| 719-346-5311
kechsd.org

286 16th Street, Burlington, CO 80807

Dr. Jonathan Arnholt
Pikes Peak ENT, LLC
Phone: 719-301-3800

Regarding: ENT Referral / Appointment

Has an appointment with Dr. Arnholt _on

@ At the KCCMH Specialty Clinic in Burlington, Co.

You will need to bring the following items with you to this appointment:

O
O
o

(o]

(@]

New patient paperwork

ID / Drivers Licenses

Insurance cards

Co-pay/ payment (if self-pay, please coordinate with the main office prior to vist, a $250 payment will
need to be collected, call 719-301-3800)

Current Medication list

If you have any of the following medical records or test result from a different facility, please bring a copy of
the result with you or request that facility to fax them to us @ 970-692-2655

o}

o

0O 0 O O

Lab results (within the last current year)

CT/ MRI / Ultra Sound/ Xray ( Report/ Disc with images)
EKG/ ECHO/ Stress test/ Event Monitor

Sleep Study / Pft's/EMGs/EEGs

Provider Consult notes from

Please arrive 15 minutes prior to your appointment time to check in and register with Admissions. If you
have any questions regarding your upcoming appointment or if you need to cancel or reschedule please call
us @ 719-346-4780.

UPDATED: 07/21/2025

Mission:

To improve the health and lives in our communities by providing high gquality healthcare close to home,




P:(719) 301-3800
F: (719) 301-3855
Admin@PikesPeakENT.com

Pikes Peak ENT PATIENT PROFILE
First Name: Last Name: DOB: [/ / Sex: Marital Status;

Address: City: State: Zip:
Cell Phone: Home Phone: Work Phone:
Email: Who can we thank for referring you?

Emergency Contact Name & Phone Number:
Employer:
Address:

Is the patient the guarantor of the insurance policy or financially responsible for their medical carc? 0Yes ONo 1f No, please provide
Guarantor information below. If Yes, you may write "Self" in the space "Guarantor Full Name" below and leave the rest blank.

Guarantor

Full Name: DOB: Relationship:

Phone: Email: SSN:

Mailing Address: City: State: Zip:
Employer: Employer

Address:

Primary Insurance Company: Co-Pay for Specialty Care Visit: §_____Met Deductible? OYes O No
Address: Insurance Phone #:

Member ID: Group ID: Plan Namc:

Secondary Insurance Company: Co-Pay for Specialty Carc Visit: §____Met Deductible? Yes No
Address: Insurance Phone #:

Member ID: Group 1D: Plan Name:

Do you have an Advance Directive? O Yes O No

What is your preferred pharmacy?
Preferred Pharmacy's Address (please include street number):
I give my consent for the staff of Pikes Peak ENT to lcave a message via my preferred method, stated below, regarding appointments
and / or surgery reminders. Cell Phone Home Phone Work Phone Text

If you give us consent, we can obtain a list of your prescription medications that have been prescribed through most retail pharmacies. |
give Pikes Peak ENT permission to obtain my medication information from Sure Scripts. OYes ONo

We ask for Race, Ethnicity, and Langnage information to better serve you and because we are required to ask by Insurance
Providers. You may decline to provide this information. O I decline to provide this information.

Primary Language Secondary Language

Race: OAmerican Indian OAsian OBlack / African American OEuropean DFilipine OJapanese OKorean OPacific Islander O White
Ethnicity: ONot Hispanic / Latino OCuba ODominican OHispanic/Latino or Spanish OLatin American OMexican
OCentral American OPuerto Rican OSouth American O Spainard

Patient Signature: Date




Pikes Peak ENT .

Patient Name:

P:(719) 301-3800
F:(719) 301-3855
Admin@PikesPeakENT.com

What brings you in to see us?

How long has this been a problem?

