
BRYAN LEATHERMAN, M.D.  

PATIENT D E M O G R A P H I C    INFORMATION  

 

Last Name        First Name        Middle _____________________ 

 

Preferred Name        Maiden      Prefix      Suffix ___________    

 

DOB                   Sex       SSN______________________  Ethnicity _______   

 

Marital Status                 Driver’s License #                        Primary Language □ English □ Other_______ 

 

Address Line 1                                                      Line 2______________________________  

 

Zip_____________________ City_______________________ State_____ County___________________                                           
    

Home Phone                Work                       Cell _____________Email__________ 

Preferred Communication: □ Home   □ Cell   □ Work 

 

Employer     Status    Occupation____________________ 

 

Primary Care Physician or Pediatrician________________________________________________ 

 

Preferred Pharmacy_______________________________Phone___________________________ 

RESPONSIBLE PARTY DEMOGRAPHIC INFORMATION 

 

Last Name       First Name        Middle _____________________ 

 

Preferred Name        Maiden      Prefix      Suffix ___________    

 

DOB                   Sex       SSN______________________  Ethnicity    

 

Marital Status                 Driver’s License #                        Primary Language □ English □ Other______ 

 

Address Line 1                                                   Line 2______________________________  

 

Zip_____________________City_______________________State_____County___________________                                           
    

Home Phone                Work                       Cell _____________Email__________ 

Preferred Communication: □ Home   □ Cell   □ Work 

 

Employer     Status    Occupation____________________ 



 

PRIMARY INSURANCE INFORMATION 

 

Insurance Company________________________ Name of Insured_______________________ 

Address_________________________________ Date of Birth_________________________ 

Phone__________________________________ SSN#______________________________ 

Policy #_________________________________ Driver’s License #_____________________ 

Group#_________________________________              

Employer________________________________ 

Patient Relationship to Insured: □ Self    □ Spouse    □ Child    □ Other 

   SECONDARY INSURANCE INFORMATION 

Insurance Company________________________ Name of Insured_______________________ 

Address_________________________________ Date of Birth_________________________ 

Phone__________________________________    SSN#______________________________ 

Policy #_________________________________ Driver’s License #_____________________ 

Group#_________________________________             

Employer_______________________________ 

Patient Relationship to Insured: □ Self    □ Spouse    □ Child    □ Other 

ADDITIONAL INSURANCE INFORMATION 

Insurance Company________________________ Name of Insured_______________________ 

Address_________________________________ Date of Birth_________________________ 

Phone__________________________________ SSN#_____________________________ 

Policy #_________________________________ Driver’s License #_____________________ 

Group#_________________________________                  

Employer________________________________ 

Patient Relationship to Insured: □ Self    □ Spouse    □ Child    □ Other 



 

 

Bryan Leatherman, M.D. 
Coastal Sinus and Allergy 

Coastal Ear Nose and Throat Associates 
 

POLICY FOR COLLECTIONS AND PAYMENTS  

All office services are payable on the day services are rendered by personal check, cash or credit card. (Visa, 
MasterCard, American Express). We only accept assignment from Insurance Companies that we are 
contracted with.  Patients who have insurance that we are not providers for will be expected to pay for their 
office visit the same day of service.  We will file your insurance plan as a courtesy with reimbursement going 
to the patient.  All procedures will be filed if insurance information is provided.  All secondary insurance will 
be filed as a courtesy.  If insurance does not pay within 30 days, the balance will be billed to the patient.  All 
patients are required on the day of the visit to pay any deductibles or co-pays. 
 

For minors (or patients under the financial/insurance guardianship of others) the person signing this form is 
ultimately responsible for paying the bill, despite any other financial relationships in the family. 

 
REGARDLESS OF INSURANCE COVERAGE, THE BILL IS THE PATIENT'S ULTIMATE RESPONSIBILITY.   
ANY DISPUTES ARE BETWEEN THE PATIENTS THEIR INSURANCE C0MPANY. 
 

 

Name Responsible Party  (print):_________________________________________ 

Signature:__________________________________________ 

Date__________________ 

 

Any accounts that are not paid in 30 days will be subject to being turned over to a collection agency. 

 

 

 

 

 

 

 

 

 

 

 

 

 







 

Notice of Privacy Practices 
 

Acknowledgement of Receipt of notice of privacy practices and consent for use and 

disclosure of health information. 
 

Notice of Privacy Practices of the Medical Practice named at the top of the page: You have the right 

to read our Notice of Privacy Practices before you decide whether to sign this consent. We reserve 

the right to change our privacy practices. If we change our privacy practices, we will issue a revised 

Notice of Privacy Practices, which will contain the changes. Those changes may apply to any of 

your protected health information that we maintain. You may obtain a copy of our Privacy Practices, 

including any revisions of our notice at any time by contacting Lisa Barfield, our privacy official. You 

have the right to revoke this consent at any time by giving us a written notice of your revocation 

submitted to Coastal ENT, Dr. Bryan Leatherman. Please understand that revocation of this 

Consent will NOT affect any action we took in reliance on this consent form. 
 

Authorization to Release Information 
 

Please list the name(s) of the Personal Representative(s) of the patient, below.  List 
anyone you wish to have access to any of your personal health information, billing 
information, or any aspects of your medical care.  If a person(s) name is not listed 
below, we will not be able to discuss and/or release any of your information with them 
(with the exception of appointment reminders as indicated below). 
 

