                                   NEW PATIENT INFORMATION

Name ____________________________________________ Date ________________

Address _______________________________________________________________

City _______________________  State______________  Zip code ________________

Home Phone _______________________ Work Phone _________________________

Date of Birth ___________________ Age ______  Sex ______  SS#_______________

E-Mail Address _________________________________________________________

Referred by ____________________________________________________________

Employer ______________________________________________________________

Employer’s Address ______________________________________________________

                                 ______________________________________________________

Name of Pharmacy  ______________________________________________________

Name of Friend or Relative at different phone number (for emergencies)  ____________

______________________________________________________________________

PARENT / GUARDIAN / SPOUSE INFORMATION (if different from above)

Name _____________________________ Relationship to patient _________________

Address _______________________________________________________________

Home Phone _____________________ Work Phone____________________________

Social Security Number (if patient is your dependent) ____________________________

PRIMARY INSURANCE CARRIER

Insured’s Name _______________________ Insured’s ID # ______________________

Group # (if applicable) ____________________________________________________

Relationship to patient ____________________________________________________

Insurance Carrier ________________________________________________________

SECONDARY INSURANCE CARRIER

Insured’s Name _______________________ Insured’s ID # ______________________

Group # (if applicable) ____________________________________________________

Relationship to patient ____________________________________________________

Insurance Carrier ________________________________________________________

I hereby authorize the release of any medical information necessary for the processing of insurance.  I hereby assign all medical and/or surgical benefits to which I am entitled to Paul N. Strohmayer, MD, Aaron M. Siegel, MD and Laurence F. Gibson, MD.  This assignment will remain in effect until revoked by me in writing.   A photocopy of this assignment is to be considered as valid as original.  I hereby authorize consent for services for treatment and diagnosis of my condition to Paul N. Strohmayer, MD, Aaron M. Siegel, MD and Laurence F. Gibson, MD. I acknowledge that I am responsible for any balance not covered by my insurance policy, except for cases involving Worker’s Compensation injuries, Medical Assistance or other fully sponsored government or contracted plans. 
Insured’s Signature ______________________________ Date ___________________