Allergies to Medications, Latex, or Foods. Please list the reaction you had to each item listed

Past Medical History

O Anemia O Cancer OFibromyalgia O Hypertension [ Stroke
OAsthma OCcOoPD OHeart Disease OKidney Disease OThyroid Problems
O Problems with Anesthesia (O Diabetes OHigh Cholesterol ~ OLiver Disease Other:

O Bleeding Disorder

Social History

. OEmphysema (I Hyperlipidemia O Sleep Disorder

Do you smoke or vape? [1Yes (1 No
Do you chew tobacco? O Yes [J No

# of Packs aday___ # of years

Quit Date:
Do you use marijuana? (] Yes O No # of years

Do you drink alcohol?  [J Yes (I No # of drinks / week Do you take opioids? [J Yes (INo  # of years
Do you use caffeine? U Yes [ No # of cups / day (Percocet, Norco, etc.)

Family History

O Allergies DCanceerype: UHearing Loss [JStrokes

O Asthma ODiabetes OHeart Disease OThyroid Disorders

O Bleeding Disorders [IDifficulty with Anesthesia [JHypertension ClOther:

Surgical History - Surgery and Year Performed

C Adenoidectomy

O Appendectomy

0O Cardiac Surgery

O Ear Tubes

O Esophagus Surgery

O External Ear Surgery
OEye Surgery

O Facial Cosmetic Surgery

Oinner Ear Surgery OTonsillectomy
CMiddle Ear Surgery O Other Surgeries:

CONasal Septum Surgery
ONeck Surgery

ONose Surgery
OSalivary Gland Surgery
OSinus Surgery
OThroat Surgery

If you need more space, you may write on the back and write "Cont.” on the last line below

Medications and Supplements




P:(719) 301-3800
F: (719) 301-3855
Admin@PikesPeakENT.com

Pikes Peak ENT

Name

FINANCIAL POLICIES
1. Private Insurance: You are responsible for deductibles, copays, coinsurance, any non-covered services including out-of-network
charges specific to your plan, and items considered not medically necessary by your insurance company. Copays and deductible amounts
are due at time of service. Balances are due 30 days after receipt of payment from your insurance company. If you or your insurance
carrier makes a payment exceeding your balance, reimbursement will be remitted.
2. Private Pay: Please make payment for your care at each patient visit,
3. Medicare: Our office will submit your Medicare charges to Medicare and your secondary insurance, if applicable. You are responsible
for co-insurance, co-pays and any non-covered services.

Guarantee of Payment
1.l understand that | am responsible for payment of all fees and services rendered, irrespective of insurance coverage or other

responsibilities. NOTE: We will bill your primary insurance. If insurance does not pay in a timely manner (within 90 days from the date of
service and insurance filing), the insured will be expected to pay the balance and then pursue reimbursement from the insurance
company. | understand there is a $50 fee for ahy returned check for NSF (non-sufficient funds). The guarantor of each account is
ultimately responsible for payment in full of the account,

2. | have been advised that if my commercial insurance carrier / HMO / Medicare plan claims that the services | receive from Pikes Peak
ENT, LLC, are not considered reasonable and medically necessary for my care, | will be responsible for the payment of these services
3. | understand that my insurance plan may require my primary care physician to obtain an authorization number for the services that |
receive from the providers. | have been advised that if | did not request a referral and authorization from my PCP in advance, my
insurance plan may deny payment for services and | will be responsible for payment of all services.

4. | understand that it is my responsibility to determine if the provider is a network physician for my specific insurance plan even if | have
been advised that he is contracted with most commercial insurance companies. | understand that | may be responsible for paying
out-of-network fees if relevant.

ASSIGNMENT
1. 1 assign the benefits from my insurance carriers to this office for the medical/surgical benefits to which | am entitled.
2. | request thal payment of authorized Medicare benefits be made on my behalf to Pikes Peak ENT, LLC (PPENT) for any service
furnished to me by these providers,

RELEASE OF INFORMATION
1. | authorize PPENT to release to my insurance carrier(s) any information needed to determine benefits payable for services.
2. | authorize PPENT to release any information regarding my evaluation and treatment to my Referring/PC Providers.
3. | authorize any physician, hospital, laboratory or x-ray facility to release to PPENT any and all medical information, hospital records,
laboratory studies or x-rays that may be requested. A copy of this authorization is as binding as the original.

