






HEAD & NECK ASSOCIATES OF ORANGE COUNTY, INC. 
(Please Print) 

 
BREDENKAMP / CHO / CROCKETT / JAKOBSEN / SUPANCE / WOHLGEMUTH / WELLS   ACCT #______________ 
 

PARENT AND / OR OTHER INSUREDS INFORMATION  
                                                                                                                              
 
NAME: ___________________________________________________________________       __________________ 
              Last                                                     First                                              MI                      Relationship to Patient  
 
ADDRESS (IF DIFFERENT): ______________________________________________________________________             
                                                   Street                                          City                            State                      Zip Code  
 
BIRTHDATE: _____/_____/_____   SS#: _______/_______/_______   HOME PHONE: (___) __________________ 
 
EMPLOYER: ________________________________________ WORK OR CELL PHONE: (___) _______________  
 
PRIMARY LANGUAGE______________________ RACE-(circle)AMERICAN INDIAN- ASIAN – CAUCASIAN  
                    AFRICAN AMERICAN – NATIVE HAWAIIAN 
                    OTHER PACIFIC ISLANDER - UNKNOWN 
  
ETHNICITY (circle) HISPANIC/LATINO – NON HISPANIC/LATINO - UNKNOWN 
 

PEDIATRIC PATIENT INFORMATION (Newborn thru age 17) 
 

NAME:_______________________________________________________________________________       
             Last                                             First                                           MI                      Nickname 
 
ADDRESS: ___________________________________________________________________________ 
                     Street                                                               City                         State                     Zip Code 
 
BIRTHDATE: ____/______/______                       M _______ / F _________ 
 
PRIMARY CARE / REFERRING PHYSICIAN NAME: _______________________________________ 
 
EMERGENCY CONTACT: ______________________________ PHONE: (___) ___________________ 
 

INSURANCE POLICY INFORMATION  
 

 
PRIMARY INSURANCE CO:____________________________________________________________  
 
INSURED’S NAME:  ________________________________ INSURED’S DATE of BIRTH: ___/___/__                           
                                     (Mother / Father)  
 
ID/SS #: _____________________ GROUP #: _________ INSURED’S EMPLOYER: _______________ 
 
SECONDARY INSURANCE CO: ________________________________________________________ 
 
INSURED’S NAME: _______________________________ INSURED’S DATE OF BIRTH: ___/___/___ 
                                    (Mother / Father) 
 
ID/SS#: _____________________ GROUP #: __________ INSURED’S EMPLOYER: _______________ 
 

ASSIGNMENT OF BENEFITS / RELEASE OF INFORMATION  
I assign and request payment of medical benefits be made to HEAD AND NECK ASSOC OF ORANGE 
COUNTY, INC. for medical services rendered. I authorize the release of medical information necessary to 
process my claim. I have read the Financial Policies and understand that I am financially responsible 
for any non-covered services.  
_______________________________________________________        _____________________          02-12rrm 
Patient Signature                                                                                        Date                                  




















