HEALTHY FUTURES PEDIATRICS                       TAMMY MAKOWSKY MD

Patient Information

Name:_________________________________________SS#______________________Address:________________________________________________________________City:_____________________________State:________Zip:_______________________
Sex:  M___F____       Age:_________DOB:____________________________________
Referred by:__________________________
Emergency Notify:______________________________Phone:____________________

Primary Insurance:

Policy Holder:______________________________________  SS#________________
			Last name	 	                        first
Relation to patient________________        Date of Birth:__________________________
Address if Different:__________________________________phone:_______________
                                 __city				state		zip			
Responsible employed by:						______		
Business Address						 Phone				
Insurance comp:						 Phone			______
ID#						Group#				______
Occupation:											

Additional Insurance

Is patient covered by another insurance?  Yes:	No:___________________________
Subscriber name:					Birth date		____________
Address if different:					Phone:			____________
			City:			State		zip	__________________
Insurance company					SS#			____________
Contract #:					Group#			____________

Assignment and Release:

I the undersigned certify that I (or my dependent) have coverage with___________________________________________________
and assign directly to Dr. Tammy Makowsky all insurance benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges whether or not paid by insurance.  I hereby authorize the doctor to release all information necessary to secure the payment of benefits.  I authorize the use of this signature on all insurance submissions. A photocopy of this assignment is to be considered as valid as an original.


Responsible party signature________________________________________________Date:_______________________	





-