ACKNOWLEDGMENT OF RECEIPT OF PRIVACY PRACTICES
(initial) I have read and understand the PPENT Financial & Privacy Policies.
I authorize Pikes Peak ENT to discuss my private health information with the following persons:

Name: Relationship: Phone:
Name: Relationship: Phone:
Signature Date

Signature of Patient's Representative Relationship

Pikes Peak ENT, LLC | Phone: (719} 301-3800 | Fax: (719) 301-3855



P:(719) 301-3800
F: (719) 301-3855
Admin@PikesPeakENT.com

Pikes Peak ENT

10.

Practice Policies

Our office will file claims with insurance carriers with whom we have contracts; however, the guarantor is
responsible for all fees, regardless of insurance coverage.

Insurance cares are required to bill. No card is no insurance, therefore non-emergency appointments must be
rescheduled or the full amount due must be paid at the time of completed services.

It is the insured’s responsibility to know your health plan and it'’s benefits; some plans do not cover certain

procedures. All in-office surgical procedures, i.e. scopes, wax removal, biopsies, etc. are not part of your

office visit, these procedures are billed separately. Please be advised, we are a specialist’s office and most

insurance plans require a referral from your PCP.

Co-payments are due at time of service. A portion of your deductible will be collected at the time of service.

We accept cash, Checks up tp $100.00 ONLY, Amex, Visa, MasterCard, and Discover.

A service charge of $35 is rendered for all returned checks.

New appointments will not be scheduled until all account balances are current.

Accounts more than 90 days past due, may be turned over to a collection agency. Any costs or legal fees incurred
to recover due services are also the responsibility of the guarantor.

Please be advised our office will not become involved in any legal agreeme/nts between divorced or separated
parents, unless legally required.

Patients arriving over 15 minutes late may be rescheduled for a later time or wait to be seen after doctor is done

with other patients.

Printed Name:

Signature: Date:




Pikes Peak ENT

Know your rights and protections against Surprise Medical Bills:
Allergy and Asthma

If you are seen by a provider or use services in a facility or agency that is not in your health insurance
plan’s provider network, referred to as “out-of-network,” you rmay receive a bill for additional cost
associated with that care. Out-of-network facilities or agencies often bill you the difference between
what your insurer decides as eligible and is commonly called surprised billing.

On January 1, 2020 a new state law went into effect to protect you from surprise billing. These
protections apply when:

@ You receive covered emergency services, other than ambulance services, from an out-of-
network provider in Colorado.
® You unintentionally received covered services from an out-of-network provider at an in-network

facility in Colorado.

This law only applies if you have a “CO-DOI" on your health insurance ID card and you are receiving care
and services at a regulated facility in Colorado.

When you cannot be surprised billed:

ER Services, if you are receiving Emergency services you can only be billed for your plan'’s in-network
cost sharing amounts, which are copayments, deductibles, and /or coinsurance.

Non-Emergency services at an IN-Network facility by an Out-of-network provider or agency staff must
tell you if you are at an out-of-network location or if they are using out-of-network providers, when
known.

Additional Protections:

@ VYourinsurer will pay out-of-network providers and facilities directly.

@ Your insurer must count any amount you pay for emergency services or certain out-of-network
services toward your in-network deductible and out-of-pocket limit.

@ The provider, facility, hospital, or agency must refund any amount you overpay within 60 days of
being notified.

@ No one, including a provider, hospital, or insurer, can ask you to limit or give up these rights.

If you receive services from an out-of-network provider or facility or agency in any other situation, you
may still be surprise billed, or you may be responsible for the entire bill. If you intentionally receive non-
emergency services from an out-of-network provider or facility, you may also be surprise billed.

If you think you have received a bill for the amount other than your copayments, deductible, and/or
coinsurance, please contact the facilities or agency’s billing department or the Colorado Division of
Insurance at 303-894-7499 or 1-800-930-3745.



Know your rights and protections against Surprise Medical Bills: Pikes Peak ENT
Allergy and Asthma

My Signature acknowledges receiving this notice and does not waive my rights under the law.

Patient Name (Printed)

Patient Signature Date

Updated 12/2023



