
DAVID J. HOYT, M.D., L.L.C. 
Otolaryngology & Audiology 

 

 

Patient Information  
  

Last Name: ____________________________ First Name & Middle Initial:  ____________________ Suffix: ____  

  

Street Address: _____________________________________________________________________________  

  

City: _______________________________________    State: ________________     Zip Code: _____________  

  

DOB:  _________________         Sex:      M     F               Social Security # of patient: _______________________  

  

Home Phone: __________________   Cell Phone: ____________________   Work Phone: _________________  

  

       Email:    ____________________________________    Occupation: ___________________________________    

  

Primary Care Physician: __________________________________________      Marital Status:     S      M      W  

 

Preferred Pharmacy:  ________________________________________________________________________ 

 

Have you seen an ENT Doctor in the past 3 years?    Y     N      If yes, list doctor: ____________________________ 

  

Responsible Party if different from above (especially if patient is a minor):  
 

Person Responsible for Patient: __________________________________________  

DOB of responsible party: ________________   Social Security # of responsible party: ____________________ 
 

(If address is different from patient please list below): 
 

Address: __________________________________________________________________________________  

City: ________________________________    State: ______________________      Zip Code:  _____________  

 
 

Insurance Information  
  

Primary Insurance:  _____________________________________________________   Copay: ____________  

  

Policy/Member ID Number: __________________________________    Group Number: _________________  

 

Policy Holder: _____________________________  Relationship to Patient: ______________ DOB: _________  

  

Policy Holder’s Employer: _________________________________________________________  

   
 

Secondary Insurance:   ___________________________________________________   Copay:____________  

  

Policy/Member ID Number: __________________________________     Group Number: _________________  

 

Policy Holder: _____________________________ Relationship to Patient: _____________ DOB: ___________  

  

Policy Holder’s Employer: _________________________________________________________  

  

   


