Earl L. Noyan, MD
PATIENT INFORMATION

Last Name _______________________________​​​_____ First Name _______________________________ M.I.________ 
Address_________________________________________City________________________ State ______ Zip _______

Home Phone ______________________ Cell Phone _______________________ Work Phone ____________________

Date of Birth _____________SS# ___________________ Marital Status:  S    M    D   W  Other    Sex:  Male    Female 

Email address(for appointment reminders) 









Primary Care Physician___________________________________ Phone Number ______________________________
Referred by:_________________________________________
EMPLOYER INFORMATION

Employer_____________________________ Occupation__________________________ Phone __________________

Address___________________________________________ City______________________ State______ Zip_______
PRIMARY INSURANCE
SECONDARY INSURANCE
Policyholder___________________________________
Policyholder_______________​​​_______________________
Employer_____________________________________
Employer___________________________​​​______________
Insurance Co____________________________________       Insurance Co________________________________________
Policy#___________________Grp#_______________       Policy#______________________ Grp# ________________ Social Security#________________________________     Social Security#____________________________________
Date of Birth_______________________ Sex________
Date of Birth___________________________Sex ________
Relationship to patient___________________________     Relationship to patient_______________________________
EMERGENCY INFORMATION
Who do we contact in case of emergency? ______________________________________ Relationship _____________

Home phone ______________________ Cell Phone ______________________ Work Phone _____________________ 

PATIENT RESPONSIBILITIES
Your copayment, as stated on your insurance card, is due at the time of service.  Any additional patient responsibility will be billed to you once your insurance company has processed your claim.  
Billing questions should be addressed to our billing service Accurate Professional Billing (609) 298-1844.

If a referral is required for your visits, it is your responsibility to obtain one from your primary care physician prior to your visit.
ASSIGNMENT AND RELEASE OF INFORMATION STATEMENT
I acknowledge that the information that I have provided is true and correct.  I hereby authorize my insurance carrier to make payment directly to Earl L Noyan, MD for services rendered to me or my dependents.  I understand that I am fully responsible for any charges incurred for services rendered as well as any costs or fees incurred for collection of this account.  I hereby authorize the release of any information relating to all claims for benefits submitted on behalf of myself and/or my dependents.  
RESPONSIBLE PARTY _____________________________________________ RELATION TO PATIENT __________________
SIGNATURE OF RESPONSIBLE PARTY ____________________________________________ DATE_____________________
Earl L. Noyan, MD, LLC

FINANCIAL POLICY
Thank you for choosing us to provide you with medical care.  We are committed to serving you with skill and care.  The medical services provided by our office are services you have elected to receive which implies a financial responsibility on your part.

COPAYS:  Copayment is due at the time of service.  Payments may be made by cash, check, or credit card.

SELF PAY:  Payment in full is due at the time of service if you do not have insurance or if our office does not participate with your plan.

MEDICARE:  Dr. Noyan is a Medicare participating provider.  Medicare as well as your secondary insurance will be billed for you.  You are responsible for copayment or deductible amounts stated by Medicare and your secondary insurance company.

SECONDARY INSURANCE:  Your medical claim will be forwarded to your secondary insurance after 

payment has been received from your primary insurance.

HMO/PPO/MAJOR MEDICAL:  Dr. Noyan participates with most plans.  You are required to pay your copayment stated on your identification card at the time of service.  Any additional amounts due will be billed to you once your insurance has processed your claim.  

REFERRALS/AUTHORIZATIONS:  You are financially responsible for obtaining a referral or authorization, if required by your insurance, from your primary care physician.  You may be financially responsible for any charges denied due to absence of a referral or authorization.  Your scheduled visit may also be rescheduled due to the absence of a referral or authorization.

PATIENT BILLING:  A statement of your financial responsibility will be sent to you after your claim has been processed by all of your insurance carriers.  Your failure to pay your patient responsibility may result in your account being assigned for collection. Please contact our billing office if you have any questions or difficulty with your bill.  A fee of $25.00 will be added to your account for returned checks.

BILLING SERVICE:  Our office has contracted Accurate Professional Billing to provide insurance and patient billing.  You may contact them at (609) 298-1844 with any questions regarding your statement.

I have read the above policies regarding my financial responsibility to Dr. Noyan for providing medical services to me or my dependent.  I agree to pay Dr. Noyan any amount due after insurance payment has been made by my insurances and any contractual adjustments have been taken.  I understand that if I do not have health insurance I am personally responsible for the full amount of my bill.

I understand that it is my responsibility to inform Dr. Noyan’s office if there is a change in my health insurance.

