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= Part of the body to be examined Most Recent | X-rays taken for this problem? Who is your Family Physician?
E Date of Where?
= Onset When? Telephone:
E RT or LT Do you have them with you?

‘Who referred you to our office (Internet, Emergency Contact? To whom may we speak regarding your medical file?

friend,family,doctor,advertisement,ice rink)?

Name: If Workers Compensation Claim, Who is your adjuster? Telephone #?
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Insurance Company Name ID # Group# Subscriber’s Employer
E Subscriber’s Name Subscriber’s Date of Birth Subscriber’s Social Security #
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E Mailing Address Effective Date of Insurance: Telephone
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I , hereby authorize the above-named physician to apply for benefits on my

behalf for covered services rendered. I request payment from the above-named insurance companies be made directly to the above-
named physician. My signature certifies the information I have provided is correct and further authorizes the release of any necessary
information, including medical information for this claim to be paid. This authorization is in effect for all future claims until I give
written notice to revoke it. I permit a copy of this authorization be used in place of the original assignment. I further acknowledge that
I am financially responsible for any balances not covered by my insurance plan. Any accounts not paid in a timely fashion will be
referred to an outside collection company. If this action is taken, I understand I will be held responsible for any collection agency costs

to this office including legal fees.
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Date




