
 

 
 

Frank Brettschneider, D.O., F.A.O.C.O. 
Neal Obermyer, M.D., F.A.C.S.                                                                                       Today’s Date:_______________ 
 

PATIENT INFO 
Last Name________________________________ First Name ________________________ MI_______  Sex:    ⁯ M  ⁯ F 

Age _______  Birth Date___________________ Social Security _____________________Driver’s Lic #__________________ 

Home Address_________________________________________________________________________________________ 

City_____________________________________________________ State ____________________ Zip________________ 

Home Phone________________________________ Cell___________________________ Work_______________________ 

Marital Status:      ⁭ Single ⁭ Married ⁭ Divorced      ⁭ Widowed       

 (If patient is a minor, give parent/guardian employment information): 

Are you employed?  Yes _____  No _____  If Yes, Name of Employer _____________________________________________ 

Occupation/Job Description ______________________________________________________________________________ 

Employer Address _________________________________________________________Phone _______________________ 

If married, Spouse’s Name ____________________________________________Spouse’s Work_______________________ 

Spouse’s Employer Name & Address ______________________________________________________________________ 

If the patient is a minor, parent(s) names(s) __________________________________________________________________ 

Name of person child currently lives with ___________________________________________Relationship_______________ 

Pharmacy you use __________________________Phone______________ Prescription insurance coverage?   ⁯  Yes    ⁯  No 
____________________________________________________________________________________________________ 
PRIMARY INSURANCE INFORMATION 
Insurance Company Name & Address__________________________________________________________________________________ 

Policy Holder’s Name _______________________________________________________________________Birth Date_______________ 

Relationship to patient ___________________________________________________________Social Security #_____________________ 

Phone #________________________  Identification # _____________________________ Group #________________________________ 

SECONDARY INSURANCE INFORMATION 
Insurance Company Name & Address__________________________________________________________________________________ 

Policy Holder’s Name _______________________________________________________________________Birth Date_______________ 

Relationship to patient ___________________________________________________________Social Security #_____________________ 

Phone #________________________  Identification # ______________________________ Group #_______________________________ 

Referred by ⁯ Friend ⁯  Physician     ⁯ www.porthuronent.com ⁯  Internet 

⁯  Other___________________________________ Have you or any of your family been previous patients?  ⁯  Yes       ⁯  No 

If Yes, Name Of Patient____________________________________________________________________When?___________________ 

Referring Physician_______________________________________________________________________Phone ___________________ 

Address_________________________________________________________________________________________________________

Primary Care Physician_____________________________________________________________________Phone___________________ 

Address_________________________________________________________________________________________________________ 

Dentist __________________________________________________________________________________________________________ 
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Frank Brettschneider, D.O., F.A.O.C.O. 
Neal Obermyer, M.D., F.A.C.S.      
      

 
Patient Name: _____________________________________________       Date:__________________________ 
 
 
 
RELEASE OF INFORMATION 
 
I hereby authorize Port Huron E.N.T., P.C. furnish medical information concerning my present illness or injury, including 
hepatitis and HIV information, to my family physician(s), referring physician(s), and insurance companies.  
 
 
________________________________________________       _________________________________________________ 
Patient or Parent/Guardian Signature    Date 
 
 
RELEASE OF INFORMATION & ASSIGNMENT OF BENEFITS (Non-Medicare) 
 
I hereby authorize Port Huron E.N.T., P.C. to release any medical or other information as needed to my medical insurance 
carrier and authorize payment of any benefits provided by the policy directly to Port Huron, E.N.T., P.C.   I acknowledge that I 
am responsible for all co-insurance or deductible amounts and charges not covered by my insurance carrier.  
 
 
________________________________________________       _________________________________________________ 
Patient or Parent/Guardian Signature    Date 
 
 
RELEASE OF INFORMATION & ASSIGNMENT OF BENEFITS (Medicare) 
 
I hereby request payment of authorized Medicare Benefits be made on my behalf to Port Huron E.N.T., P.C.  I authorize Port 
Huron E.N.T., P.C. to release to the Medicare Carrier or it’s agents any medical or other information needed to determine 
these benefits or the benefits payable to related services.  I acknowledge that I am response for co-insurance and deductible 
amounts or services not covered under the Medicare program.  
 
