
PRIMARY PHYSICIAN 

Scott N Bateman, M.D. 
Sinus - Allergy - Facial Plastic Surgery 
Otolaryngology - Head & Neck Surgery 

330 W. Dow, Sheridan, Wyoming (307)672-0290 

I PATIENT'S NAME PREFERRED NAME I SEX I MARITAL STATUS I DATE OF BIRTH I SOCIAL SECURITY NUMBER 

STREET ADDRESS 

I I 

I I 

IN CASE OF EMERGENCY CONTACT- NAME. PHONE AND ADDRESS 

M F 

PATIENT'S EMPLOYER 

I I 

SPOUSE'S NAME 

S M W DIV SEP 

EMPLOYER STREET ADDRESS 

I SPOUSE'S EMPLOYER 

OCCUPATION(INDICATE IF STUDENT) HOW LONG EMPLOYED 

I SPOUSEIZ OCCUPATION(INDICATE IF STUDENT) 

CITY.STATE. AND ZIP CODE 

BUSINESS PHONE NUMBER 

CITY. STATE AND ZIP CODE 

I BUSINESS PHONE NUMBER 

HOME PHONE NUMBER 

CELL PHONE NUMBER 

I EMPLOYER'S STREETADDRESS 

I HOW DID YOU HEAR ABOUT THIS PRACTICE? (CHECK ALL THAT APPLY) 13 YELLOW PAGES: QWEST (LARGE DIRECTORY) OTHER - SPECIFY: I 
ANOTHER PATIENT PREFERRED BY A PHYSICIAN WORD OF MOUTH YELLOW PAGES: SHERIDAN &JOHNSON (SMALL DIRECTORY) 

If the Patient is a Minor or Student: 

lnsurance Authorization and Assignment: 

MOTHER'S NAME 

I hereby authorize Scott N Bateman M.D., Sheridan Ear Nose & Throat and/or their authorized agents to furnish information to insurance 
carriers concerning this condition/illness/accident and treatments and hereby irrevocably assign to Dr. Bateman all payments for medical 
services rendered to myself or to my dependents. I understand that I am responsible for all charges, whether or not covered by insurance. 

SIGNATURE OF RESPONSIBLE PARTY DATE 

HOME PHONE NO SOCIAL SECURITY NO 

BUS. PHONE NO 

ZIP CODE 

HOME PHONE NO 

BUS. PHONE NO 

ZIP CODE 

STREET ADDRESS CITY STATE AND ZIP CODE 

MOTHER'S EMPLOYER 

EMPLOYER'S ADDRESS 

OCCUPATION 

FATHER'S NAME 

Al l  professional services rendered are charged to the patient. In order to control our cost of billing, we request that sen/ices be paid for at the time they 
are rendered. We would rather control our billing cost than be compelled to raise our fees. 

lnsurance Information: 

HOW LONG EMP 

SOCIAL SECURITY NO 

FATHER'S EMPLOYER 

EMPLOYER'S ADDRESS 

HOME PHONE NO 

GROUP NO 

GROUP NO 

GROUP NO 

PERSON RESPONSIBLE FOR PAYMENT 

CITY AND STATE 

STREET ADDRESS CITY STATE AND ZIP CODE 

STREET ADDRESS CITY, STATE AND ZIP CODE 

OCCUPATION HOW LONG EMP 

CITY AND STATE 

POLICY NO 

POLICY NO 

POLICY NO 

COMPANY NAME AND ADDRESS 

COMPANY NAME AND ADDRESS 

COMPANY NAME AND ADDRESS 

NAME OF POLICY HOLDER 

NAME OF POLICY HOLDER 

NAME OF POLICY HOLDER 



Confidential Patient Visit 
s ~ t t  N. Bateman. M.D. Sheridan Ear, Nose & Throat 
sku A ~ % w  . F x I  PDdfr YT- 
O ( O ~ T ~ ~ ~ W  - w L MI YW 330 W.  Dow, Sheridan WY 82801 (307) 672-0290 Today's Date 

Patient's Name: 
l a 1  Pirsl Middle Age 

Reason for Today's Visit: 
Did another physician request that  your child see Dr. Baternan? YES NO Their name? 
Post Medico1 History What illnesses does your child o r  has your child had? 

.. ......... ....... Cancer. ..O YES 0 NO Iieart Disease or Murmur O YES 0 NO Ear infeclionslhearing loss l3 YES O NO BleedingIBruising .... YES 13 NO 
Dlahetes ... YES 0 NO Liver or Intestinal Disease ........ O YES 0 NO Frequent throat infections ........ Q YES Q NO Allergies ................... Q YES Q NO 

...... Asrlirna 0 YES 0 NO Kidney I Bladder Disease ......... 0 YES 0 NO Abnormal birth I delivery ......... 0 YES 0 NO Other ...................... 0 YES NO 

...... ............... ........................ Seizure 0 YES O NO Developmental Delay 0 YES 0 NO HRS your child rnissed any Immunlzarlons? .... 0 YES Q NO 
Ifyes, please list details and dates here: 

Pnst Surgical History What surgery has your child had? 
P E  Tubes (Ears) ......... 0 YES NO Accident I Fracture ........ 0 YES 0 NO Sinus Surgery ............ Q YES 0 NO Cuts1 Stitches ............ 0 YES U N O  

.............. Olher ear surgery ....... 0 YES 0 NO Appendix ....................... Q YES O NO Nose sLlrgery O YES 0 NO Pregnancy .................. Ll YES O NO 
Adenoids .................... 0 YES O NO Abdomen / Belly ............ O YES O NO Throat 1 Neck ............ 0 YES 0 NO Other ....................... 0 YES 0 NO 
Tonsils ....................... C) YES 0 NO Ci~cumcision ................. 0 YES 0 NO Eye surgery ................ Q YES 0 NO 

r y e s ,  please list details and dates here: 

F n m  ily History Do  members o fyour  child'sfamily suf ferfrom these conditions? 
Cancer ...... 0 YES [3 NO Heart Disease ...................... Q YES CI NO AllergieslHay fever ...... 0 YES 0 NO Bleeding I Bruising .... 0 YES 0 NO 
Diabetes ...a YES 0 NO Liver DiseaseIHepati~is ....... 0 YES CI NO Tnyoid problems ........ 0 YES 0 NO AIDS I HN ................ Ll YES Q NO 
Asthma ..... O YES O NO KidneyIBladder Disease ...... 0 YES Q NO Hearing losslringing .... O YES 0 NO Mental Illness ............ 0 YES 0 NO 
Stroke ....... 0 YES 0 NO Epilepsy 1 Seizure ............... O YES 0 NO Sinusitis ...................... O YES O NO Other ...................... 0 YES 0 NO 

I fyes,  please list details and dates here: 

Lifestyle Cl Child lives at home with both parents O. Child lives with mother O Child lives with father P Neither 

Vother adults besides those listed above live at home with this child, who are they? 
Fanuly Constellation: This child is the ( I s t ,  2nd, 3rd. 4th, etc) child of (how many total) children in the family. 

Enrolled in School? .... C3 YES CI NO What YearIGrade? Name of School? 
Enrolled in Day Care? 0 YES O NO Enrolled in Pre School? .. 0 YES C3 NO Enrolled in After School Care? .. P YES 0 NO 
1s this child exposed to tobacco smoke at home or anywhere else (i.e., friend's house) on a regular basis? ........................ a YES 0 NO 
Child / Teenager Tobacco Use CI Never used tobacco C3 Uses smokeless tobacco CI Smokes cigarettes I packs per day 
Child / Teenager Alcohol Use C3 Never used alcohol C3 An occasional drink O Drinks regularly 

............................................................................. Drug Use ................................... O YES O NO Sexually Active? YES 0 NO 

Medications Please list any medications your child may  be  taking and their dosages 

Is your child allergic to any medications? ........... O YES 0 NO 
Ifyes, please list them here: 

General Consent for Treatment 
1, knowing that my child or ward is suffering from a condition requiring diagnostic, medical or surgical treatment, do hereby 
voluntarily consent to such procedures and care for said child and to such medical, surgical or other services under the general and 
specific instructions of Dr. Bateman, his assistants or his designee as is necessary in his judgment. I certify that I am legally able to 
give this consent for my child or ward. I also acknowledge that the practice of medicine is not an exact science and that no guarantees 
have been made nor can be made to me or the patient as to the result of treatments or examination by Dr. Bateman. 

Parent's, Guardian's or Responsible Party's Signature Relationship to Patient Date 



Financial Policy 
Assignment of Benefits 

Sheridan Ear, Nose & Throat Financial Policy 
updated June 29, 1998 

To the patient I responsible party: 

We are committed to providing you the best available medical care. Our personnel 
will be pleased to discuss our fees and this policy with you at any time. Our 
professional relationship will be enhanced by your clear understanding of our 
Financiai Policy. Thank you for your review and acceptance of this policy. 

