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Premier ENT, A Medical Corp.

Johnny Arruda, M.D., F.A.C.S
255 Terracina Boulevard, Suite 201A, Redlands, CA 92373 
Tel: (909) 793-2500 
www.premierentmed.com

Financially Responsible Party Information

Full name: _________________________________________________________________________________________
First                                     Middle Last

Social security number: _____________________________________________________________________________

Driver's license number: ____________________________________________________________________________

Date of birth: ______________________________________________________________________________________

Telephone Number: ________________________________________________________________________________

Please provide all the information requested above. The undersigned responsible party agrees that they 

are responsible for all fees incurred, regardless of insurance coverage. All copayments and deductibles are 

due at the time of service. If payment has not been received from the insurance company within 60 days 

from the date of service, the patient or the financially responsible party accepts responsibility for payment 

in full.

Signature: _________________________________________________________________    Date: _____________________________
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