
OCEANN ENT 

Dr. Kathy Yu-Syken, MD 

Please Print Clearly 

 

First Name ________________________ Middle Initial _____ Last Name__________________________ 

Date Of Birth ____/____/____  SSN____-____-______  Age_____ Gender M / F 

Address_____________________________________ City__________________ State_____ Zip_______ 

Home: (____) ___________  Cell: (____) ___________    Email:  __________________________ 

Primary Physician ___________________Address ____________________________________________ 

Employer________________________     Occupation_________________    Work (____) ____________ 

How did you hear about us? (Circle one)  

Google  Yelp  Internet Referral ____________  Other______________ 

 

Guarantor 

First Name_________________________ Middle Initial_____ Last Name_________________________ 

Date Of Birth ____/____/____  SSN____-____-______  Age_____ Gender M / F 

Address_____________________________________ City__________________ State_____ Zip______ 

Home: (____) ___________ Cell: (____) ___________   Relationship to Patient: ____________________ 

 

Insurance Information 

Primary 

Subscriber _____________________________ 

Insurance Company______________________ 

ID # ___________________________________ 

Group # ________________________________ 

Secondary 

Subscriber _____________________________ 

Insurance Company______________________ 

ID #___________________________________ 

Group # _______________________________

I hereby assign my insurance benefits to be paid directly to Dr. Kathy Yu-Syken. It is understood that in 

case the patient’s insurance company does not make payment, the obligation shall be binding personally 

upon the patient/ guarantor.  

Signature_________________________________________   Date_________________ 



Please Print Clearly 

 

Reason for Visit________________________________________________________________________ 

Duration of Symptoms __________________________________________________________________ 

Pharmacy Name_____________________ City ____________________ Phone (___) _______________ 

Medications (Including Over the Counter) 

Name     Dosage     Frequency 

__________________________

__________________________

__________________________

__________________________ 

__________________________

__________________________

__________________________

__________________________ 

__________________________

__________________________

__________________________

__________________________ 

__________________________

__________________________

__________________________

__________________________ 

__________________________

__________________________

__________________________

__________________________ 

__________________________

__________________________

__________________________

__________________________ 

 

 

Smoke YES NO (Please circle one) 

Allergies to Medication?  YES NO (Please circle one) If yes, please list below 

_____________________________Reaction: ________________ 

_____________________________Reaction: ________________ 

_____________________________Reaction: ________________ 

_____________________________Reaction: ________________ 

_____________________________Reaction: ________________ 

_____________________________Reaction: ________________ 

 

Medical History 

Surgeries        Year  Surgeries        Year 

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________ 

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________ 

 

Illness 
_____________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________ 

 



 



 

 

 

 

 

 



 

HIPAA Compliance Patient Consent Form 

Our Notice of Privacy Practices provides information about how we may use or disclose protected health information.  

The notice contains a patient’s rights section describing your rights under the law. You ascertain that by your signature that you have 

reviewed our notice before signing this consent. 

The terms of the notice may change, if so, you will be notified at your next visit to update your signature and date. 

You have the right to restrict how your protected health information is used and disclosed for treatment, payment or healthcare 

operations. We are not required to agree with this restriction, but if we do, we shall honor this agreement. 

The HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows for the use of the information for treatment, 

payment, or healthcare operations.  

By signing this form, you consent to our use and disclosure of your protected healthcare information and potentially anonymous 

usage in a publication. You have the right to revoke this consent in writing, signed by you. However, such a revocation will not be 

retroactive. 

By signing this form, I understand that: 

-Protected health information may be disclosed or used for treatment, payment, or healthcare operations. 

-The Practice reserves the right to change the privacy policy as allowed by law. 

-The Practice has the right to restrict the use of information, but the Practice does not have to agree to those restrictions. 

-The Practice has the right to revoke this consent in writing at any time and all full disclosures will then cease. 

-The Practice may condition receipt of treatment upon execution of this consent. 

May we phone, email, or send a text to you to confirm appointments?  YES NO 

May we leave a message on your answering machine at home or on your cell phone? YES NO 

May we discuss your medical condition with any member of your family? YES NO 

If YES, please name the members allowed: 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

 

This consent was signed by: (PRINT NAME PLEASE) _________________________________________ 

 

Signature: _____________________________________    Date: ________________ 

Witness: ______________________________________    Date: ________________ 

 

  