 
________________________________________________       _________________________________________________ 
Patient or Parent/Guardian Signature    Date 
 
 
CONSENT FOR TREATMENT 
 
I hereby authorize evaluation and treatment by the physicians and staff of Port Huron E.N.T., P.C.  
 
 
________________________________________________       _________________________________________________ 
Patient or Parent/Guardian Signature    Date 
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 Frank Brettschneider, D.O., F.A.O.C.O. 
 Neal Obermyer, M.D., F.A.C.S. 
 
Patient Name: _____________________________________________       Date:__________________________ 

 
Thank you for choosing Port Huron E.N.T., P.C. as your healthcare provider.  We are committed to your treatment being successful.  Please understand that 
payment of your bill is considered a part of your treatment.  The following is a statement of our Financial Policy which we require that you read and sign prior to 
any treatment.  
 
All patients must complete our Patient Information and Insurance Authorization forms prior to seeing the doctor.  
 
For those patients not covered by medical insurance, we reserve the right to require full payment at the time of service.   For those patients covered by a 
health plan with which we participate, payment of any applicable co-pays and/or deductibles are due at the time of service.  For those patients covered by a 
health plan with which we do not participate, we reserve the right to require full payment at the time of service.  In instances where co-pay and/or deductible 
amounts are not known or where no payment was made at the time of service, the patient will receive a bill for the applicable services.  
 
Regarding Insurance 
Our office will accept assignment of insurance benefits for all health care carriers with whom we have a participation agreement.  It is the patient’s 
responsibility to inform us of any changes in their health insurance coverage prior to treatment being rendered.  For those plans that may require prior 
authorizations and/or written referrals for coverage, it is the patient’s responsibility to obtain and present this information prior to treatment.  Please remember 
that your insurance policy is a contract between the insured and the insurance company.  We are not a party to that contract.  A medical claim will be 
submitted on behalf of the patient, but follow-up for this claim and payment of all outstanding bills may be the insured’s responsibility.  Please Note:  After 60 
days, unpaid insurance claims may be dropped to the patient’s financial responsibility for payment or follow-up. 
 
Usual and Customary Rates/Approved Amounts 
Our practice is committed to providing the best treatment for our patients and we charge what is usual and customary for our area.  Our fees are based on the 
Centers for Medicare & Medicaid Services Relative Value Scale.  For those insurance companies with which we participate, we will accept their “approved 
amount”.  This does not mean that we accept what they pay.  An approved amount can be the total of what a carrier pays plus any co-insurance and/or 
deductible amounts.  For plans that we do not participate with, the patient may be responsible for payment regardless of their insurance company’s arbitrary 
determination of usual and customary rates.  
 
Adult Patients 
For adult patients, the ultimate financial responsibility for any service is the patient themselves, regardless of who is listed as the holder of the insurance (the 
insured).  Billing statements will be sent to the patient at the address listed in the patient information section.  
 
Minor Patients 
In Michigan, the law describes a minor as anyone under the age of 18.  We require that all minors be accompanied by a parent and/or legal guardian at every 
visit.  In rare exceptions, a parent or legal guardian may give signed, written permission for a third party to bring the minor to the appointment.  For minors, the 
billing statement will be mailed to the parent whose signature appears on this financial policy.  The financial responsibility for the child’s account will be the 
parent whose signature appears on this financial policy.  The only exception to this would be the presentation of a Court Order indicating otherwise.  
 
Missed Appointment 
It is your responsibility to be aware of any appointment made with our office.  We reserve the right to charge a fee of $50.00 for each missed appointment or 
appointments cancelled without at least 24 hours prior notice.  Please help us serve you better by keeping scheduled appointments.  
 
Interest and Returned Checks 
We reserve the right to charge a service fee of 35% on all unpaid balances that are submitted to an independent collection agency.  Accounts that are turned 
over for litigation may also be assessed additional court costs.  A $35 service fee will be charged for all checks returned for insufficient funds in addition to the 
original balance.  
 
Thank you for understanding our Financial Policy.  Please let us know if you have any questions or concerns.   
 
I have read the Financial Policy of Port Huron E.N.T., P.C.  I understand and agree to this Financial Policy.  My signature below affirms that I have 
the legal right to consent to this.  
 
 
 
______________________________________________________________________    ______________________________________________________ 
Patient or Responsible Party Signature                                                                                   Date 
 
 
______________________________________________________________________ 
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