
 OTOLARYNGOLOGY ASSOCIATES OF THE MIDSOUTH 
 PATIENT REGISTRATION 
 
TODAY’S DATE                                             Acct# ______________                        
 
WHO IS YOUR APPOINTMENT WITH (Circle one) 
 
 Thomas E. Long, M.D.             Arthur H. Tyehimba, M.D.            Neal S. Beckford, M.D. 
 

Joel C. Kahane, PhD                Kim Stewart, SP             
                                                                                                                                                                                                                
 PATIENT INFORMATION 
 
LAST NAME:                                                                         FIRST NAME:                                            MI: ______________                      
 
STREET ADDRESS:                                                                 CITY:                                    STATE:              ZIP: _________                      
 
HOME PHONE: (    )                              WORK PHONE: (    )                                 CELL PHONE: ___________________                          
 
DATE OF BIRTH:                                         AGE:                               SS#: ______________________________                          
 
MARITAL STATUS:  SINGLE (  ) MARRIED (  ) OTHER (  )  SEX:   M       F  
 
EMPLOYER: ________________________________________       PHONE: (     ) _____________________                                              
 
REFFERRING PHYSICIAN:                                                                PHONE: (    ) _____________________                                               
                                                                                                                                                                                                                
 EMERGENCY CONTACT INFORMATION  
 
NAME:                                                                  PHONE: (   )                                RELATION: ________________                                  
  (Relative/Friend not living in same household) 
                                                                                                                                                                                                                                                                                  
 REFERRING INFORMATION 
 
HOW DID YOU HEAR ABOUT US? PHYSICIAN YELLOW PAGES FRIEND/RELATIVE 
               (Circle One)     
     INSURANCE DIRECTORY INTERNET WALK-IN 
 
FULL NAME OF PERSON WHO REFERRED YOU                             DO YOU HAVE A LIVING WILL?                                                
                                                                                                                           YES______NO_______                                                             
 PARENT/GUARDIAN INFORMATION IF PATIENT IS A CHILD 
 (MOTHER’S INFORMATION) 
 
MOTHER’S NAME:                                                            ADDRESS: ___________________________________________                      
 
CITY:                                                                                   STATE:                                    ZIP: _________________________                      
 
HOME PHONE: (    )                                    DATE OF BIRTH:                                        SS#:_________________________                       
 
EMPLOYER:                                                                        WORK PHONE: (    )                         CELL: ________________                        
 
 (FATHER’S INFORMATION) 
 
 
FATHER’S NAME:                                                                ADDRESS: __________________________________________                     
 
CITY:                                                               STATE:                                                 ZIP: ____________________________                        
 
HOME PHONE:  (    )                                     DATE OF BIRTH:                              SS#:____________________ ________                         
 
EMPLOYER:                                                                          WORK PHONE: (    )                           CELL: ______________                        
 


