We are pleased to welcome you
10 our practice. Please lake a lew
minutes to fill out this form as
completely as you can. If you have
questions we will be glad o help you

SURANCH

Date Who is responsible for this account?
Pauent Relationship to Patient
Acaress Insurance Co.
Group #
City State Zip . . .
i _ Is patient covered by additional insurance? CYes [JNo
Sex _ M TJF Age Birthdate : ]
= O - - o Subscriber Name
“Single Married Widowed Separated Divorced .
Birthdate SS#
Patent SS# ,
Relationship to Patient
Occupation
Insurance Co.
Employer
Group #
Employer Address
iRy ASSIGNMENT AND RELEASE
Employer Phone I, the undersigned, certity thal | (or my dependent) have insurance coverage
- . with and assign directly 1o
Spouse’s Name Dr. : all insurance benefis,
Siandate SS# .?ny. u'lher\wse payal?le lo me for services rendered._l understand that | am
linancially rasponsible for all charges whether or not paid by insurance. | hereby
Dccupation authorize the doctor to release all information necessary o secure the payment
of benefits. | authorize the use of this signature on all insurance submissions
Spouse’s Employer 2
Whem fnay we thank for referring you? Responsible Party Signature
Re'ationship Date
DL UDED
J ) \ l MDEN
—ome Work Ext Spouse's Work

Best ume and place to reach you

IN CASE OF EMERGENCY, CONTACT (Specity someone who does not live in your household.)

f.ame

Relationship

—2me Phone Work Phone




