
wLLtAil NOYD, UD

GENERAT PATIENT INFORMATION

Date: Medlcatlon All€rgles:

Patlent's First Namel- l-ast Name:

Home Phone: { Cell Phone: ( )

Street Address: City:

Date of Blrth: -Sodal securitv l{umber: 5"r.
Marital Status: Slngle Married Widowed Separated Divorced

Employed

Employer

Work Phone:

Mlddle:

zip:

By:

Referred

Other Family Members seen ln this

It{ CASE Of EM€RGENCY, NOTIFY: Name: Relationshlp: Phone:

Street Address: zip:Clty: state:

INSURANCE INFORMATION

Primary Insurance Compan

Subscrlbe/s Name:

Please dve card to Office Staff

Subscribe/s Social Security Number:

Relationship to Patient: Self Spouse Chlld Other

Self Pay

INSURANCE ASSIGNMENT and ACKNOWTEDGEMENT

I authorlte payne.f of medlc'l beneflts to the pr.ctl.e of Willlem t{oy4 MD pC for profBilonel se.vic€s rerdeaed. I authorhe rcl€as€ of medicel Inionnedon
naasssil.Y to Focess medical dalrns. I aclrFwledge th€ .ecelpt ol notlce of palyacy pradlc€s any my slgn.tue b€low verlfl€s HIPPA ditdoiura It the ins|lrance
Infomation I hivG iuppaled li Inacaur.te or invelld, I assufte full ilnanclal reponslbllity. for those calrlels wlth vrhom we do not pa?tlclpote, p6ymer|t wlll be due
ln full at the tlrn€ ot serylce. Pa.tLlpgtlnt insu.ame carlels aa€ to process and pey alaims corectly wlthln 30 days of submlsslon, After thls dme, alt outstandlng
balances become the rcsponslbllity of patl€nt,

we ar€ commltted to prorddl4 you lirlth th€ best mediaal air€ and 3eJvlce. A a rourteiy, we rcqulae 24 hour nodce tor the cancelledon of a scheduled
appol.nmem. th€.r wlll be . $35 cha*e for th€ lack of notlflcitton. f you f.ll to ke€p an appolntmem for. complete physt6l, you wtll b€ .s3€!scd . Slq)
d|arye. Thls wlll be youa rG3ponrlblllty and rylll not b€ Ulled to your Insu€na€ company.

A S3s se.vlce fee wlll be asse$€d f]om arry returned cieck and we rcserve to the rlght to requlre cash or 6edh card pryment in ll€u ot accepth|t aub6equent
drecb.

Should your lnsurai@ compeny not fullv relnbutse the to5t of . sp€.lal lab tes! you wlll b€ .BponslHe for th€ dltt€r€nce between the covercd amouot and oul
cost.

SIGNATURE OF PATIEIUf OR RESPOIGIELE PARW: DATE:


