COASTAL ENT ASSOCIATES PLLC

4300 15th Street

Gulfport, MS  39501

Dr. Michael Seicshnaydre, M.D., FACS, FAAOA
    

228-864-0828 



Dr. Greg Meekin, M.D., FACS

PATIENT INFORMATION

Patient___________________________________________
Home Phone __________________________________

Address:_________________________________________
Work Phone___________________________________

City/State/Zip_____________________________________
Cell Phone____________________________________

SSN _________________________

Marital Status 
    M
S     W     D        Sex  ___M___F

Date of Birth_____________________________________

Employer______________________________

Employment Status:  __Full-time  __Part-time __Retired__Self-Employed  __Not Employed  __Military Active

STUDENT:   ___Full-Time
___Part-Time

SPOUSE INFORMATION

Name___________________________________________

Phone #________________________________

Date of Birth_____________________________________

SSN___________________________________

Employer________________________________________

Work Phone____________________________

PARENT/GUARDIAN INFORMATION

(only if patient is under 21 years of age)

Mother's Name__________________________________Father's Name________________________________________

Date of Birth___________________________________
 Date of Birth_________________________________________

SSN__________________________________________
 SSN________________________________________________

Employer______________________________________Employer____________________________________________

Work Phone____________________________________Work Phone__________________________________________

__Full  __Part  __Retired  __Unemployed


               __Full  __Part  __Retired  __Unemployed

Address if different from patient

Street_____________________________________

Street_____________________________________

City/State/Zip______________________________

City/State/Zip______________________________

Home Phone_______________________________

Home Phone_______________________________
INSURANCE INFORMATION

Primary






Secondary

Insurance Co______________________________

Insurance Co_______________________________

Insured's Name____________________________

Insured's Name_____________________________

Date of Birth_______________________________

Date of Birth_______________________________

SSN_____________________________________

SSN______________________________________

Relationship to Patient_______________________

Relationship to Patient_______________________

ID#_____________________Grp#_____________

ID#_______________________Grp#___________
Authorization and Assignment of Benefits

I authorize any holder of medical information about myself or my child to release such information to Coastal ENT, Assoc.  I also authorize Coastal ENT Assoc. to release information to my referring physician or to another physician to whom I am being referred.  Also, I permit a copy of this authorization to be used in place of the original in obtaining this information.  I authorize assignment of benefits to be paid to Coastal ENT Assoc. by my insurance.  I also realize that I am responsible for any and all charges that are made to this account.  I understand that in case of default of payment of this account, I promise to pay any legal interest on the balance due, together with any collection costs and reasonable attorney's fees incurred after collection on this account.

Signed_______________________________________
Date_____________________________________

What is your main ear, nose and throat complaint and how long have you had it?  __________________________________________________________________________________________________

What prescription medications do you take and why? 
	MEDICATION/DOSAGE/FREQ
	BEING TAKEN FOR
	MEDICATION/DOSAGE/FREQ
	BEING TAKEN FOR

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please list any surgeries (Please give date and reason). 

	SURGERIES
	REASON & DATE

	
	

	
	

	
	

	
	


Do you have any allergies to medications?  Please list the names and type of reaction. 
	ALLERGIC TO
	REACTION
	ALLERGIC TO
	REACTION

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


SOCIAL HISTORY:
Do you smoke?    ( ) NO    ( ) YES     How much? ________ packs per day. 

