
Dean P. Lyons, M.D. 
Ear, Nose & Throat Specialist 

Facial & Plastic Reconstructive Surgery 
 

ADULT PATIENT INFORMATION 
 

 
Today’s Date:_________________ Referring Doctor:__________________________________________ 
 
Patient’s name: _________________________________________Preferred or nickname:__________________  

             (last name)                (first name)               (MI) 
 
 

Patient:    Age:__________   DOB:__________________         Gender:  M    F        Marital Status:   M  S  D  W  
 
SS#: ______________________           Driver’s License # : ____________________________________________ 
 
Home Address: ________________________________________________________________________________                       
City: ______________________  State:__________  ZIP: __________      Email: ____________________________           
Home Phone: _____________________  Cell Phone: _______________________________ 
 
Patient’s Employer: _______________________________________  Occupation: ___________________________ 
Business Phone:  ______________________  EXT __________   Best time & Place to call___________________ 
 
Spouse’s Name: _____________________________________    Employer: ________________________________ 
Occupation: _________________________________________   Business Phone: ___________________________ 
 
Patient’s primary care physician: ________________________________________________________________ 
Emergency notification (other than spouse): _________________________________________________________ 
 
INSURANCE INFORMATION  (we will copy your insurance card if you have it)  
  
Name of Subscriber (if other than patient): _________________________ Relationship to patient: __________ 
Subscriber’s birth date: __________________   Subscriber’s SS#: ________________________ 
Subscriber’s Employer: __________________________ Subscriber’s business phone #: ____________________ 
 
Insurance Company name: _______________________________ Insurance Phone #: _____________________  
ID#, Policy, or Recipient #: _________________________________  Group #: ______________________________ 
  
SECONDARY INSURANCE INFORMATION      
 
Name of Subscriber (if other than patient): _________________________ Relationship to patient: ___________ 
Subscriber’s birth date: _________________   Subscriber’s SS#:  _________________________ 
 
Insurance Company name: _____________________________ Insurance Phone #: ______________________ 
ID#, Policy, or Recipient #: ______________________________   Group #: _______________________________ 
 
As a courtesy to you, our staff will help you file your insurance forms.  We do not charge you for performing 
these tasks and they are not part of the medical services we render to you.  Accordingly, we cannot be 
responsible for errors of delay in filling out and/or submission of insurance forms.     
 
Regardless of any insurance I may have, it is my responsibility to pay my bill.  I hereby authorize my insurance 
company to pay Dr. Lyons directly for my care.  I understand I am financially responsible for charges not 
covered by my insurance.  Authorization to release my medical records for insurance purposes is granted by 
me.   
 
 
 
SIGNATURE: _______________________________________________  DATE: ____________________________ 
 
 
 

1223 S. Gear Avenue, Eastman Plaza Ste. 308, West Burlington, IA  52655 / 319.753.6771  


