PATIENT INFORMATION       PLEASE PRINT CLEARLY 


REFERRING DR___________________________________________________________________________DATE_______________________________

                                       Name(First & Last)                                               
Address
                                                  
 Phone

FAMILY DR (If different from referring Dr. ________________________________________________________________________________________________________________________

                                                                                                               Name (First & Last)                         

 Address                                          Phone

PATIENT INFORMATION

NAME__________________________________________________________________DATE OF BIRTH____________AGE______M_______F_______

               Last                                       
First                                                  

Middle

ADDRESS________________________________________________________CITY______________________STATE___________ZIP______________

HOME TELEPHONE(___________) _____________________________SOCIAL SECURITY NUMBER_________________________________________

MARITAL STATUS   M __  D __  W __  S _    NO. OF CHILDREN _______            RACE (Circle One)         African American       Asian         Caucasian              Hispanic            Native American    Other (explain)_____________________________________  Unknown

EMPLOYER__________________________________________________________________________________________________________________

                       Name                                                                     


Address
WORK TELEPHONE(_____)_________________________________EXT_________OCCUPATION____________________________________________

SPOUSE NAME______________________________________________SOCIAL SECURITY NUMBER_________________________________________

                                             (If   Applicable)

SPOUSE DATE OF BIRTH_____________________________________WORK TELEPHONE(_________)______________________________________

PERSON RESPONSIBLE FOR PAYMENT (IF PATIENT IS CHILD, THE PERSON WHO HAS CUSTODY)

NAME__________________________________________________________DATE OF BIRTH_______________MALE__________FEMALE__________

                Last                                           
First                                                 
Middle

ADDRESS________________________________________________________CITY_____________________STATE_______ZIP___________________

HOME TELEPHONE(________)_______________________________ WORK TELEPHONE(_______)_________________________  EXT____________

SOCIAL SECURITY NUMBER________________________________EMPLOYER__________________________________________________________

PRIMARY INSURANCE INFORMATION

INSURANCE CO___________________________________________________TELEPHONE_________________________________________________











FOR ELIGIBILITY/CLAIM VERIFICATION

CLAIM MAILING ADDRESS(On Card)_______________________________________________________________________________________________________________________
SUBSCRIBER/CONTRACT ID#______________________________________________GROUP#_____________________________________________

NAME OF POLICYHOLDER_____________________________________________________DATE OF BIRTH___________________________________

EMPLOYER_____________________________________________________WORK TELEPHONE(_______)____________________________________

SECONDARY INSURANCE INFORMATION

INSURANCE CO_________________________________________________TELEPHONE___________________________________________________







                      

FOR ELIGIBILITY/CLAIM VERIFICATION

CLAIM MAILING ADDRESS(On Card)_______________________________________________________________________________________________

SUBSCRIBER/CONTRACT ID#__________________________________________________________GROUP #_________________________________

NAME OF POLICY HOLDER______________________________________________________DATE OF BIRTH_________________________________

EMPLOYER__________________________________________________________WORK TELEPHONE(_______)_______________________________
EMERGENCY CONTACT_______________________________________________TELEPHONE______________________________________________

RELATIONSHIP_________________________________________

NAME OF FRIEND OR RELATIIVE (NOT LIVING WITH YOU)___________________________________________________________________________

RELATIONSHIP_____________________________________TELEPHONE_______________________________________________________________

AUTHORIZATION FOR TREATMENT

I, THE UNDERSIGNED PATIENT, HAVING A CONDITION REQUIRING MEDICAL CARE, DO HEREBY VOLUNTARILY CONSENT TO BE GIVEN MEDICAL CARE BY AN ATTENDING PHYSICIAN AS IS NECESSARY IN THEIR JUDGEMENT.  I AM AWARE THAT THE PRACTICE OF MEDICINE IS NOT AN EXACT SCIENCE AND I ACKNOWLEDGE THAT NO GUARANTEES HAVE BEEN MADE TO ME AS A RESULT OF TREATMENT OR EXAMINATION AT THE ENDOCRINE & DIABETES CARE CENTER.   I HERBY AUTHORIZE MEDICAL TREATMENT AND AUTHORIZE THE PROVIDER OF MEDICAL SERVICES TO RELEASE INFORMATION FOR SUCH SERVICES TO MY INSURANCE COMPANY AS MAY BE REQUESTED BY THEM.

OUR OFFICE FINANCIAL POLICY

 WE HAVE MADE PRIOR ARRANGEMENTS WITH MANY INSURERS AND HEALTH PLANS.  WE WILL BILL YOUR INSURANCE AND ANY SECONDARY INSURANCE. WE ACCEPT ASSIGNMENT FROM MANY OF THE INSURANCE COMPANIES.  YOU WILL RECEIVE A BILL FOR ANY OUTSTANDING BALANCE.  IN THE EVENT YOUR HEALTH INSURANCE DETERMINES A SERVICE TO BE “NOT COVERED”, YOU WILL BE RESPONSIBLE FOR THE COMPLETE CHARGE.  ALSO, ANY COPAY YOU HAVE IS ALWAYS REQUIRED AT EACH SERVICE.
FOR MINOR PATIENTS, FOR ALL SERVICES RENDERED, WE WILL BILL THE APPROPRIATE HEALTH INSURANCE.  AS STATED ABOVE HOWEVER THE ADULT ACCOMPANYING THE PATIENT IS RESPONSIBLE FOR PAYMENT AND ANY COPAY IS ALWAYS REQUIRED AT EACH SERVICE.

I, HEREBY AUTHORIZE THAT PAYMENT OF BENEFITS BE MADE TO THE PROVIDER ON MY BEHALF.  I UNDERSTAND THAT I AM FULLY RESPONSIBLE FOR ALL CHARGES INCURRED, REGARDLESS OF MY INSURANCE STATUS FOR PROFESSIONAL SERVICES RENDERED.

INSURANCE AUTHORIZATIONS

IF YOU HAVE A MANAGED CARE INSURANCE AND ARE REQUIRED TO HAVE A WRITTEN AUTHORIZATION FROM YOUR PRIMARY PHYSICIAN, IT IS YOUR RESPONSIBILITY TO SEE THAT ALL REFERRALS ARE IN PLACE ONE WEEK PRIOR TO YOUR VISIT.  YOU MUST BRING THAT AUTHORIZATION WITH YOU.  FAILURE TO HAVE THE PROPER AUTHORIZATIONS MAY RESULT IN THE RESCHEDULING OF YOUR VISIT.

I HAVE READ AND FULLY UNDERSTAND ALL OF THE ABOVE STATEMENTS AND AGREE TO THEIR TERMS.

I have received the Notice of Privacy Practices.
X
___________________________________________________            ____________________________

Signature of Patient or Parent Accompanying Child if Minor
Date


FOR OFFICE USE ONLY


___________________________________________________            ____________________________

Date

___________________________________________________            ____________________________

Date


___________________________________________________            ____________________________

Date


___________________________________________________            ____________________________

Date
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