All new patients must fully complete our New Patient Information Form before seeing 
the doctor. 

Full payment for our sewices is  due at the time of sewice, unless other 
mutually agreed upon arrangements are made with our office staff. 

We accept payment by cash, check, VISA o r  MasterCard. 

INSURANCE 
You are responsible for the timely payment of your account. Insurance is a contract 
between you and your insurance company. We are not a party to this contract, nor 
can we be involved in disputes between you and your insurer regarding deductibles, 
co-payments, covered charges, secondary insurance, "usual and customary" or 
allowable charges, etc. Our involvement will be limited to supplying factual 
information to facilitate claim processing. 

Medicaid 1 Title 19 
We accept Medicaid patients, and we file claims directly with the Medicaid program. 
A valid Medicaid certificate must be presented at each visit, and we are required to 
collect a co-payment at the time of service. 

ChampusITriCare 
We are not a Champus or TriCare provider. 

Third party payors (All other insurers, including Blue CrosslBlue Shield) 
We do not file claims for office visits with private insurance companies. To do 
so would greatly increase our business operating costs, and in turn our fees. Since it 
is your responsibility to pay in full for our services at the time they are rendered, we do 
accept MasterCard or ViSA to make your payment easier while you await 
reimbursement by your insurance company. Upon payment in full, we will provide you 
with a copy of the provider's statement (superbill); this contains all the information you 
need to submit your primary or secondary insurance claim. We provide a copy of the 
superbill without charge on the day of your visit. If a duplicate copy is required later, a 
research fee of $2 per superbill will apply. 

We will file claims for therapeutic and diagnostic procedures (e.g. operation, 
endoscopy, biopsy, suturing) that exceed $200, provided that (a) they are covered by 
the insurance plan, and (b) that full payment of (1) the co-payment or (2) any amount 
that may be applied towards the deductible is received from the patient before or at 
the time of service. 

Medicare We will gladly discuss your proposed treatment and answer any questions we can 
We are a participating Medicare provider; thus, we accept assignment on your claims. regarding our fees, 
We are reauired bv Medicare to file vour claims for vou. Medicare will oav us directlv , , 

and ~rovidk you an EOB (~xpianation of Benefits) detailing allowances, payments or A finance charge is computed on all patient accounts whose balance still remains 
denials. YOU are responsible for payment of deductibles, co-payments and any unpaid 30 days after the first billing. The periodic rate is 1.5% per month; the annual 
service not covered by ~ed i ca re  (i.e., cosmetic Surgery). If You have supplemental percentage rate is 18%. Checks dishonored by your financial institution for any reason insurance, we will file your claims only if your insurer coordinates benefits with a,e subject to a $25 processing fee, 
Medicare (those companies having an agreement with Medicare to process 

I secondary balance claims upon direct notification of payment from Medicare) 

Assignment of Benefits I Acceptance of Financial Policy: 

I hereby instruct and direct that all insurance companies with whom I have a claim 
pay by check made out and mailed to: 

Scott N. Bateman, M.D. 
Sheridan Ear, Nose &Throat 
330 W. Dow 
Sheridan, Wy 82801 

Or, if my current policy prohibits direct payment to the doctor or health care provider, 
then I hereby also instruct and direct you to make the check payable to me and mail it 
as follows: 

d o  Scott N. Bateman, M.D. 
Sheridan Ear, Nose &Throat 
330 W. Dow 
Sheridan, Wy 82801 

for the professional or medical expense benefits allowable, and otherwise payable to 
me under my current insurance policy as payment toward the total charges for the 
professional sevices rendered. 

THlS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THlS 
POI-ICY. 
This paymentwill not exceed my indebtedness to the above mentioned assignee, and 

I have agreed to pay, in a current manner, any balance of said professional service 
charges over and above this insurance payment. 

A photocopy of this document shall be considered as effective and valid as the 
original. 

I also authorize the release of any information pertinent to my case to any insurance 
company, adjuster, collections agent or attorney in this case. I authorize the doctor or 
his agent to initiate a complaint to the Insurance Commisioner or other entity for any 
reason at any time on my behalf. 

I have read and agree to accept the above stated Financial Policy as set forth by 
Sheridan Ear, Nose &Throat. 

Signed at Sheridan, WY, this day of ,20- 

--- 

Full Name of Patient Date of Billh 

x____ 
Signature of Patient I Responsible Party Relationship to Patient 
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