SUPERIOR EAR, NOSE AND THROAT SPECIALISTS, P.C.
Peninsula Medical Center ▪ 1414 W Fair Ave. Suite 130 ▪ Marquette, MI  49855 ▪ 906-225-7660
Teal Lake Medical Center  ▪ 100 Malton Road Suite 7 ▪ Negaunee, MI 49866 ▪ 906-485-2710 ▪ 906-475-5629

Toll free 1-800-628-3333 ext. 7660

ACKNOWLEDGEMENT OF PRIVACY POLICY 

 (initials)
I have been advised of Superior Ear, Nose and Throat Specialists, P.C. Office Privacy Policy.

 A copy of the Policy is available upon request to review or retain.

INSURANCE AUTHORIZATION 

(initials)
I authorize release of any medical or other information necessary to all my insurance companies.  I understand I am responsible for my bill including deductible and co-pays.  I authorize my doctor to act as my agent in helping me obtain payment from my insurance companies. 

 I authorize payment direct to the provider.

CONSENT TO EXAMINE AND TREAT 

(initials)
I consent to the examination, treatment and procedures, which may be performed during the visit, including emergency treatment, considered necessary by Dr. David Heichel and/or such assistants or designees as may be selected by him.

PATIENT CONSENT FOR MEDICAL PHOTOGRAPHY 

(initials)
I consent for medical photographs to be taken of me, my child or person for whom I am legal guardian.  I understand that the photograph will be part of my medical record and will be used for identification purposes only.  By signing this form below, I confirm that this  form has been explained to me in terms which I understand.

UPDATE OF ELECTRONIC INFORMATION  

(initials)
Following is the e-mail address to be utilized in conjunction with the Patient Portal that is 

being established.  I understand that I will be notified when this program becomes available

through the e-mail address provided below.  

E-Mail Address:  __________________________________________

(CONTINUED ON THE BACK SIDE)
Information Release Form
We understand that health information about you and your health is  personal.  We are committed to making sure that health information that identifies you is kept private and only disclosed as permitted by law.  You may, however, provide us with written authorization to disclose your protected health information not covered by our Notice of Privacy Practices.

I authorize the following individual(s) to receive verbally or in writing any and all medical information (to include clinical and billing) pertaining to: 


__________________________________      ___________________

  

(Patient Name)




(Date of Birth)
  

     Name





Relationship

__________________________________      ___________________

__________________________________      ___________________

__________________________________      ___________________

__________________________________      ___________________

__________________________________      ___________________
Patient Name (Printed)







Signature of Patient or Legal Guardian



Date

Guardian Name (Printed)



Witness 







Date
