
Ear, Nose & Throat Associates of Grants Pass, P.C.   
 

Daniel R. Fear, MD      Jonathan B. Miller, PA­C      Paul E. Johnson, MD 
 1600 N.W. 6th Street   South Suite ~ Grants Pass, OR 97526 ~ 541‐476‐7775   Fax: 541‐476‐3572   
 

Dear Patient: 

Thank you for choosing ENT Associates for your medical care! 

In order to make your appointment more efficient, we ask that you complete the attached information 
sheets (both sides).  Your information is strictly confidential. Please remember to bring the completed 
forms to the office with you as well as current insurance cards. 

We ask that you bring any medications, medical records including any labs or x‐rays you may have had 
done regarding your present condition. Our office makes every attempt to contact physicians and/or 
hospitals to locate and request information for your visit. 

 It is important that you bring your current insurance cards with you. Without your insurance cards you 
will be considered a private pay patient and may be asked to pay for your visit that day. 

If you have a managed care insurance (Mid Rogue IPA; Oregon Health Management; Some Tricare, Cigna 
and Aetna plans) you must contact your primary care physician and request a referral for your visit. If 
we do not receive a referral you will be responsible the services/charges performed.  

We require any COPAYMENTS and/or DEDUCTIBLES to be paid at the time of your visit. We accept 
CASH, CHECK, MASTERCARD, VISA, and DISCOVER. If you are unable to make your payment at the time 
of service you should contact our Billing Manager to discuss possible options. 

PRIVATE PAY patients are required to pay for their visit at the time of service. We offer a discount when 
you pay in full at the time of service. If you are unable to pay at the time of service we ask that you call 
to speak with our Billing Manager to discuss possible payment arrangements. Arrangements should be 
made prior to your appointment. 

ENT Associates reserves the right to charge patients for “NO SHOW” appointments.  Available patient 
appointment time is limited therefore it is important to contact our office as soon as possible if you are 
unable to make the above scheduled appointment.  If you are calling after hours you may leave a 
message with our answering service. 

Our goal is to serve our patients in a courteous and professional manner. Should you have any questions 
or concerns please make sure to let us know. 

 

Thank You ☺ 

   



Ear, Nose & Throat Associates of Grants Pass, P.C. 
 

CONDITIONS OF TREATMENT AND FINANCIAL AGREEMENT 

1. INSURANCE VERIFICATION/PRE-CERTIFICATION – Many insurance companies require pre-authorization for 
some medical procedures. It is my responsibility to determine if the procedure requires pre-authorization. ENT 
Associates will assist me in obtaining the necessary pre-authorization when needed. Failure to obtain necessary 
pre-authorizations may result in a reduction or rejection of benefits by the insurance company. 

2. AUTHORIZATION FOR DISCLOSURE OF INFORMATION FOR PURPOSE OF SERVICE REIMBURSEMENT – I 
hereby authorize ENT Associates to disclose all or part of my medical record to any company that may be 
responsible for payment of all or part of the patient medical charges. Disclosure of the medical record may be 
necessary to determine eligibility for benefits and to obtain reimbursement for health care services. I herby release 
ENT Associates from all legal responsibility or liability that may arise from disclosure of these records. I 
understand that I may revoke this authorization at any time in writing; except to the extent that ENT Associates 
has already taken action on my claim. 

3. FINANCIAL AGREEMENT – I understand that in consideration of the services rendered, I am obligated to pay 
ENT Associates in accordance with its regular rates, terms, or contractual agreements. I understand that I am 
responsible for any services “not covered” by insurance, and that the obligation to pay for medical services may 
not be deferred for any reason. If the account is referred to any agency for collections, I agree to pay all collection 
expenses. 

4. “FAILURE TO SHOW” CHARGE – ENT Associates reserves the right to charge any patient for “failure to show” 
for a scheduled appointment. 

5. POLICY ON PATIENT ACCOUNTS – The physicians/providers and staff of ENT Associates are honored to 
participate in your health care needs. We provided quality care at what we believe to be fair and reasonable fees. 
We encourage you to discuss any questions you have concerning our charges. 

6. HOSPITAL CHARGES – If you are hospitalized or use the hospital’s services, you will receive a bill from the 
hospital in addition to a bill from ENT Associates. The hospital bills you receive will be for services provided by 
the hospital; not for ENT Associates’ “professional services.” This also applies to any surgery center or facility 
used. You may also receive statements from other providers (laboratory, pathology, radiology, emergency room 
physician, anesthesia, etc.). These statements are not connected with ENT Associates services and any questions 
regarding those services must be referred to the provider responsible for the service. 

7. PAYMENT OPTIONS – We accept CASH, VISA, MASTERCARD, or DISCOVER. 

8. MEDICARE PATIENTS – ENT Associates is a participating provider with Medicare. Medicare will pay 80% of 
what they allow, minus your annual deductible if this has not been met. You will be responsible for the Part-B 
deductible plus 20% of Medicare allowable charges. We bill the majority of secondary supplemental insurance 
companies for your convenience. 

9. CONTRACTED INSURANCE COMPANIES – ENT Associates is contracted with MOST insurance companies. We 
bill all insurance as a convenience to our patients; however, if we are not contracted with your insurance, you will 
be responsible for any services provided and all charges incurred. 

10. INSURANCE INFORMATION – It is patient/parent responsibility to keep ENT Associates informed of any and all 
insurance changes. Should you have any questions, please contact our Billing Manager. 

11. PATIENT INFORMATION – It is patient/parent responsibility to keep all demographic information up to date 
including: mailing addresses, telephone numbers, etc. If you have any changes, please contact ENT Associates as 
soon as possible. 

 
 
 
Today’s Date       Patient’s/Responsible Party’s Signature 



Ear, Nose & Throat Associates of Grants Pass, P.C. 
 

Daniel R. Fear, MD          Paul E. Johnson, MD         Jonathan B. Miller, PA‐C      Linda Schmitke, MA‐CCC 

Today’s Date: ______________ Primary Physician:___________________  Pharmacy:_____________ 
 

Patient Information 
 

Last Name ______________________ First _____________________MI ______ DOB _______________ 
 
Mailing Address: ______________________________ City _______________State _______Zip _______ 
 
Physical Address: _____________________________ City ________________State ______Zip ________ 
 
Home PH: ____________________ Work PH ___________________ Cell/Message PH _______________ 
 
SSN: __________________    Student:  Yes/No         Male/Female        Marital Status ______    Age _____ 
 
Patient Employer: _______________________________________ Spouse:____________________ 
 
 
 
 

 

 

 

****** If patient is a minor PLEASE complete this section ****** 

Mother/Guardian: ______________________________ DOB _____________ SSN ___________________ 

Father/Guardian: _______________________________ DOB _____________ SSN ___________________ 

Address if different than above:____________________________________________________________ 

Phone Number if different than above: ______________________________________________________ 

Emergency Contact: ___________________________________ Relationship to Patient: _____________ 

Home PH: _____________________ Work PH: ___________________ Cell/Message: _______________ 

INSURANCE INFORMATION 
***** Please have your insurance card/cards for receptionist to copy for your chart ***** 

 

Primary Insurance: __________________________ Policy Holder: ______________________________ 

ID: _________________________ Group #:  ______________________ DOB ______________________ 

Secondary Insurance: ________________________ Policy Holder: _______________________________ 

ID: _________________________ Group #: ______________________ DOB _______________________ 

****** Please read and sign the back of this form ~ Thank you ☺ ****** 

1600 N.W. 6th Street      South Suite                   Grants Pass, Oregon  97526 
541‐476‐7775                    541‐476‐3572 – Fax 

 
 











