Patient Information Form
Patient Name: (Last)




(First)




(MI)


Patient Address: 







 Apt/Unit: __________
City: 






 State: 


 Zip: 




Home Phone: 





Cellular: 



______
Birthdate: 



 Age: 
____ Marital Status: _____________ Sex: M  F (circle)
Employment Information:

Patient Employer: 




 Occupation: 





Employer Address: 











City: 






 State: 


 Zip: 




Work phone No: 




 Ext. 







Social Security: 




 Drivers License: 


______
Spouse or Guardian Information (if pt under 18 years of age):
Name: (Last)




(First)




(MI)
______
Address: 







Apt/Unit:__________________
City: 






 State: 


 Zip: 



Home Phone: 





Cellular: 



______
Birthdate: 



    Relationship to patient: ______________________________
Spouse or Guardian Employment Information:

Employer: 



_______
 Occupation: 





Employer Address: 











City: 






 State: 


 Zip: 




Work phone No: 




 Ext. 







Social Security: 




 Drivers License: 





In Case of Emergency, if other than above:
Name: 





 Relationship: 


 Phone: 



Insurance and Billing Information:    (*** copies of insurance cards are required)
· Medicare

 

· Blue Cross

· Commercial Insurance

· Workmen’s Compensation

· MVA/Third Party Injury

· Self Pay

Financial Policy:

This is to inform you of our billing requirements and our financial policy. Please be advised that payment for all services will be due at the time services are rendered, unless prior arrangements have been made. For your convenience, we accept Visa, MasterCard, Discover, American Express, Cash and Personal Checks.
I hereby authorize direct payment of surgical/medical benefits to Finegold Primary Care for services 

rendered by the physicians in person or under their supervision. I understand that I am financially responsible for any balance not covered by my insurance.
I agree that should this account be referred to an agency or an attorney for collection, I will be responsible for all collection costs, attorney’s fees and court costs, in addition to my account balance.
I certify that the information given by me in applying for payment is correct. I request that payment of
authorized benefits are made on my behalf.

I have read and understand all of the above and have agreed to these statements.

Patient/Guardian’s Signature





   Date
