Evergreen Sinus Center

Welcome,

Evergreen Sinus Center represents the practice of Kenneth D. Faw MD with a
special emphasis on rhinology and sinus disease. The practice is within the offices of
Evergreen ENT conveniently located in the modern Evergreen Surgery and
Physician Center in Kirkland, Washington.

Our goal is that you will experience a compassionate, comprehensive approach and
obtain relief from the ENT problems that are troubling you.

We want to answer as many of your questions as possible at your visit.
Please prepare for this by bringing:

1) Health Insurance Card and Co-Pay if required.
2) A friend or family member to take notes and help with questions.
3) A list of all medications you are taking.
4) A list of your questions and concerns.

5) A copy of your recent CT scans (not the reports - please get the actual films).

6) Copies of records from doctors related to your sinuses, nose, allergies or lungs.

Please take time to complete the following forms before you get to the office:

1) Patient Information - Please fill out and sign.
2) Patient Financial Responsibility- Please read carefully and sign
3) Download, print and fill out either an Adult Medical History Form (2 pages) or a

Pediatric Medical History Form (2 pages)

Our web site Www.evergreensinus.com contains directions to our office
adjacent to Evergreen Hospital.

Please call 425.899.3838 ext 2222 if you have any questions

To your health,

The staff of Evergreen Sinus Center



Patient Information

First Name Ml Last Name

Street Address City State ZIP
Home Phone ( ) Business Phone ( )

Cell Phone ( ) Birthdate Age SS#

Marital Status Single  Married  Other Sex Male Female
Occupation Employer

Emergency Contact Phone ( )

Relationship Alternate Phone ( )

Primary Care Physician Referring Doctor

Subscriber to Primary Insurance

Name of Insurance Referral Needed? Yes No
First Name MI Last Name

Street Address City State ZIP
Home Phone ( ) Business Phone ( )

Cell Phone ( ) Birthdate Age SS#
Occupation Employer

Relationship to Guarantor/Subscriber of Insurance

Subscriber to Secondary Insurance

Name of Insurance Referral Needed? Yes No
First Name Ml Last Name

Street Address City State ZIP
Home Phone ( ) Business Phone ( )

Cell Phone ( ) Birthdate Age SS#
Occupation Employer

Relationship to Guarantor/Subscriber of Insurance

Please read the following carefully before signing
The insurance information | have provided is true to the best of my knowledge and | understand that | am
financially responsible for charges associated with the medical services provided. | agree that | will not withhold
or delay payment on any remaining balance that insurance does not pay. This includes deductibles, co-pays and
services not covered under my particular insurance plan. | understand that balances over 60 days may incur a
billing fee of 1% per month for which | am financially responsible. | have also been informed of the $15.00 fee on
checks returned non-sufficient funds. | authorize my insurance company to make payments directly to Kenneth
D. Faw MD PS | authorize Kenneth D. Faw MD PS to release any information required to process insurance
claims and also to obtain/release medical records from other treating physicians for the purpose of coordinating
patient care.

Patient/or Guardian Signature Date



PATIENT FINANCIAL RESPONSIBILITY

This is an agreement between Evergreen Sinus Center/ Kenneth D. Faw MD PS and the
Patient/Guarantor named on this form.

Insurance: Insurance is a contract between you and your insurance company. In some
cases, we are NOT a party in this contract. We will bill your primary insurance company as
a courtesy to you. In order to properly bill your insurance company we require that you
disclose all insurance information including primary and secondary insurance as well as
any change of insurance information. Failure to provide complete insurance information
may result in the patient or guardian being responsible for the entire bill. It is the
insurance company that makes the final determination of your eligibility and benefits. If
your insurance company is not contracted with us, you agree to pay any portion of the
charges above the usual and customary allowance. If we are out of network for your
insurance company and your insurance pays you directly, you are responsible for payment
and agree to forward the payment to us immediately. If your insurance company requires
a referral and /or preauthorization, you are responsible for obtaining it. Failure to obtain
the referral and /or preauthorization may result in a lower payment or no payment from
the insurance company, and the balance will be your responsibility.

Payment: Unless we approve other arrangements in writing, the balance on your statement
is due upon receipt. We may require determination regarding an extended payment
arrangement. If payment is not received, we reserve the right to refuse future appointments
on delinquent accounts.

Monthly Statement: If you have a balance on your account, we will send you a monthly
statement. This statement will reflect any payments received and/or any new charges
incurred.

Payment options if you have insurance:

A. You will be asked to pay your co-pay at the time of service by cash, check, or credit card
(VISA or Mastercard).

B. It is your responsibility to verify insurance coverage and eligibility with your insurance
carrier prior to service.

Payment options if you have no insurance:

A. Payment is expected on the day that treatment is rendered. You may pay by cash, check
or credit card (VISA or Mastercard).

Return Checks: There is a fee of $15 on any checks returned by the bank.

Divorce: In the case of divorce or separation, the party responsible for the account prior to
the divorce or separation remains responsible for the account. After a divorce or separation,
the parent authorizing treatment for a child will remain responsible for subsequent charges.
In a divorce case if a decree requires the other parent to pay all or part of the treatment
costs, the authorizing parent is responsible for collecting from the other parent. Ultimately



both parents and/or legal guardians are responsible for the account.

Past Due Accounts: If your account becomes past due, we will take necessary steps to
collect this debt. This may include referring your account to a collection agency or to a
lawyer for collection of balance due.

Transferring or Records: Copies of your records must be requested in writing and you may
be required to pre-pay a reasonable copying fee. In order to forward your records to
another doctor or organization, we request that you complete a Authorization to Release
Confidential Information form.

Finance Charges: We reserve the right to compute a FINANCE CHARGE at a periodic rate
of 1% per month, which is an ANNUAL PERCENTAGE RATE of 12%. The finance charge
will be applied to the adjusted balance of your account. The adjusted balance is determined
by taking billing cycle and subtracting all payments and credits received during the present
billing cycle.

Personal Injury, Auto and Third Party: We require payment in full at time of service. We
do not bill your attorney for charges incurred due to personal injury cases. It is the patient
responsibility to submit their claims to their attorney.

Waiver of Confidentiality: We have the option to report your account status to any
attorney, collection agency, credit reporting agency such as a credit bureau, or for court
litigation; and the fact that you received treatment at our office may become a matter of
public record.

Effective Date: Once you have signed this agreement, you agree to all of the terms and
conditions contained herein and the agreement will be in full force and effect.

Patient Name:

or Responsible Party Relationship to patient

Signature: Date



