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Date: ____________________________________

NEW PATIENT INFORMATION

Patient Name (Last, First, Initial): _____________________________________________________________

Sex ____   Marital Status ____________  Age  ____Birthdate  ___________ Social Security #  _______________

Patient Address__________________________________________________________________________

City  ____________________________  State  _____  Zip  ___________  Telephone____________________

Patient’s Employer _____________________________________Business Telephone____________________

Employer’s Address _______________________________________________________________________

City  ________________________________________________  State  _____ Zip____________________

INSURANCE INFORMATION

Insured’s Name (Last, First, Initial) ____________________________________________________________

Address _______________________________________________________________________________

City  ________________________________________________  State  _____ Zip____________________

Telephone ______________________ Social Security # ________________  Birthdate___________________

Primary Insurance _______________________________Policy # ___________Group # _________________

Does your Insurance Company require pre-authorization on procedures over $200? __________________________

Relationship to Patient  ___________________________Birthdate of Spouse ___________________________

Secondary Insurance _______________________________Policy # ___________Group # _______________

Relationship to Patient_____________________________________________________________________

Medical Card (Case Number) ________________________________________________________________

INSURANCE AUTHORIZATION AND ASSIGNMENT

In case of an emergency, the nearest relative’s name (other than spouse)___________________________________

Relationship  ___________________________Telephone ________________________________________

NP1817 (OVER)



I understand and agree that, (regardless of my insurance status) I am ultimately responsible for the balance of my account

for any professional services rendered. I have read all of the information on this form and have completed all answers. I

certify this information is true and correct to the best of my knowledge. I will notify you of any change in my health status

of the above information.

I authorize the release of any medical information necessary to process this claim. I further authorize payment of medical

benefits to Union Internal Medicine Specialties, Ltd., for all services rendered.

Signature  _________________________________________________Date ________________________

FOR MEDICARE PATIENTS ONLY
Statement to Permit Payment of Medicare Benefits to Provider, Physician and Patient

I certify that the information given by me in applying for payment under Title XVIII of the Social Security Act is correct. I

authorize any holder of medical or other information about me to release to the Health Care Financing Administration, or

its intermediaries or carriers, any information needed for this or a related Medicare claim. I request that payment of

authorized benefits be made on my behalf. I assign the benefits payable for covered Medicare services to the physician or

organization furnishing the services or authorize such physician or organization to submit a claim to Medicare for

payment to me.

I request that payment under the medical insurance program be made either to me or to _______________________

on any bills for services rendered me by Union Internal Medicine Specialties, Ltd.

___________________________________________
Signature of Patient

___________________________________________
Date Signed

___________________________________________
Health Insurance Claim Number


