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PERSONAL INFORMATION

NAME: _________________________________ 
HOME PHONE: __________________________

DATE OF BIRTH: _______________________
CELL #: ____________  WORK #:___________

LOCAL ADDRESS: _________________________________________________________________
CITY: __________________________________ 
STATE/ZIP: ______________________________

NORTHERN ADDRESS (if part time resident):__________________________________________

SOCIAL SECURITY #: ___________________
EMPLOYER:_____________________________
SPOUSE’S NAME: ________________________
CONTACT #: _____________________________

PRIMARY INSURANCE: ___________________POLICY #:______________GRP #:__________

INSURED NAME /BIRTH/S.S. #______________________________________________________
SECONDARY INSURANCE (if any):__________________________________________________

PRIMARY PHYSICIAN/HOW REFERRED: ___________________________________________
EMERGENCY CONTACT

NAME/NUMBER: _________________________________  PHONE: ________________________
PLEASE READ AND SIGN

I HEREBY AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO THE UNDERSIGNED PHYSICIAN.  I ALSO REQUEST PAYMENT OF GOVERNMENT BENEFITS EITHER TO MYSELF OR THE PARTY WHO ACCEPTS ASSIGNMENT.  I ALSO AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO PROCESS THIS CLAIM.

I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES INCURRED.  I AGREE TO PAY ALL AMOUNTS NOT PAID BY MY INSURANCE CARRIER ACCORDING TO MY POLICY AND THE PROVIDER CONTRACT.  IN THE EVENT OF A DISPUTED PAYMENT, IT IS MY RESPONSIBILITY TO PAY FOR THE CHARGE AND DISPUTE THE PAYMENT WITH MY INSURANCE CARRIER. 

I AGREE THAT I MAY BE CHARGED 1.5% PER MONTH (18% annually) IN INTEREST ON ANY UNPAID BALANCES AND I AM RESPONSIBLE FOR ANY COSTS INCURRED IN COLLECTION OF SAID BALANCES SHOULD THAT BECOME NECESSARY.  I HAVE READ AND UNDERSTAND THE ABOVE AND AGREE TO COMPLY.

_________________________________________  ____________________________________________

PATIENT/GUARDIAN SIGNATURE




DATE


