Sinus and Nasal Specialists of Louisiana, LLC
8585 Picardy Ave Ste. 512 Baton Rouge, LA 70809
Dr. Henry P. Barham          Dr. Christian A. Hall 
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PATIENT INFORMATION 					
Last Name: ____________________________________	
First Name: ___________________________________
Preferred Name: _______________________________
Former Last Name:  _____________________________
Sex:  _______ Female		_______ Male
D.O.B.:  _______________________________________
SSN:  _________________________________________
Mailing Address:  _______________________________
_____________________________________________
Zip Code:  _____________________________________
Home Phone:  _________________________________
Mobile Phone:  _________________________________
Consent to text:  	YES	or	NO
Work Phone:  __________________________________
Email:  ________________________________________
Consent to patient portal:  	YES 	or	NO
Contact Preference:  ____________________________
Language:  ____________________________________
Race:  _________________	Ethnicity:  ___________
IF PATIENT IS A MINOR PLEASE LIST GUARDIAN’S INFORMATION:
Last Name:  ___________________________________
First Name:  ___________________________________

EMERGENCY CONTACT
Name: ________________________________________
Relationship:  __________________________________
Home Phone: __________________________________
Mobile Phone:  _________________________________
EMPLOYMENT
Employer Name:  _______________________________
PHARMACY DETAILS
Pharmacy Name:  _______________________________
Pharmacy Location:  _____________________________
INSURANCE INFORMATION (please present card)
Primary:  ______________________________________
Secondary:  ____________________________________
REFERRING PHYSICIAN
Name: ________________________________________
PREFERRED LAB
Name: ________________________________________
RESPONSIBLE PARTY INFORMATION
Relationship to patient:  _________________________
Last Name:  ___________________________________
First Name:  ___________________________________
D.O.B.:  _______________________________________

I hereby authorize my insurance benefits to the physician. I understand that I am financially responsible for any charges not covered by this assignment. I also authorize to the release of information to ins. Company or companies or other responsible third parties. I also authorize responsible third parties to pay directly to the above listed physicians any benefits due me for services rendered to me by physicians above. I also understand that I am responsible for any unpaid balance to this practice. I have been provided with an opportunity to review and ask questions regarding this provider’s “Notice of Privacy Practice", Release of Billing Information, and Assignments of Benefits. I also consent to be called with reminders and for my medication history to be obtained from my pharmacy.                                
Signature:_________________________  Relationship to patient:__________________     Date:_________