PATIENT NAME: __________________________________________________________________________

RESPONSIBLE PARTY: ___________________________________ RELATION TO PATIENT: __________

SIGNATURE OF RESPONSIBLE PARTY: _________________________________DATE ______________

WITNESS: ________________________________________________________________________________

Earl L. Noyan, MD

RELEASE OF MEDICAL INFORMATION REQUEST

Patient medical records are CONFIDENTIAL.  Protecting your privacy is very important to us, therefore, according to new federal regulations; we may not discuss or release information to anyone but the patient unless authorized by the patient to do so.  We want to make sure that you receive information that is necessary to assist us in providing quality care and service.  Please complete the information below so that we may better serve you and your needs.  This authorization will stay in effect until written notice is received from you to either cancel or amend.
Patient Name: __________________________ Date of Birth: _______________ SS# ____________________

I give this office permission to contact me by (initial all that apply):

_____ Telephone my home 

_____ Leave messages on my home answering machine

_____ Telephone my work

_____ Leave messages on my voicemail at work

_____ Telephone my cell phone
_____ Leave messages on my cell phone

If you would like us to discuss your information with anyone other than yourself, please write his or her name and relationship (i.e. spouse, children, friend, etc) below:
Name: __________________________________________ Relation: ____________________

Name: __________________________________________ Relation: ____________________

Name: __________________________________________ Relation: ____________________

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY NOTICES

Our practice is dedicated to maintaining the privacy of your confidential, protected health information (PHI).  In conducting our business we create records regarding your health status and the health care and services you receive at this office.

We are required by law to give you this notice.  It will tell you about the ways in which this practice may use or disclose health information about you.  It also describes your rights and our obligations regarding the use and disclosure of that information.  

By signing below you acknowledge that you have received our Notice of Privacy Practices. 

RESPONSIBLE PARTY: ___________________________________ RELATION TO PATIENT: __________

SIGNATURE OF RESPONSIBLE PARTY: _________________________________ DATE ______________

Name: _________________________________________________
Social Security Number: ___________________

Referring Doctor: __________________________________ ______
Age: ______
Date: _____________________

Reason for Current visit:

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Are you Allergic or Sensitive to any medications, latex or radiographic dye?  (List ALL medication and reactions)

( I have no allergies


_________________________

_________________________

_________________________

_________________________

_________________________

List all medications and dosages you currently take. (Including Supplements)

( I take no medications


_________________________

_________________________

_________________________

_________________________

_________________________

Past medical and surgical history:

Check all that apply.

( Anemia

( Depression

( High Cholesterol

( Phlebitis

( Arthritis

( Diabetes

( Hypertension


( Prostate Cancer

( Asthma

( Emphysema

( Irregular Rhythm

( Stroke

( Bladder Cancer 
( Gastritis/Ulcer  
( Kidney Cancer
             ( Thyroid Disease

( Cirrhosis

( Heart Attack

( Kidney Stones

( Urine Infections

( Cancer (List)

( Heart Murmur
( Multiple Sclerosis

( Vascular Disease



( Hepatitis

( Parkinson’s

( Venereal Disease

( Other
______________________
______________________
______________________

( I have no medical problems

List all your operations (Including dates) (Example: Hernia repair 1991, ect)

( I have had no surgery


__________________________

__________________________


__________________________

__________________________

__________________________


Family History

List all serious illnesses in your immediate family which started at age 70 or younger.  Include grandparents, parents, siblings and children but not your spouse. (Example: Diabetes, colon cancer, ect)

_________________________

_________________________

_________________________

_________________________

_________________________

_________________________
_________________________

_________________________

_________________________
Review of symptoms

Do you now have or have you recently had any of the following problems?  Please circle Y or N for every problem.

Constitutional symptoms

Gastrointestinal


ENT
   Fever


Y     N

   Abdominal pain
Y     N

   Ear infection

Y     N

   Chills


Y     N

   Nausea/Vomitting
Y     N

   Sore throat

Y     N

   Headache

Y     N

   Heartburn

Y     N

   Sinus problems
Y     N

   Weight loss/gain
Y     N

   Constipation

Y     N

   Hay fever

Y     N

   Other _________________

   Other _________________

   Other __________________

Eyes




Cardiovascular



Respiratory
   Blurred vision

Y     N

   Chest pain

Y     N

   Wheezing

Y     N

   Double vision

Y     N

   Swelling of feet
Y     N

   Frequent cough
Y     N

   Pain


Y     N

   Circulatory problem
Y     N

   Shortness of breath
Y     N

   Other _________________

   Other _________________

   Other __________________

Neurological



Skin




Hematology
   Tremors

Y     N

   Rash


Y     N

   Swollen glands
Y     N

   Dizzy spells

Y     N

   Boils


Y     N

   Bleeding problems
Y     N

   Numbness

Y     N

   Itching

Y     N

   Anemia

Y     N

   Tingling

Y     N

   Other _________________

   Other _________________

   Other _________________

Endocrine



Musculoskeletal


Psychological
   Excessive thirst
Y     N

   Joint pain

Y     N

   Depression

Y     N

   Too hot/cold

Y     N

   Back pain

Y     N

   Anxiety

Y     N

   Tired/sluggish

Y     N

   Weakness

Y     N

   Obsessions

Y     N

   Other _________________

   Other _________________

   Hyperactivity

Y     N











   Alcoholism

Y     N











   Other _________________

Social History

Do you smoke?

Y     N
If yes, how many packs per day? ______
 Quit ______  years ago?

Do you drink alcohol?
Y     N
If yes, how many glasses per week? ______ Of what? ____________

Do you use drugs?
Y     N
If yes, which ones? _______________  How often? ______________

