
PATIENT FORMS   (Please print, fill out and bring these forms to your appointment) 
                                              New Patient Information Form  

Oklahoma Ear Clinic-Hearing & Balance Center 
  A Division of  Ear, Nose & Throat Physicians of Oklahoma 

E. Nicholas B. Digges, M.D.  

Patient Information 

                                 Patient’ Legal Name:______________________________________________________ SSN:____________________   

Sex:  M  F Race:_______________  Age:___________   DOB:  ______________________  Marital Status: S  M  D  W 

Patient Address_______________________________________  City____________________  State  ____________  Zip Code__________ 

Home Phone:_______________________  Work Phone:__________________________  Cell Phone:____________________________ 

Referring Physician  ____________________________________________  Phone:________________________________________ 

Patient Employer:______________________________________________  Phone:________________________________________ 

Work Address  _________________________________________________  Status:  Full  Part  Temp  None 

City:______________________________  State:_____________________  Zip Code:_______________________ 

Spouse Name:  ______________________________________  SSN:  _________________________________  DOB:  _____________ 

Spouse Work:  ______________________________________  Work Number:  ___________________________ 

Emergency Contact (outside of home):  ___________________________________________________________________________ 

Relationship to Patient:  __________________________________________  Home/Work Number:  ________________________________ 

Primary Insurance:  ________________________________________  Policy Holder Name:  ______________________________________ 

SSN:  ___________________________________________________  Insured DOB:  ___________________________________________ 

Secondary Insurance:  ______________________________________  Policy Holder Name:  ______________________________________ 

SSN:  ___________________________________________________  Insured DOB:  ___________________________________________ 

FILL OUT ALL SPACES IF THE PATIENT IS UNDER THE AGE OF 21 

Mother’s Name:  _______________________________________  SSN:___________________________________________ 

DOB:  ___________________  Employer:  ___________________________  Phone Number:  __________________________________ 

Father’s Name:  _______________________________________  SSN:___________________________________________ 

DOB:  ___________________  Employer:  ___________________________  Phone Number:  __________________________________ 

Authorization for services/ Please read the following and sign at the bottom of this form: 

I hereby authorize payments directly to the physician, staff, or facility for medical services rendered.  I understand I am responsible for any portion of my 

bill not covered by my insurance company, whether as a co-pay, co-insurance, deductible, or a non-covered service.  I understand office co-pays are due at 

the time services are rendered.  I also understand all the above and state that the information I provided herein is true and correct to the best of my 

knowledge. 

Signature:___________________________________________________  Date:  __________________________________ 





 
 
 
 
 
 

OKLAHOMA EAR CLINIC HEARING & BALANCE CENTER 

A Division of Ear, Nose & Throat Physicians of Oklahoma 

E. Nicholas B. Digges, MD 

RELEASE OF MEDICAL INFORMATION RECORDS 

 

Patient Name: ______________________________________________________________________________ 

Social Security Number: ____________________________     Date of Birth: ___________________________ 

This will serve as authorization to release all medical records contained in the medical chart that relates to any physical 

condition or treatment given by any physician employed by Scooter Digges and Associates, PC to the above named 

patient.  This will also serve as authorization for release of information to referring physicians and the patient’s 

insurance company for insurance claim purposes.        

The information you authorize for release may indicate the presence of a communicable or venereal diseases 

which may include, but are not limited to, hepatitis, gonorrhea, and the human immunodeficiency virus also 

known as Acquired Immune Deficiency Syndrome (AIDS).  Oklahoma Statue 63 OS 1-502.2. 

I also authorize you to accept a photo copy of this release and it shall have the same force and effect as if it were the 

original.  I acknowledge that I understand all of the above information.  My signature indicates that I have read this 

Medical Release and grant the request for Authorization. 

 

Signature: _______________________________________     Date: _________________________ 

 

Medicare Patients Only 

I hereby authorize any holder of medical or other information about me to release to the Social Security Administration 

and Health Care Financing Administration or its intermediaries or carriers any information needed for this or a payment 

of medical insurance benefits either to myself or the party who accepts assignment.  I understand it is mandatory to 

notify the health care provider of any other party who may be responsible for paying for my medical treatment. 

 

Signature: _______________________________________     Date: _________________________ 

 

 
 
 
 
 



 
 
 

OKLAHOMA EAR CLINIC HEARING & BALANCE CENTER 

A Division of Ear, Nose & Throat Physicians of Oklahoma 

E. Nicholas B. Digges, M.D. 

Financial Policy 
Read ALL Information and Sign/ Date at The Bottom 

Thank you for choosing us as your health care provider.  The Physicians and staff are committed to your treatment 

being successful.  Please understand that payment of your bill is considered part of you treatment. 

 

All co-pays and co-insurance are due before you see the doctor. 

 

All deductibles are due at the time of service. 

 

We accept cash, checks, Visa, Mastercard, and Discover. 

 

Regarding Insurance: 
The balance on your account is still your responsibility whether or not your insurance 
company pays or not.  We cannot bill your insurance company unless you give us your 
updated insurance information.  Your insurance policy is a contract between you and 
your insurance company.  If your insurance information has changed. Be sure to give us 
the updated information.  If your insurance company has not paid your account in full 
within 90 days from the date of service, the balance will automatically be transferred to 
your responsibility.  Please be aware that some, and perhaps all, of the services provided 
by the Physician, Physician’s assistant, audiologist, or other licensed professionals may 
not be covered by your insurance.  It is your responsibility to know what your insurance 
will and will not cover.  It is also your responsibility to get an Authorization, if you have 
an HMO insurance company, from your primary care physician before your appointment.  
If we do not have an authorization, the balance will become your responsibility. 
Due to recent problems with coverage, you must inform us if your insurance or your PCP 
(primary care physician) changes.  If you fail to notify us about any changes, you  will be 
responsible for all accrued charges. 
I,      

(Print you name here) 
                          , have read the above information and agree with the 

terms of the Financial Policy. 
Signature:_______________________________________________Date:____________ 

Acknowledgment of Receipt of Notice of Privacy Practices 
This acknowledges that I have received the Notice of Privacy Practices from my provider 
and/ or his Office staff.(Also see form on Web Site Click on Documents:Privacy/HIPPA) 
 
Signature:_______________________________________________Date:____________ 
 


