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Dear Patient,

Welcome, this is your new Patient Information Packet for your upcoming office visit.  Please 
complete the enclosed forms to the best of your ability and knowledge.  These forms should be 
completed in ink only.  Please bring paperwork to your scheduled appointment.

These are a few items that you will need on the day of your visit:

  Insurance Card & D.L./Picture I.D. To Every Scheduled Appointment
  Any Office Notes, CT Scans, X-Rays, Labs That May Relate To Your Visit

Please make sure you have a referral for your visit if your insurance requires.  It is the 
patientʼs responsibility to know if you need a referral and to obtain the referral.  We are 
not responsible if your benefits do not pay due to lack of referral.  Please check with your 
insurance company to make sure we are in your network.  This is also your responsibility to find 
this information out.

As always, we do everything we can to better serve your needs in the most efficient and 
professional manner.  If you have any questions or concerns, please do not hesitate to call @ 
706-546-0144.

Sincerely, 
Office Manager

Your Appointment Date:  _____________________________________________
Your Appointment Time: __________________Arrival Time _______________
Your Appointment is Scheduled in the _____________________________ Office

Please call our office 24 hours in advance if you are unable to keep your
appointment.  A broken appointment is a loss to everyone.



Northeast Georgia ENT, Head and Neck Surgery
John R. Simpson, D.D.S., M.D., F.A.C.S.

Patient Information
Referring Physician ____________________________ Primary Care Physician: ______________________________

If no referring physician, how did you hear about our office? _________________________________________________

Patientʼs Name: _____________________________________________ SS# ________________________Sex:    M     F    

Address ___________________________________________________________________________________________

Home Phone _______________________Work Phone _________________________Cell ________________________ 

May Medical Information Be Left On Your Answering Machine:      Yes    /     No

DOB _____________________________Marital Status ____________________________________________________

Patient Employment:         Employed         Retired         Unemployed         Student         Disabled

Patient Employer/School _________________________________________________Phone ______________________ 

In Case of an Emergency Contact ___________________________________________Phone ______________________ 

Guarantor:

Name _________________________________________ SS#  ___________________DOB: _______________________

Address ___________________________________________________________________________________________

Employer ______________________________________________________________Phone ______________________ 

Primary Insurance:

Insurance Company Name _____________________________________ Policy Holder: __________________________ 

Patientʼs ID# ________________________________________________ Group # _______________________________ 

Relationship to Patient _______________Social Security # ______________________DOB: _______________________

Secondary Insurance:      Yes    /     No

Insurance Company Name _____________________________________ Policy Holder: __________________________

Patientʼs ID# ________________________________________________ Group # _______________________________

Relationship to Patient _______________Social Security # ______________________DOB: _______________________

Please List Names Of Anyone (including physicians) That We Can Release Medical Information To:

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Signature of Patient/Guardian ___________________________________ Date __________________________________
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NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT
DR. JOHN R. SIMPSON

I understand that, under Health Insurance Portability & Accountability Act of 1996 (ʻHIPPA”), I have certain 
rights to privacy regarding my protected health information.  I understand that this information can and will be 
used to:

  • Conduct, plan and direct my treatment and follow-up among the multiple healthcare   
   providers who may be involved in that treatment directly and indirectly.
  • Obtain payment from third-party payers.
  • Conduct normal healthcare operations such as quality assessments and physician    
   certifications.

I acknowledge that I have received your Notice of Privacy practices, or is readily available, containing a more 
complete description of the uses and disclosures of my health information.  I understand that this organization 
has the right to change its Notice of Privacy from time to time and that I may contact this organization at any 
time at the address above to obtain a current copy of the Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is used or disclosed to 
carry out treatment, payment or health care operations.  I also understand you are not required to agree to my 
requested restrictions, but if you do agree then you are bound to abide by such restrictions.

Patient Name _____________________________________________________________________________

Relationship to Patient _____________________________________________________________________

Signature ________________________________________________________________________________

Date _____________________________________________________________________________________



MEDICATION RECORD

Patient’s Name: _________________________________________________D.O.B.: _________________ Gender: ____________ 

Drug Allergies: _______________________________________________________________________________________________

Latex Allergies:     Yes         No

Pharmacy: ______________________________________________________Phone: _____________________________________ 

Medication Record - rev. 03-11Oconee Printing, Inc. (706) 543-1828

Northeast Georgia ENT, Head and Neck Surgery
Winder ENT
John R. Simpson, D.D.S., M.D., F.A.C.S.

 Date Medication Dsg Discontinue  Date Medication Dsg Discontinue


