ Allergy Drops, ____ Allergy Shots 
  
Do you have a history of : ____ Eczema/Asthma, ___Environmental Allergies, ____Reflux, ____ Migraine 
 
 

 



 

TODAY’S SYMPTOMS INCLUDE 

GENERAL HEAD EAR(S) EYE(S) 
 
___ Fever 

 
___ Dizziness 

___ Ear trauma 
(circle) right    left    both sides 

___ Watery 
(circle) right   left    both 

 
___ Fatigue 

___ Headaches 
(If checked please tell us where.) 

___ I wear hearing aids 
(circle) right    left    both ears 

___ Itchy 
(circle) right   left    both 

 
___ Muscle aches 

       ___ Forehead  
(circle) right    left    both sides 

___ Ear pain (circle) right    left    
both sides 

___ Dry 
(circle) right   left    both 

THROAT         ___ Between eyes  
(circle) right    left    both sides 

___ Ear popping  
(circle) right    left    both sides 

___ Hoarseness 
(circle) right   left    both 

___ Trouble 
swallowing liquids 

       ___ Temples  
(circle)  right    left    both sides 

___ Ear fullness  
(circle) right    left    both sides 

LUNGS: 

___ Trouble 
swallowing solids 

      ___ Back of head  
(circle)  right    left    both sides 

___ Ringing  
(circle) right    left    both sides 

___ Wheezing 

___ Sore throat       ___ Top of head  
(circle) right    left    both sides 

___ Itchy  
(circle) right    left    both sides 

___ Cough 

___ Hoarseness, 
change in voice 

 ___ Decreased hearing 
(circle) right    left    both sides  

___ Difficulty breathing 

___  Something stuck 
in my throat 

 ___ Ear wax  
(circle) right    left    both sides 

 

___ Frequent throat 
clearing 

   

NOSE &SINUS ___ Runny nose  
(If checked please tell us color.) 

___ Sinus Pressure  
(If checked please tell us where.) 

___ I have trouble 
breathing out my nose 

___ Tooth pain      ___ Clear      ___ Forehead      ___ Worse on right 
___ Congestion      ___ Green / Yellow      ___ Cheek(s)      ___ Worse on left 
___ Post nasal drip      ___ Both clear and colored      ___ Temple(s)      ___ Both sides 
___ Sneezing      ___ Bloody      ___ Behind/between eye(s) ___ Nosebleeds 
___ Previous Trauma        ___ Right sided 
___ Can’t smell Other nasal or sinus symptoms:       ___ Left sided 
___ Snoring       ___ Both sides 

 
Please check other symptoms that may bother you but that you are NOT experiencing today 
 

___ None ___ Diarrhea ___ Itchy/dry skin ___ Itchy watery eyes ___ Dizziness 
___ Weakness ___ Short of breath ___ Chronic pain ___ Runny/Stuffy Nose ___ Sore Throat 
___ Headache ___ Wheezing ___ Sneezing ___ Urinary problems ___ Rash 
___ Chest tightness ___ Cough ___ Swollen glands ___ Weight gain or loss ___ Hives 
 ___ Eye problems ___ Heart burn ___ Nausea / Vomiting ___ Fever/Chills 
 
Other _______________________________________________________________________________________ 

 
MEDICATION ALLERGIES  (check all that apply) 

___ 
 
I am not allergic to any medications that I am aware of. 

___ Penicillin ___ Cephalosporin’s ___ Sulfa ___ Tetanus ___ IV Contrast 
___ Latex ___ Lidocaine Describe type of reaction: ______________________________ 
 
Please list any other medication you are allergic to: ___________________________________________________ 

 
PRESENT MEDICATIONS (not those listed above) 

   Medication Dosage Medication Dosage 
 
1. ________________________ _____________ 5. ______________________ _____________ 
 
2. ________________________ _____________ 6. ______________________ _____________ 
 
3. ________________________ _____________ 7. ______________________ _____________ 
 
4. ________________________ _____________ 8. ______________________ _____________ 
 



 

 

PAST MEDICAL HISTORY  (check all that apply) 
___ None ___ Heart Disease ___ Diabetes ___ Asthma ___ Acid Reflux 

___ 
High Blood 
Pressure ___ Arrhythmia ___ 

Thyroid 
Problems ___ COPD ___ Cancer 

___ 
Increased 
Cholesterol ___ Other: ______________________________________________________ 

 
PAST SURGICAL HISTORY  (check all that apply) 