Name of representative:_______________________ Relationship to patient: _______________ 

 

Second representative: ________________________ Relationship to patient: ______________ 

 

Third representative: ________________________________ Relationship to patient: ______________ 
 

Authorization for Reminder Messages 
 

I give my permission to leave appointment reminder voice messages on answering machines/voice  

mailboxes on my home phone, mobile phone, or any other contact numbers provided.  I give my permission to 

leave voice messages about outstanding balances and co-pay requirements on  

answering machines/voice mailboxes on my home phone, mobile phone, or any other contact  

numbers provided. I give my permission to leave verbal appointment reminder messages to anyone  

who answers my home phone, mobile phone, or any other contact numbers provided. 
 

---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 

 

I acknowledge receipt and understanding of the Notice of Privacy Practices and consent for 

use and disclosure of health information.  I also give permission for release of information 

as indicated on this form. 

Patient’s name: __________________________ Patient’s signature:____________________ 
 
Representative name: _____________________ Relationship to patient: ________________ 

Representative signature: __________________________ 



Patient Name:__________________________  Age:_____  Gender: M   F 
 
Past Medical History: Check all that apply. 
__ Diabetes  
__ High blood pressure 
__ Heart disease 
      __ heart failure 
      __ heart attack 
      __ abnormal beat 
__ Lung disease 
      __ asthma 
      __ emphysema 
      __ pneumonia 
      __ bronchitis 
__Eyes 
      __ frequent infections 
      __ glaucoma 
 

__ Stomach problems 
      __ ulcers 
      __ hiatal hernia 
      __ gastric reflux 
__ Neurologic disorders  
      __ stroke 
      __ seizures 
      __ convulsions 
__ Thyroid disorders 
      __ low thyroid 
      __ high thyroid 
      __ goiter 
__ Allergy testing / shots 
 
 

__ Immunologic  
      __ rheumatoid arthritis 
      __ lupus 
      __ immune deficiencies 
__Muscle/skeletal 
      __ arthritis 
      __ gout 
      __ neck or back injury 
__ Psychiatric 
      __ depression 
      __ excessive anxiety 
__ Urologic 

      __ kidney stones 
      __ prostate enlargement

ARE YOU PREGNANT?   Yes  /  No 
Cancer (List type)______________________________________________________________ 
Other ________________________________________________________________________ 
 
Past Surgical History:  Please check all that apply. 
__ Sinus surgery 
__ Nose surgery 
__ Neck surgery 
__ Ear surgery 

__ Tonsillectomy 
__ Adenoidectomy 
__ Pressure equalizing tubes (ear tubes) 
__ Other_________________________ 

 
Medications:  (List all medications you take regularly, prescription and over-the-counter) 
____________________________________ 
____________________________________ 
____________________________________ 

____________________________________ 
 ___________________________________ 
____________________________________

 
Allergies: (drugs, food , insects, etc) 
____________________________________ 
____________________________________ 

____________________________________ 
____________________________________

 
Environmental Exposures: (circle as applies to you) 
Do you have a pet or care for farm animals.……….Y / N   

List types (indoor or outdoor):_______________________________________________ 
Are you regularly exposed to second hand smoke…Y / N 
Are you regularly exposed to chemicals…………...Y / N 
 
Family Medical History:  (Check only if mother, father, siblings, or children have condition)

__ Diabetes 
__ High blood pressure 
__ Stroke 
__ Heart disease 
__ Hypertension 
__ Asthma 

__ Allergies 
__ Anesthesia problems 
__ Early hearing loss 
__ Bleeding disorders 
__ Cancer (list type)________________________



 
Social History: (Check / fill in numbers where apply) 
Alcohol Use: __ Never                     __ Several times a week 
                      __ Occasionally          __ Daily 
                       
Tobacco Use: __ Use now       __ Never used      __ Quit (how long?________) 

Type:  __ Cigarettes       __ Cigars       __ Chewing tobacco 
Daily amount____________   Number years used__________ 

 
Type of occupation________________________________________    Retired?  Y / N 
 
Review of Systems  Please check all that apply in the last 6 months. 
 
Constitutional Symptoms 

__ Unexplained weight change 
__ Frequent fever 
__ Frequent fatigue 

Psychiatric 
__  Memory loss or confusion 
__  Excessive daytime sleepiness 
__  Trouble sleeping 

Eyes 
__ Wear glass / contacts 
__ Itchy eyes 
__ Burning eyes 
__ Red eyes 
__ Watery eyes 
__ Dry eyes 

Ears Nose and Throat 
__ Hearing loss 
__ Earache 
__ Ear drainage 
__ Ringing in ears 
__ Nasal drainage 
__ Nasal itching 
__ Nasal obstruction 
__ Frequent sneezing 
__ Altered sense of smell 
__ Facial pressure/pain 
__ Frequent nose bleeds 
__ Voice change/hoarseness 
__ Frequent sore throat 

Cardiovascular 
__ Chest pain (angina) 
__ Fluttering heartbeat 

Pulmonary 

__ Frequent cough 
__ Coughing up blood 
__ Shortness of breath 
__ Wheezing 
__ Snoring 

 
Musculoskeletal 

__ Joint pains 
__ Muscle weakness 

Gastrointenstinal 
__ Heartburn 
__ Frequent burping 
__ Difficulty swallowing 
__ Stomach pains 
__ Feels like something stuck in throat 

Genitourinary 
__ Difficulty urinating 
__ Frequent urination 

Neurological 
__ Frequent headaches 
__ Light headedness / dizziness 

Integumentary (skin) 
__ Rash / itching 
__ Hives (urticaria) 
__ Change in skin color 
__ Change in nails 

Hematologic/Lymphatic 
__ Bleeding / bruising tendency 
__ Anemia 
__ Enlarged glands 

Immunologic / Allergies 
__ Bad reaction to foods 
__ Bad reaction to insect bite 

 

Patient Signature_______________________________________________    Date___________ 
 
Physician Signature:___________________________________________     Date___________ 
 