Do you drink: Caffeinated beverages ?    ( ) NO    ( ) YES   Alcohol?    ( ) NO    ( ) YES   How much? ________________

PAST MEDICAL HISTORY:
Have you ever been diagnosed with cancer?    (  ) NO    ( ) YES   Please give details:____________________________

Are you exposed to chemicals, dust etc., in your job? List_____________________________________________________________________
DO YOU HAVE PROBLEMS WITH ANY OF THE FOLLOWING?  PLEASE CHECK ( √ ) THOSE THAT APPLY
	GENERAL 
	NO
	(  ) Fever    ( ) Weight Change    ( ) Fatigue

	EYES
	NO
	(  ) Burning    ( ) Dryness    ( ) Swelling    ( ) Itchy Eyes    ( ) Tearing      ( ) Blurred Vision ( ) Glaucoma


	EARS 
	NO
	 (  ) Dizziness    ( ) Ringing Noises    ( ) Hearing Loss    ( ) Hearing Aid    ( ) Infections    

 (  ) Ear Ache   ( ) Drainage    ( ) Itching    ( )  Swelling/Fullness

	NOSE
	NO
	(  ) Discharge  ( ) clear,     ( ) colored,     ( ) thick,     ( )thin    ( )  Post Nasal Drip        

(  ) Bleeding    ( ) Sneezing    ( ) stuffiness   (  ) frequent colds    ( ) itching   ( ) pain

	MOUTH
	NO
	(  ) Lumps    ( ) Tonsillitis    ( ) Mouth Sores

	THROAT
	NO
	(  ) Hoarseness   ( ) Frequent sore throat   ( ) Difficulty Swallowing    ( ) Pain  ( ) Dryness /tightness

	NECK 
	NO
	(  ) Pain    ( ) Lumps    ( ) Thyroid Nodules    ( ) Swollen Glands

	SKIN
	NO
	 (  ) Psoriasis    ( ) Skin Growths    ( ) Rash    ( ) Itching  ( ) Eczema

	LUNGS 
	NO
	(  ) Wheezing    ( ) Asthma    ( ) COPD    ( ) Bronchitis    ( ) Emphysema    ( ) Coughing Up Blood    

(  ) Chronic Cough    ( ) Pneumonia    ( ) Positive TB Test    ( ) Shortness of Breath 

	SLEEPING 
	NO
	(  ) Snoring    ( ) Apnea    ( ) Insomnia    ( ) Waking Up Tired    ( ) Wake up coughing and choking

	HEART
	NO
	(  ) High Blood Pressure    ( )  Coronary Artery Disease    ( ) Myocardial Infarction    ( ) Chest Pain    

(  ) Mitral Valve Prolapse    ( ) Congestive Heart Failure    ( ) Heart Valve Disease    ( ) Angina

(  ) Murmurs    ( ) Rheumatic Fever

	GASTRO- INTESTINAL
	NO
	(  ) Hiatal Hernia    ( ) Heartburn    ( ) Reflux    ( ) Ulcers    ( ) Hepatitis Type __    

 ( ) Nausea    ( ) Vomiting    ( ) Colitis   ( ) Indigestion   ( )Constipation   ( )Diarrhea   ( ) Gas

	GENITO- URINARY
	NO
	MEN:    ( ) Prostate Cancer    ( ) Hernias        WOMEN:   Are You Pregnant?    ( ) Y       ( ) N 

( ) Kidney Disorder

	MUSCLE / JOINTS
	NO
	( ) Muscle Pain    ( ) Back Pain    ( ) Joint Pain    ( ) Arthritis    ( ) Lupus    

	NEUROLOGICAL
	NO
	( ) Headaches    ( ) Migraines    ( ) Imbalance    ( ) Alzheimer's Disease    ( ) Loss of Consciousness     

( ) Parkinson's Disease    ( )  Head Trauma    ( ) Tremors    ( ) Fainting    ( ) Seizures    ( ) TIA’s    ( ) Stroke

	PSYCHIATRIC
	NO
	( ) Nervousness    ( ) Anxiety    ( ) Depression    ( ) Mood Swings

	ENDOCRINE
	NO
	( ) Thyroid Disease    ( ) Diabetes    ( ) Glandular/Hormonal Problems 

	HEMATOLOGIC
	NO
	( ) Slow to Heal After Cuts    ( ) Easy Bruising or Bleeding    ( ) Immunocompromised Status  ( )Anemia

( ) HIV/AIDS


I have reviewed the above information with the patient:   MD SIGNATURE :_____________________________________________