___ Ear Tubes ___ 
Ear 

Surgery ___ Appendectomy ___ CABG ___ 
Knee 

Surgery 

___ Adenoids ___ 
Neck 

Surgery ___ Gall Bladder ___ Angioplasty ___ Hip Surgery 

___ Tonsils ___ 
Thyroid 
Surgery ___ Hysterectomy ___ 

Angioplasty 
with stent ___ 

Back 
Surgery 

___ Septoplasty ___ 
Eye 

Surgery ___ C-Section ___ Heart Valve ___ 
Shoulder 
Surgery 

___ Sinus surgery ___ 
Breast 

Surgery ___ 
Abdominal 

Surgery     

___ 
 

None Other : ___________________________________________________________ 
 
SOCIAL HISTORY 
 
Alcohol usage:  _____none _____occasionally _____daily 
 
Smoking:    Do you currently smoke/use tobacco products?  ___yes ___no   
     If yes, for how many years?  _______    Average packs/day?  ________ 
     Are you a former smoker? ___yes ___no 
                  If yes, how long ago did you quit:  _______________________ 
      Second-hand smoke history: ___none  _____currently exposed 
 
Work History: ___ Work Full-time ____Work Part time ____Student ____ Retired ____ Disability ____N/A  
 
Occupation:   _______________________________________________________________________ 
 
FAMILY HISTORY  (check all that apply) 

 
Allergic Rhinitis Cardiac Cancer Diabetes Bleeding Problem 

___ 
No Family 
History ___ 

No Family 
History ___ 

No Family 
History ___ 

No Family 
History ___ 

No Family 
History 

___ Mother ___ Mother ___ Mother ___ Mother ___ Mother 
___ Father ___ Father ___ Father ___ Father ___ Father 
___ Sibling(s) ___ Sibling(s) ___ Sibling(s) ___ Sibling(s) ___ Sibling(s) 
___ Child(ren) ___ Child(ren) ___ Child(ren) ___ Child(ren) ___ Child(ren) 
 

Thank You 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

Advanced Beneficiary Notice 
 

Diagnostic Procedures 
 
It is the goal of the Physicians at the Texas Sinus Center to offer you the best 
treatment planbased on the most accurate diagnosis.  To obtain this diagnosis our 
doctors may recommend procedures or tests to be performed during your visit.  
These procedures may include, but are not limited to: 
 

• Nasal Endoscopy – an in office surgical procedure using a sterile small 
camera to examine the nasal cavity. 

 
• Laryngoscopy – an in office surgical procedure using a sterile small 

camera to examine the larynx (throat). 
 

• Comprehensive Hearing Tests 
 
Depending on your insurance company’s rules and regulations, you may be 
financially responsible for some or all of the cost of these procedures.  These 
procedures are billed as surgery charges, but there is no surgery involved.  It 
can be a bit confusing when you get your bill. 
 
 

□ I understand that my co-pay is for a routine office visit.  Additional 
diagnostic procedures (billed as office surgery) and tests are not 
included in a routine office visit and will result in additional charges.  I 
will assume financial responsibility for charges that may be billed to me 
as a result of any diagnostic procedures / tests performed.  Depending on 
my specific benefit plan the procedure / test charges may be applied to 
an annual deductible or co-insurance. 

 
OR 

 

□ I do not authorize any procedures / tests to be performed during this 
visit, and by doing so, I understand that this may limit the information 
the doctor has available to determine the diagnosis and subsequent 
treatment.  

 
 

_______________________________                                                                            _____________________                                                   
Printed Name of Patient              Date 
  
  
_______________________________  
Patient’s / Legal Guardian’s Signature  
  

 
 
 
 
 
 
 
 



 
 

FINANCIAL POLICY 
 
 
 

1. All co-pays for office visits are due at the time of visit. 
 
 
2. We will process your claim for services. 

 
 
3. When your insurance company has processed your claim 

you will be expected to pay any outstanding balance(s). 
 
 
4. All outstanding balances owed by you or your family 

members will be paid before any additional services can 
be rendered.  

 
5.  Please be aware that our office charges for the 

following services.   
 
  $25.00 for Medical records 
 
  $25.00 for Family Leave, Work or School forms 
 
NOTE: Absolutely no family leave, school or work forms 
will be filled out 3 months after your date of surgery or if 
it has been more than 3 months since your last office visit. 
 
__________________________      ______________ 
Responsible Party (print 
name) 

     Date 

  
  
__________________________      _______________ 
Responsible Party 
(signature) 

     Date 

 
 
 
 
 


